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General Introduction

Depression, a highly common clinical disorder, is an important and clinically rele-
vant topic for both clinical researchers and practitioners to address, because of its 
prevalence, impact on the individual and society, association with other mental and 
physical health problems, and the social contexts in which it develops. Depression 
ranks in Germany and Central Europe as the third among the leading mental disor-
ders and it is a leading cause of disability worldwide. It is estimated that 8.3% of the 
German population is depressed within a year (11.2% women, 5.5% men). These 
statistics mean that four million people per year are depressed in Germany alone 
(1 year prevalence). According to the WHO, over 300 million people worldwide 
experience depression and in the USA the financial burden of this disorder, due to 
disability, work absenteeism, medical and other costs reaches over 210 billion dol-
lars annually. Depression is also becoming more frequent over time and has a high 
risk of recidivism—particularly since its most common form, Major Depressive 
Disorder (DSM-5; ICD10), tends to occur in episodes. For example, 20–40% of 
people become depressed again within 2 years after their first depressive episode, 
meaning that a major aim of any therapeutic intervention should be to prevent future 
relapses. Depression also shows very high comorbidities with other mental and 
physical health conditions. Its overlap with anxiety pathology is so high that clini-
cians are concerned whether the two disorder categories are indeed distinct or if 
they show substantial etiological overlap. Depression is also associated with heart 
disease and even cancer, making it a risk factor for mortality and morbidity that 
needs to be identified early and addressed effectively. In addition to major depres-
sive disorder, the often severe bipolar disorder and the chronic form of depression 
referred to as dysthymia are additional mood disorders that among them require 
careful differential diagnosis. They also evoke questions regarding their common or 
distinct etiological mechanisms.

In order to gain a better understanding of depression as a clinical disorder, one 
needs to look at it as a multifaceted phenomenon. Depression is a neurobehavioral 
condition, and one has to be up to date and have a solid understanding of its biologi-
cal substrate, at a genetic, neuronal, hormonal, and pharmacological level. 
Depression is also a socio-demographic phenomenon, and one needs to examine its 
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epidemiology that might contain significant cues toward its clearer understanding. 
It is more prevalent, for example, in certain regions, climates, age groups, and gen-
ders (much more prevalent in women, with age of appearance in young adulthood 
but also presents as a significant problem for youth and the elderly), is associated 
with stereotypes and stigma, and can be the aftermath of crises, trauma, and loss.

The etiology of depression remains under scrutiny, though recently much more 
knowledge is emerging from contemporary neuroimaging, genotyping, and data 
science methods. Different neural and behavioral systems may be involved in con-
tributing to the significant heterogeneity within the disorder. Social roles, stressors, 
attachment patterns, family support and social networks, and individual (e.g., gen-
der linked) vulnerabilities may contribute significantly toward increasing risk for 
developing depression. Different therapeutic approaches, like those stemming from 
the psychoanalytic/psychodynamic perspectives and those stemming from the cog-
nitive/behavioral (second and third wave) traditions, focus on the components of 
etiology considered most dominant. As science progresses with clearer evidence 
regarding the important etiological factors and their interactions, these different per-
spectives, each with its own contribution, may need to take new developments into 
consideration, adapt and even begin to converge.

These different aspects of the topic of depression, which are central to the scien-
tific aims of clinical scientists, but also permeate the way clinicians approach assess-
ment, diagnosis, case formulation, and treatment, become the focus of the present 
volume. Following a conference held at the University of Cyprus, in Nicosia, 
Cyprus, in October 2019, which included presentations by internationally renowned 
experts in the field on these various aspects of depression, the idea of extending the 
topics presented and discussed at the meeting into more elaborate and substantive 
chapters and synthesizing them into an edited volume was generated. The aim was 
to fill a substantive gap, with a volume that would be beneficial to a wider, interdis-
ciplinary audience of clinicians, trainees, and researchers who examine the different 
aspects of depression.

In this edited volume, with contributions from prominent experts in the field, we 
propose to discuss the subject of conceptualizing and treating depression and related 
conditions (e.g., suicide, bipolar disorder) from different theoretical perspectives 
and after taking into consideration current research into the etiology and mainte-
nance of this condition. Chapters on theoretical perspectives of treatment cover a 
wide range of approaches, which could be broadly clustered under behavioral and 
psychodynamic points of view. Perspectives discussed in this volume are psychody-
namic therapy, second wave CBT, acceptance and commitment therapy, and mental-
ization therapy. Special topics with great relevance to treatment include treatment in 
different levels of care (e.g., partial hospital setting, prevention of suicide, working 
with cancer patients). The book provides a unique combination of current empirical 
findings on the etiology of depression and suicide, treatment considerations and 
practical recommendations, treatment in different settings, and combination of dif-
ferent theoretical perspectives that can enrich a therapists’ repertoire of tools for 
understanding and approaching depression. The book describes various theoretical 
approaches without adhering to any one but with an effort to highlight common 
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underlying themes like issues of loss, self-esteem, guilt, grief, and emotion regula-
tion as these permeate the various perspectives. In this way the book presents a 
combination of science and practice and of various views that constitute an excel-
lent resource for researchers, clinicians, and students of mental health professions. 
In a final chapter the two editors, Drs. Christos Charis and Georgia Panayiotou, 
make an effort to impartially integrate information from various perspectives, high-
lighting the utility of each approach to address specific vulnerability and etiological 
factors discussed in the book. In this regard, the volume stresses the idea of the need 
for continuous and open dialogue between perspectives, theories, levels of investi-
gation, research areas, practitioner needs, and scientific views to help make progress 
in treatment and address this complex and multifaceted phenomenon in the service 
of patients, their carers, and societies in general.

General Introduction
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Suicide is the fatal result of a self-injurious act of which there is some evidence of 
the intent to die. A suicide attempt is the behavior that is considered potentially self- 
injurious with at least some intent to die (Turecki & Brent, 2016).

Both suicide and suicide attempts are currently a major health problem. 
According to the World Health Organization (WHO), there are more than 800,000 
suicide victims every year, making suicide the second leading cause of death in 
young people aged 15–29 (WHO, 2019). Approximately, there is an annual global 
age-standardized suicide rate of 10.5 per 100,000 population. There are differences 
between different countries and cultures. There are more young adults and elderly 
women suicide victims in low-income countries than in high-income countries. 
However, middle-aged men have much higher suicide rates in high-income coun-
tries than in low-income countries (WHO, 2019). Regarding gender, men are 
approximately four times more likely to die from suicide compared to women 
although there is a variation between different areas in the world. On the contrary, 
women are more likely to make a suicide attempt compared to men. This discrep-
ancy is thought to be related to the different suicide methods used by men and 
women. Men tend to use more violent methods such as hanging and firearms 
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compared to women who use less lethal methods such as overdosing medication. 
But also differences in culture, rates of mental illness, as well as access and utiliza-
tion of health care may impact these sex differences (Nock et al., 2008).

Suicidal behavior is related to psychopathology, especially mood disorders, 
addiction, psychosis, and personality disorders. Suicide attempts are a larger public 
health issue, with at least 10–20 times the number of suicides. A history of a suicide 
attempt is the most important risk factor for a subsequent completed suicide. 
Consequently, suicide became a priority in the WHO Mental Health Action Plan 
2013–2020 aiming at a 10% decrease in the rate of suicide by 2020. Another close 
related issue is the nonfatal nonsuicidal self-injurious (NSSI) behavior, meaning 
intentional self-injurious behavior but with the absence of suicide intent. It includes 
cutting, burning, banging or hitting, and scratching one’s own body tissue. Especially 
the last years, there has been an increase of the phenomenon with younger age of 
onset. NSSI is highly prevalent among female adolescents, with lifetime prevalence 
rates around 20%, and has a close relationship with suicidal behaviors (Cipriano, 
Cella, & Cotrufo, 2017).

1.1  Risk Factors for Suicide

Suicide is a major health problem, and thus there is an imperative need to identify 
both risk factors and biomarkers in order to apply preventive measures. If individu-
als at risk can be identified, underlying disorders can be treated, and resilience mea-
sures can be applied in order to lower the suicide risk for vulnerable individuals.

Indeed, research has identified a lot of risk factors. Some demographic risk fac-
tors are gender with males being at higher risk and age with suicide rates increasing 
with advanced age. Moreover, other factors such as lower socioeconomic status, 
migration, unemployment, and divorce also increase the risk for suicide.

Studies of psychological autopsies highlight the importance of psychopathology 
with more than 90% of suicide victims diagnosed with a psychiatric illness, most 
commonly mood disorders, especially depression, psychosis, alcohol and substance 
abuse, as well as borderline personality disorder. Even physical illnesses, especially 
painful disorders, are considered to be a risk factor. Besides diagnoses, some psy-
chiatric symptoms and traits have been shown to be related with suicidal behavior. 
These are feelings of hopelessness, impulsivity, and aggression but also social isola-
tion. Violence is also an important risk factor, and it is more obvious with high rates 
of suicide among prisoners and in forensic settings. Finally, the suicidal process by 
itself is a risk factor. Suicidal ideation, a previous suicide attempt, recurrent suicide 
attempts, as well as a violent suicide method are related to increase suicide risk.

Last but not least, childhood adversity is considered a very important risk factor 
for developing psychopathology in adulthood and more specifically for suicide 
(Teicher & Samson, 2013; van Heeringen & Mann, 2014).

This has been shown previously in the literature and for different types of child-
hood abuse including emotional and physical abuse and neglect as well sexual 
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abuse. Thus, suicide can be considered as a disorder with childhood onset (Turecki, 
Ernst, Jollant, Labonte, & Mechawar, 2012).

Some of the risk factors for suicide are static such as the genetic background and 
family history of suicide. However, there are also dynamic factors such as social 
support and presence of psychopathology, for example, a depressive episode, that 
are susceptible to change. A typical example is the effective treatment of psychiatric 
disorders. But most importantly, even childhood adversity, a known risk factor, can 
be decreased when applying the right measures earlier in life.

1.2  Model of Suicidal Behavior

In order to understand suicide and suicidal behavior, Turecki and Brent (2016) pro-
posed a model integrating the known risk factors involved. This model can be seen 
from a developmental perspective, meaning that suicide process has its origins long 
before the appearance of suicidal behavior and different risk factors have an impact 
in different points on time and not necessarily directly preceding suicidal behavior.

This stress-diathesis model for suicidal behavior has been proposed earlier by 
Mann (2003) and gives the possibility to illustrate the relationship between different 
biological systems with clinical correlates of suicidal behavior (Mann, 2003; van 
Heeringen & Mann, 2014). Known risk factors for suicide can be categorized into 
three groups (Turecki & Brent, 2016).

The first group is the distal factors, often mentioned in the patient’s history. 
These factors contribute to the predisposition to suicidal behavior and include a 
family history of suicide, a childhood adversity, and the genetic background of the 
individual. It is already known that there is a very important interaction between the 
genetic background and environmental factors such as stressful life events (Caspi 
et al., 2003).

The second group includes developmental factors that mediate the effect of the 
distal factors to suicidal behavior. In this category, personality traits as well as cog-
nitive styles are found. These include aggression, impulsivity, anxiety traits, as well 
as deficits in decision-making and problem-solving (Hawton & van Heeringen, 
2009; Turecki, 2014; Turecki & Brent, 2016).

Finally, for the third group, we have the proximal, to the suicide event, risk fac-
tors that are mainly responsible for triggering suicidal behavior. Recent life events 
such as a psychosocial crisis due to the exposure to acute stress, the availability of 
means to commit suicide, isolation, and lack of social support may trigger the sui-
cidal behavior (Fig. 1.1) (Turecki & Brent, 2016).

1 Neurodevelopmental Aspects of Suicide
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1.3  Biomarkers Suicide and Childhood Adversity

Along with all the abovementioned clinical features and risk factors for suicide, dif-
ferent biomarkers have been identified to be related with suicidal behavior. These 
biomarkers are identified from structural brain imaging studies as well as genetic 
and biochemical studies. Focus has been on the hypothalamic-pituitary-adrenal 
(HPA) axis as the major stress system regulator but also neuroinflammation and 
neurotransmitters such as serotonin and catecholamines. Briefly, at the presence of 
a stressor, the corticotropin-releasing hormone (CRH) is released from the paraven-
tricular nucleus of the hypothalamus. This subsequently triggers the secretion of 
adrenocorticotropic hormone (ACTH) from the pituitary gland. As a result, gluco-
corticoids are produced by the adrenal cortex that have the ability to regulate the 
secretion of ACTH and CRH through inhibitory loops to achieve homeostasis. 
Glucocorticoids act by binding to the glucocorticoid receptor (GR) and the miner-
alocorticoid receptor (MR) in different areas in the brain, including the hypothala-
mus and prefrontal cortex, and regulating metabolism, the immune system, as well 
as cognition (De Bellis & Zisk, 2014).

Here, we are going to discuss some novel biomarkers for suicide in relation to 
childhood adversity and more specifically HPA axis, the serotonergic system, and 
the oxytocin system.

1.4  HPA Axis

The most common finding in adults with history of childhood adversity is low levels 
of plasma cortisol (De Bellis & Zisk, 2014; Heim, Newport, Bonsall, Miller, & 
Nemeroff, 2001). The dexamethasone suppression test (DST) has been used to test 
the function of the HPA axis (Carroll, Martin, & Davies, 1968). In order to test the 

Fig. 1.1 Stress-diathesis model of suicidal behavior
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inhibition induced to cortisol production, a synthetic glucocorticoid, dexametha-
sone, is given. If the production of cortisol is not suppressed, as one would expect, 
then the individual is characterized as non-suppressor, indicating a dysfunction of 
the HPA axis. According to the review by Coryell, completed suicide is associated 
with higher rates of DST non-suppressors, i.e., hyperactivity of the HPA axis 
(Coryell, 2012; Coryell & Schlesser, 2001; Jokinen et al., 2007; Jokinen, Nordstrom, 
& Nordstrom, 2009). On the other hand, Pfennig et al. (2005) reported a lower adre-
nocorticotropin and cortisol response in the combined Dex/CRH test, especially in 
depressed patients with suicidal behavior. The HPA dysfunction has also been 
shown with increased CRH in the cerebrospinal fluid of suicide victims and with 
reduced sites in the frontal cortex for the binding of CRH in suicide victims (Arato, 
Banki, Bissette, & Nemeroff, 1989; Nemeroff, Owens, Bissette, Andorn, & 
Stanley, 1988).

The mechanism that increases the risk for psychopathology in adult life is sug-
gested to be via the long-standing effects and alternation of the neurobiological 
systems that occur due to the exposure to childhood adversity (De Bellis & Zisk, 
2014; Lupien, McEwen, Gunnar, & Heim, 2009; Turecki, 2014; Turecki et  al., 
2012; van Heeringen & Mann, 2014). Thus, homeostasis of the neurobiological 
systems is dysregulated with functional consequences in adult life. In fact, not only 
12 different mechanisms are proposed in how childhood adversity affects the HPA 
axis but also other neurobiological systems that are involved such as the serotonin 
system and the oxytocin system (De Bellis & Zisk, 2014).

It is suggested that early-life trauma sensitizes the HPA axis resulting in higher 
cortisol levels in response to stress later in life. In the same line, Heim et al. showed 
increased cortisol and adrenocorticotropin hormone (ACTH) responses at the dexa-
methasone/corticotropin-releasing factor (CRF) test in depressed men with a his-
tory of childhood abuse compared to healthy controls and depressed men without a 
history of childhood abuse (Heim, Mletzko, Purselle, Musselman, & Nemeroff, 
2008; Heim, Newport, Mletzko, Miller, & Nemeroff, 2008).

It is important to mention that individual differences, the gender, the timing of 
the trauma, duration, and severity as well as genetic, epigenetic, and social factors 
are important in the development of the effects of the trauma on the biological sys-
tems and psychopathology (De Bellis & Zisk, 2014).

There are a lot of examples of gene-environment interaction regarding childhood 
adversity. Childhood adversity and especially sexual abuse and emotional neglect 
were shown to interact with the CRH receptor gene on decision-making in suicide 
attempters (Guillaume et al., 2013). Moreover, childhood adversity showed an inter-
action with a gene related to stress by moderating the activation of the glucocorti-
coid receptor (FKBP5) in the prediction of risk for suicide attempt (A.  Roy, 
Gorodetsky, Yuan, Goldman, & Enoch, 2010).

1 Neurodevelopmental Aspects of Suicide
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1.5  Serotonin System

The other most profound/replicated neurobiological correlate of suicidal behavior 
has been with the hypofunction of the serotonin system, indicated by lower levels of 
5-hydroxyindoleacetic acid (5-HIAA), the main metabolite of serotonin, in the cere-
brospinal fluid (Asberg, Traskman, & Thoren, 1976; Chatzittofis et al., 2013; Mann 
& Currier, 2007; Oquendo et al., 2014; van Heeringen & Mann, 2014). The role of 
serotonin in depression is also established. Besides serotonin’s effect on depression, 
the impact of this hypofunction of the serotonergic system on behavior is suggested 
as traits like aggression and impulsivity with impairment in inhibition that contrib-
utes to the vulnerability to committing suicide (Rosell & Siever, 2015; Turecki, 
2014). The question of trait or state of the low 5-HIAA in suicide has been ongoing 
(Asberg, Nordstrom, & Traskman-Bendz, 1986). It is important to point out that the 
different biological systems are closely related to each other, and thus a number of 
different biomarkers would be more suitable to identify a “biosignature for suicide” 
and therefore the individuals who are at risk (Guintivano et al., 2014; Kaminsky 
et al., 2015; Niculescu et al., 2015; Oquendo et al., 2014).

Regarding gene polymorphisms of the serotonergic system, it has been reported 
that gene variation can moderate the relationship between childhood trauma, depres-
sion, and suicidal behavior (Brodsky, 2016). A number of studies show that child-
hood adversity has been related to low-expressing 5-HTTLPR genotypes and 
increased risk for suicide attempts in different populations such as bipolar, sub-
stance dependence, and adult inpatients. However, as findings are inconsistent, 
there is a need for further research regarding the relationship between childhood 
adversity and serotonin genetic variations that can lead to suicidal behavior.

1.6  Oxytocin

Oxytocin is a neuropeptide implicated in social interaction and behaviors such as 
affiliation, trust, and aggression and has an important role in early attachment 
(Heinrichs, von Dawans, & Domes, 2009; Insel, 2010; Neumann, 2009; Olff, 2012). 
In the central nervous system, oxytocin has its effects in the hypothalamus, cortex, 
brainstem, olfactory areas, and amygdala and implicated in depression, anxiety, 
autism, fear, and resilience to stress (Heinrichs et al., 2009; Pierrehumbert et al., 
2010; Veening, de Jong, & Barendregt, 2010). Oxytocin is also important in stress 
regulation and interacts with the HPA axis in an inhibitory manner (Neumann, 
Krömer, Toschi, & Ebner, 2000; Petersson, Hulting, & Uvnas-Moberg, 1999; 
Windle et al., 2004; Windle, Shanks, Lightman, & Ingram, 1997).

As oxytocin is involved in the stress response and has major effects on social 
behavior, it is reasonable to assume that it has also a role in suicidal behavior. 
Indeed, there is some evidence that oxytocin is involved in suicide. A study reported 
that CSF oxytocin was inversely correlated with life history of aggression, a known 
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risk factor for suicide (Lee, Ferris, Van de Kar, & Coccaro, 2009). Interestingly, 
through an exploratory analysis, lower levels of CSF oxytocin were found in suicide 
attempters compared to patients with no history of suicidal behavior (Lee 
et al., 2009).

The oxytocin system is also closely related to early adversity-related psychopa-
thology (De Bellis & Zisk, 2014). Lower CSF oxytocin concentrations were reported 
in women with a history of childhood abuse compared with women without child-
hood abuse (Heim et al., 2009). Similarly, in healthy men, plasma oxytocin levels 
were negatively associated with early-life adverse experiences (Opacka-Juffry & 
Mohiyeddini, 2012), and likewise in another study, a negative correlation between 
plasma oxytocin levels and childhood trauma when investigating women with bor-
derline personality disorder was reported (Bertsch, Schmidinger, Neumann, & 
Herpertz, 2013). Findings remain contradictory with another study reporting that 
abused women had higher baseline oxytocin levels and premature suppression of 
oxytocin in a study using the Trier Social Stress Test (Pierrehumbert et al., 2010). In 
the same line, high levels of oxytocin secretion were reported only in girls with a 
history of childhood abuse that underwent the Trier Social Stress Test, while there 
was no difference in boys (Seltzer, Ziegler, Connolly, Prososki, & Pollak, 2014). 
Although there are contradicting results, there is consensus regarding the possible 
effect of both genetic and epigenetic factors on the oxytocin system (De Bellis & 
Zisk, 2014; Herpertz & Bertsch, 2015; Seltzer et al., 2014). Genetic factors such as 
the oxytocin transporter rs2254298 polymorphism were reported to interact with 
early adversity and predict anxiety and depressive symptoms (Thompson, Parker, 
Hallmayer, Waugh, & Gotlib, 2011). Cicchetti et al. reported a three-way interac-
tion between maltreatment, gender, and genetic variants of the OXTR genotype in 
predicting borderline symptomatology (Cicchetti, Rogosch, Hecht, Crick, & Hetzel, 
2014). Bradley et al. reported an interaction between the oxytocin receptor gene 
polymorphism OXTR rs53576 and a positive family environment in predicting 
resilient coping and positive affect (Bradley, Davis, Wingo, Mercer, & Ressler, 
2013). Finally, a model was proposed for the pathophysiology of borderline person-
ality disorder in which oxytocin has a central role affecting among others the social 
approach behavior and affect regulation (Herpertz & Bertsch, 2015).

In addition, there are also reports on oxytocin and suicide specifically. Lower 
CSF oxytocin levels were also reported in suicide attempters with high suicide 
intent compared to suicide attempters with low suicide attempt (Jokinen et  al., 
2012). The lower oxytocin in the suicide attempters might reflect a deficit in proso-
cial behavior leading to an impaired social support network that increases the risk 
for suicidal behavior. Additionally, it might be related to suicide through stress regu-
lation and cognitive deficits such as in decision-making. Oxytocin is implicated in 
stress regulation, regulates stress in relation to social interaction, and has an inhibi-
tory effect on the HPA axis (Heinrichs, Baumgartner, Kirschbaum, & Ehlert, 2003; 
Neumann, 2009). Additionally, suicide attempters have “cognitive rigidity” 
(Neuringer, 1964) as well as deficits in decision-making when making choices 
under uncertainty (Jollant et al., 2010; Turecki & Brent, 2016). A number of genes 
associated with the oxytocin system and affiliative behavior were also associated 
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with autism spectrum disorders (Yrigollen et al., 2008), and infusions of oxytocin 
can reduce repetitive behavior in adults with autistic traits and Asperger syndrome 
(Hollander et al., 2003). Regarding childhood adversity, significantly lower oxyto-
cin plasma levels were reported in revictimized suicide attempters compared to non- 
revictimized suicide attempters (Chatzittofis, Nordstrom, Uvnas-Moberg, Asberg, 
& Jokinen, 2014). Being a victim of violence in childhood is associated with higher 
risk for revictimization in adult life (Widom, Czaja, & Dutton, 2008).

1.7  Epigenetics, Childhood Adversity, and Suicide

Epigenetic studies reveal the impact of childhood adversity on suicidal behavior. 
Epigenetics may be mediating the effects of early-life adversity on behavior. This 
can be seen by alternations of DNA methylation in gene regulatory regions which, 
in turn, has been associated with changes in gene expression and behavioral modi-
fications. Regarding epigenetic mechanisms, a study more than a decade ago 
reported increased methylation in a neuron-specific glucocorticoid receptor 
(NR3C1) promoter and lower levels of hippocampal glucocorticoid receptor expres-
sion in suicide victims with a history of childhood abuse compared to suicide vic-
tims without a history of child abuse (McGowan et al., 2009). Subsequently, DNA 
methylation alterations at the hippocampal glucocorticoid receptor promoter were 
reported in abused suicide victims, supporting that childhood adversity induces 
long-lasting effects (Labonte et al., 2012).

Moreover, depressed patients and more specifically patients with severe suicidal 
ideation had significantly hypermethylated FK506-binding protein 5 (FKBP5), cor-
ticotropin releasing hormone binding protein (CRHBP), and glucocorticoid recep-
tor gene (NR3C1) promoters (B. Roy, Shelton, & Dwivedi, 2017).

In another study, suicide attempters with high-risk phenotype had lower levels of 
methylation in the promoter region of the CRH gene and more specifically, at two 
methylation loci, i.e., cg19035496 and cg23409074, compared to suicide attempters 
exposed to less serious suicide attempts (Jokinen et al., 2018). Even in a genome- 
wide methylation study in the brains of suicide completers, the authors reported that 
366 promoters were differentially methylated in suicide completers compared to 
controls. These methylation differences were inversely correlated with gene expres-
sion, and these genes were involved in cognitive processes (Labonté et al., 2013). 
This was verified by a meta-analysis of DNA methylation data of brains of suicide 
completers, suggesting that it is associated with suicide (Policicchio et al., 2020).

Thus, early-life adversity through effects on the epigenetic regulation of HPA 
axis affects the development of stable emotional, behavioral, and cognitive pheno-
types and increases the risk of suicide (Turecki, Ota, Belangero, Jackowski, & 
Kaufman, 2014).
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1.8  Transgenerational Transmission

We have discussed the role of childhood trauma on psychopathology and more spe-
cifically on suicidal behavior. But when does the vulnerability for suicide start? Is it 
in childhood or is it possible that childhood adversity of the parents has an impact 
on the offspring? Indeed, there are some studies that report that epigenetics changes 
of the parents due to maltreatment pass on to the offspring; thus, there is a transgen-
erational transmission. In a study on the Holocaust, the authors studied cytosine 
methylation within the gene encoding for FK506 binding protein 5 (FKBP5) in 
Holocaust survivors and their adult offspring. This was compared with control par-
ents and their offspring, respectively. They reported that methylation levels for 
exposed parents and their offspring were significantly correlated and that there is a 
site specificity to environmental influences, with some sites associated with the off-
spring’s own childhood trauma, and others with parental trauma (Yehuda et  al., 
2016). Moreover, intergenerational effects of the Holocaust have been found regard-
ing cortisol levels (Dashorst, Mooren, Kleber, de Jong, & Huntjens, 2019). Likewise, 
when studying the Tutsi genocide and posttraumatic stress disorder, similar epigen-
etic modifications of the glucocorticoid receptor (GR) gene (NR3C1) were found in 
the mothers and their offspring (Perroud et al., 2014). However, these results are 
preliminary, and further research is needed to elucidate the possible mechanisms of 
transgenerational transmission.

1.9  Prevention and Treatment

Prevention is the most important when dealing a complex phenomenon with detri-
mental consequences as suicide. Unfortunately, we have not yet established a reli-
able prediction model for suicide.

The World Health Organization recommends specific actions that can have an 
effect in reducing suicide rates when applied at a population level. The key to effec-
tive suicide prevention is a comprehensive multisector approach through a national 
suicide prevention strategy. First, it is important to minimize access to the means of 
suicide, most specifically pesticides that are highly toxic. This measure is already 
applied in many countries. Using firearms is another way people attempt suicide. 
Thus, firearm control is very important to counteract violence as well as suicide. 
Second is developing effective coping skills to life’s pressures in young people. This 
aims to reduce the impact of different adverse events on mental health that might 
trigger suicide attempts. Third, WHO recommends preventive measures targeting 
specific populations at risk. Early identification and management of people at risk 
like suicide attempters is of high importance. Effective treatment with follow-up 
that would minimize suicide risk should be applied. The same principles should be 
used in all psychiatric disorders. As the majority of suicide victims have an identi-
fied psychiatric disorder, psychiatric services should be vigilant for any signs of 
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increased suicide risk. Finally, interaction with the media in order to achieve respon-
sible reporting of suicide is also necessary. This aims eliminating any sensationalist 
articles by training and awareness for media professionals and promoting positive 
reporting such as resilience stories and eliminating stigma. It is important that inter-
ventions are school and community based to increase their effect. When evaluating 
suicide from a developmental aspect, it becomes obvious that some interventions 
are critical and can have a delayed effect. Such as an example is the effort to decrease 
and eliminate childhood adversity, therefore minimizing vulnerability to adult psy-
chopathology and to suicidal behavior.

1.10  Conclusions

Suicide and suicidal behavior is a complex phenomenon with high impact on soci-
ety. The stress-diathesis model with distal, mediator, and proximal risk factors is 
applied to understand suicidal behavior. This model is also integrated with biologi-
cal systems and biomarkers such as HPA axis and serotonin and oxytocin systems. 
Childhood adversity has been identified as a major risk factor for suicide, and it 
supported to be mediated through alternations of biological systems such as the 
HPA axis and the oxytocin system. These are long-lasting alternations mediated via 
epigenetic mechanisms. Although a lot of promising biomarkers have been identi-
fied, it is still very difficult to make predictions. It is important to understand the 
process of suicidal behavior in order to apply both preventive and therapeutic mea-
sures. And preventive measures can be applied especially in targeting vulnerable 
populations and policies such as access to firearms and pesticides. Childhood adver-
sity is an ideal target for prevention and should be included as a priority when dis-
cussing measures against suicide.

1.11  Case

Situation A young 24-year-old woman is seeking medical care at the emergency 
department at midnight. She is accompanied by a friend and informs the doctor that 
she took about 20 tablets of alprazolam of 1 mg 1 h prior to her arrival at the emer-
gency department. What preceded the incidence was a fight with her boyfriend who 
wanted to end the relationship. After being treated, the emergency department refers 
the patient to the on-call psychiatrist for an assessment. She now wants to go home 
and forget what happened.

Background The patient was raised in an orphanage from the age of 2 followed by 
a foster family between ages 10 and 17. She finished high school but did not con-
tinue with higher education but has been working in sales the last years. The patient 
is currently unemployed (lost her job 1 month ago) and lives with her parents and 
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occasionally with her boyfriend. She had multiple unstable relationships through 
the years, the longer relationship was 4 months, and she has been in her current 
relationship for the last 3 months.

Psychiatric History Her first contact with mental health services was in her early 
teens due to disruptive behavior and oppositional disorder. In her late teens, she 
developed anorexia nervosa and now has more bulimic symptoms. Through the 
years, she also presented periodic alcohol abuse. The patient is currently diagnosed 
with borderline personality disorder and is treated with antidepressants, antipsy-
chotics, and benzodiazepines (alprazolam). This is her fifth suicide attempt. The 
first was when she was 17 years old and the last one 6 months ago. All suicide 
attempts were through medication overdose.

Assessment and Discussion In this case, it is obvious that this is a chronic situa-
tion with suicidal behavior with exacerbations. We can identify a lot of risk factors 
such as childhood adversity, impulsivity, aggression, substance abuse, as well as 
psychopathology. Finally, we have the crisis that triggers the suicidal behavior. She 
has also access to the means to commit suicide (medication). A targeted treatment 
plan would focus on treating underlying psychopathology with psychotherapy, min-
imizing access to means (stopping unnecessary medication and strict prescription of 
small amounts of medication), increasing coping skills to life stressors, and estab-
lishing a supportive social network to the patient.
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Depression’s popularity within the academic, clinical and public spheres is not 
novel. This popularity is largely attributed to depression’s prevalence and vast reach 
on numerous aspects of life. Depression is a leading cause of disability worldwide 
(World Health Organization; WHO, 2020), with lifetime prevalence rate reaching 
10.8% (Lim et al., 2018). It can inflict significant dysregulation over multiple areas 
of functioning including social roles and social functioning, academic and occupa-
tional performance, well-being and overall quality of life (Gotlib & Hammen, 
2008). On a financial level, it is the costliest mental health disorder with costs 
exceeding 71 billion dollars (Dieleman et al., 2016). To minimise these burdens and 
subsequently improve people’s lives, a significant amount of research has been 
devoted to understanding the factors involved in the emergence, perpetuation and 
treatment of depression (e.g. Dobson & Dozois, 2011; Kraus, Kadriu, Lanzenberger, 
Zarate, & Kasper, 2019).

Albeit this common underlying goal, several debates surround the nature and 
treatment of depression. One of the oldest debates is between theoretical approaches 
that adopt an individualistic understanding of depression and ones that emphasise 
its social underpinnings. The former are aligned with medical conceptualisations, 
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which highlight the role of biomarkers, neurotransmitters and genes, as well as psy-
chological conceptualisations that emphasise cognitive, affective and behavioural 
processes (Dobson & Dozois, 2011). Within such approaches, treatment is mainly 
centred on the individual who is expected to manage symptoms either via medica-
tion or psychotherapy (Gotlib & Hammen, 2008). In contrast, theoretical approaches 
of a social basis stress the role of wider social factors (e.g. gender, race, socioeco-
nomic status, unemployment, access to care; Assari, 2017) while criticising the indi-
vidualisation of depression for being imbued with neoliberal ideas of self-governance 
and individual responsibility (Philip, 2009). Specifically, they argue that under the 
pretences of self-improvement and autonomy, individuals are held accountable for 
things that lie outside their immediate control (Brijnath & Antoniades, 2018). For 
instance, findings suggest that individuals are treated as the only ones responsible 
for overcoming depression, despite its evident socioeconomic causes (Teghtsoonian, 
2009). Be that as it may, not all researchers view patient accountability in the treat-
ment process as problematic. In fact, some argue that encouraging patients to take 
control of treatment and subsequently their health is a positive development, since 
it can facilitate empowerment (Duggal, 2019; Houle et al., 2016; van Grieken, van 
Tricht, Koeter, van den Brink, & Schene, 2018). From this perspective, patient 
accountability is viewed in terms of empowerment and discussed as a positive out-
come that leads to reduced depressive symptoms and increased well-being (Hart 
Abney, Lusk, Hovermale, & Melnyk, 2019).

While one approach accentuates the benefits of agency and active patient involve-
ment (i.e. patients showing initiative and making decisions relating to the treatment 
process; Duggal, 2019), the other maintains a critical stance towards self- 
responsibilisation and the individualisation of depression (Philip, 2009). The seem-
ingly irreconcilable nature of empowerment and individualisation discourses has 
resulted in a dichotomic relationship, which has led to dead-end in the literature 
examining the individual’s role in depression. As we discuss below, albeit the genu-
ine risk of individualising depression that is linked to empowerment practices, the 
unquestionable endorsement of the critical individualisation discourse runs the risk 
of victimising patients and denying agency. Thus, it is our belief that the way for-
wards is not to merely illuminate the pitfalls of depression’s individualisation but, 
rather, to empower individuals in a way that does not overwhelm them and ceases to 
feed into the growing individualisation of the condition. We argue that to achieve 
this, researchers need to open up to the possibility of a dialectic relationship between 
the two discourses. Currently, only few authors point to the interconnection of these 
discourses, suggesting that the two may not be as irreconcilable as they appear. For 
example, Rivest and Moreau (2015) call for a shift from individual empowerment 
alone to the inclusion of community and organisational empowerment. They argue 
that this can achieve a balance between the individualism of current practices and 
the need for social interventions. O’Connor and Nagel (2017) also critique the 
dichotomy by proposing that self-improvement is not necessarily linked to neolib-
eralism but is affected by social factors too. Particularly, they give evidence for 
relational rather than individual factors being the driving force of 
neuro-enhancement.
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Given findings that point to the central role of the individual in the aetiology (e.g. 
individual causal factors such as weakness of character and personality traits; Cook 
& Wang, 2011) and treatment of depression (e.g. self-management; Duggal, 2019), 
we argue that overcoming the current blockade may be of particular importance for 
depression. In this chapter, we aim to illuminate this dead-end and explore whether 
finding a way towards a socially informed empowerment that does not come at the 
expense of agency is possible. The chapter opens with an overview of the rise of 
individual factors in depression and how this rise is understood by the two dis-
courses. Next, using data from our research on the social representations (Moscovici, 
1961/2008) and experiences of depression in patients, the need for addressing the 
strongly individualised nature of depression while maintaining agency is discussed. 
The chapter closes with implications of this approach and suggestions for moving 
forwards.

2.1  The Individual in the Spotlight of Depression

When it comes to understanding and treating psychological disorders, the biopsy-
chosocial model (Engel, 1977) is among the most popular frameworks. Although 
the model places equal emphasis on biological (e.g. genetics, neurotransmitters, 
increased reactivity), psychological (e.g. cognitive and affective processes, person-
ality traits) and social (e.g. relationships, socioeconomic factors, culture, unemploy-
ment) aspects of psychological disorders, ever since the “decade of the brain”, a 
shift has been noted. In comparison to individual aspects, namely, biological and to 
a lesser extent psychological factors, social aspects are somewhat marginalised 
(Compton & Shim, 2015).

In the case of depression, social factors such as poverty, low socioeconomic sta-
tus and unemployment are not necessarily marginalised, but instead treated as 
taken-for-granted kind of variables (Compton & Shim, 2015) to explain vulnerabil-
ity towards depression (e.g. gender, traumatic experiences, socioeconomic back-
ground; Gotlib & Hammen, 2008). When it comes to treating depression, attention 
is mainly turned to individual factors leaving social ones partially addressed 
(Cosgrove & Karter, 2018). Particularly, the social factors targeted are usually found 
within the immediate environment of the individual; hence, they are things that can 
be changed by the individual (e.g. social skills, involvement in social activities; 
Gotlib & Hammen, 2008). Surprisingly, even when wider social factors like unem-
ployment and poverty are addressed, responsibility for tackling these factors falls on 
the individual and not on sociopolitical agents or the state (Teghtsoonian, 2009). 
Additionally, there is an increasing literature encouraging individuals to assert con-
trol over treatment (Duggal, 2019; Hart Abney et al., 2019). This control may be 
exercised through several means, including implementing critical lifestyle changes 
to self-manage depression (e.g. exercise, healthy diet, use of self-help books) and 
assuming responsibility to seek professional help (Duggal, 2019). Therefore, once 
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again, emphasis is placed on the individual and his/her capacities rather than the 
role of wider social influences.

Given the information discussed, it is evident that when it comes to depression 
and its treatment, the individual has moved to the spotlight. This placement has 
resulted in a growing debate whether such an individualistic path is benefiting or 
hindering patients. As we discuss below, researchers from the field of empowerment 
favour the former, whereas researchers who are sceptical about the growing indi-
vidualisation of depression align with the latter.

2.1.1  Empowering Individuals to Reclaim Control 
over Depression

Despite its emergence in the early 1950s, over the past decade or so, the concept of 
empowerment, and its application in clinical settings relating to physical and mental 
health, has attracted a lot of attention (Anderson & Funnell, 2010; WHO, 2010). 
Rooted in principles of autonomy, self-determination and individuals’ ability to 
make the right choices for their well-being (McCarley, 2009), empowerment was 
introduced by Rappaport (1981) in an effort to move beyond the medical paternal-
ism encountered in the healthcare. Via emphasising the need for the active involve-
ment of patients in decisions concerning their health and via facilitating individuals 
to take control (WHO, 2010), the concept of patient empowerment led to a radical 
restructuring of the interactions between patients, health professionals and the 
healthcare system (Fitzsimons & Fuller, 2002). Particularly, patients are no longer 
treated as passive recipients of expert knowledge but as active agents within the 
treatment process.

Although empowerment is a concept that cuts across multiple levels of a society, 
namely, the individual, community and organisational/structural levels (WHO, 
2010), in the domain of mental health, attention is mainly turned to the individual 
level (Rivest & Moreau, 2015). Individual or patient empowerment is a multifaceted 
construct, which refers to higher confidence in one’s abilities (self-efficacy), an 
increased sense of mastery and control over situations that affect an individual’s life 
(self-determination), self-acceptance and a positive view of self (self-esteem), as 
well as a drive to achieve one’s goals and improve overall well-being (Zimmerman 
& Rappaport, 1988). It is both a process (i.e. the process through which an indi-
vidual develops the aforementioned qualities) and an outcome (i.e. the achievement 
of these qualities; Fitzsimons & Fuller, 2002). Further, it has been linked to better 
health outcomes, treatment adherence and higher quality of life (WHO, 2010). 
Therefore, it is not surprising why researchers advocate for the empowerment of 
patients in physical and mental health contexts, regardless of their diagnosis (e.g. 
Anderson & Funnell, 2010; WHO, 2010).

The application of empowerment principles in the treatment of depression 
appears to be fitting for many reasons. Firstly, the concept of power, or lack thereof, 
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has an intricate relationship with depression. Even nowadays, depression is associ-
ated with beliefs about weakness of character not only within lay discourses (Cook 
& Wang, 2011), but most importantly within patient discourses (Rungreangkulkij, 
Kotnara, Kittiwatanapaisan, & Arunpongpaisal, 2019). By incorporating empower-
ment principles in the treatment process, such misconceptions and stigmatising 
beliefs can possibly be addressed. Through empowerment, patients can uncover the 
power they believe they lack and achieve personal and clinical recovery (Duggal, 
2019). The former refers to the ability to lead a fulfilled and meaningful life even in 
cases where symptoms persist, whereas the latter to the depletion of clinical symp-
toms (Slade, 2009).

The experience of depression has also been linked to loss of self-control over 
cognitive, emotional and behavioural aspects (Rungreangkulkij et  al., 2019). 
Empowerment enables patients to develop confidence in their abilities to manage 
symptoms and regain control of their life; thus, it may be particularly fitting for 
treating depression (Duggal, 2019). Lastly, in cases of chronic conditions or ones 
that are highly recurrent, such as depression (Burcusa & Iacono, 2007), the empow-
erment of patients, and the subsequent increase in the self-management of their 
health, can contribute in reducing the strains exerted by depression on the healthcare 
system. As patients learn to self-regulate milder symptoms with no or minimal input 
from professionals, they are able to maintain positive treatment outcomes longer, 
and it minimises the utilisation of the healthcare system (Duggal, 2019).

Individual empowerment can be achieved with or without professional guidance. 
According to the WHO (2010, p. 3), the aim of patient empowerment is to help 
individuals “gain understanding, voice and influence over decisions that affect their 
lives”. This aim governs all professional mental health practices. Meanwhile, the 
self-management of depression without professional guidance is also aligned with 
principles of empowerment, as individuals develop autonomy and use available 
information to choose between treatment options, based on what they believe is bet-
ter suited for them (van Grieken et al., 2018).

Claims for a positive impact of empowerment on depression are supported in the 
literature. Findings from patients across 20 European countries diagnosed with 
depression or bipolar disorder illustrated that higher levels of empowerment were 
linked with significantly lower levels of self-stigma (Brohan et al., 2011). Such find-
ings echo evidence for an inverse relationship between empowerment and self- 
stigmatisation (Rüsch, Lieb, Bohus, & Corrigan, 2006). In Sweden, a study on 
unemployed individuals diagnosed with depression or bipolar disorder illustrated 
that the implementation of an empowerment-based intervention to facilitate indi-
viduals’ efforts to return to work increased empowerment levels and quality of life 
while decreasing the severity of depressive symptoms (Johanson & Bejerholm, 
2017). These positive outcomes were maintained up to a year later (Porter & 
Bejerholm, 2018). Further, empowerment programmes show promising results in 
reducing depressive symptoms and increasing well-being in people of different ages 
diagnosed with depression, including young adults (Hart Abney et al., 2019) and 
elders (Mobaraki, Kamali, & Farhodi, 2013). Despite the auspicious literature 
examined illuminating the relevance of empowerment in the treatment of 
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depression, the use of empowerment principles in therapeutic interventions does not 
remain unchallenged.

2.1.2  Overwhelmed Individuals and the Individualisation 
of Depression

Coming from a more critical perspective on mental health, several researchers 
remain sceptical about the impact of patient empowerment on the basis of its indi-
vidualistic nature (Beck & Beck-Gernsheim, 2002; Nagel, 2010), which they view 
as a dealignment from the multilevel origins of the construct (Rivest & Moreau, 
2015). Specifically, they argue that empowerment has been imbued with the indi-
vidualistic ethos of modern societies, an outcome which runs the risk of overwhelm-
ing individuals by assigning responsibility even for things outside their control 
(Nagel, 2010). Individualisation can be described as the process of shifting attention 
inwards, that is, to understand different phenomena, attention is turned to individual 
factors, whereas the contribution of the social context is largely ignored (Beck & 
Beck-Gernsheim, 2002). Individualisation is also linked to self-governance. 
Particularly, the desire to exert self-control and lead autonomous lives is strongly 
engraved in Western cultures (Beck & Beck-Gernsheim, 2002). In line with princi-
ples of neoliberalism, active citizenship and moral responsibility, the strive for 
autonomy, self-improvement and self-actualisation is gaining momentum across 
Western societies (Cosgrove & Karter, 2018). This individualistic mentality governs 
all domains of human functioning, including physical and mental health (Crawford, 
2006; O’Connor, Rees, & Joffe, 2012), which have become another project that 
individuals need to work on unremittingly (O’Connor et al., 2012). In the case of 
depression, the emphasis on individual aetiological factors (e.g. genetics, cognitive 
processes, personality traits, serotonin levels) and the accentuated role of the indi-
vidual in the treatment process are clear examples of individualisation (Philip, 2009; 
Teghtsoonian, 2009). In line with this neoliberal strive for self-enhancement, indi-
viduals are also encouraged to self-manage their depression using the appropriate 
professional or non-professional means (Duggal, 2019).

Thus, critics are concerned with whether assuming a leading role in the treatment 
process is an individual’s choice or responsibility (Teghtsoonian, 2009). Some even 
argue that depression has been transformed into a moral problem that individuals 
need to overcome, if they wish to conform to Westernised principles of active and 
responsible citizens (Philip, 2009). At a first glance, such an individualistic, neolib-
eral approach may sound promising as individuals are seemingly free to decide if 
they want to look after their health or not. Yet, on a closer examination, the dangers 
of self-responsibilisation and self-blame are illuminated (Cosgrove & Karter, 2018; 
Teghtsoonian, 2009). Individuals are expected to look after their health, become the 
optimal version of themselves and thus reduce unwarranted burdens to the health-
care system (Cosgrove & Karter, 2018; Teghtsoonian, 2009). Having the 
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opportunity to self-manage depression yet choosing not to can be perceived as a 
failure to do the responsible thing. Hence, individuals may be harshly judged by 
others and themselves for their inaction (Esposito & Perez, 2014; Nagel, 2010). 
This judgement is exercised even in cases where depression is clearly attributed to 
social factors that are outside the individual’s control (Teghtsoonian, 2009). In this 
respect, assuming responsibility for the treatment of depression is no longer a choice 
but rather an obligation. Thus, failure to oblige is constructed as an individual fail-
ure, which is attributed to lack of incentive, irresponsibility and/or some kind of 
individual pathology (Beck & Beck-Gernsheim, 2002; Cosgrove & Karter, 2018).

The individualisation of depression is also linked to the marginalisation of social 
factors in understanding and treating depression (Brijnath & Antoniades, 2018; 
Philip, 2009; Rivest & Moreau, 2015). By attributing it primarily on factors located 
in an individual’s body, depression is constructed as a problem of the individual. 
Hence, responsibility for addressing it also falls on the individual (Esposito & 
Perez, 2014; Teghtsoonian, 2009). This downplay of the social context runs the risk 
of increasing victim-blaming and stigmatisation, both from others and the self. 
Philip (2009) argues that individuals become increasingly convinced that the emer-
gence of depression is somehow their fault and subsequently their responsibility. By 
shifting responsibility to individuals alone, they become less likely to challenge 
wider social injustices (e.g. unemployment, exploitation of labour, poor living con-
ditions) that may be linked to their suffering (Philip, 2009; Summerfield, 2008). 
Consequently, it can be claimed that rather than empowered, individuals are gradu-
ally being overwhelmed as they shoulder a much larger share of responsibility than 
they should.

The empowerment discourse is also criticised for its culture-bound applicability. 
Research suggests that the application of neoliberal principles of self-improvement 
among people with non-Western cultural backgrounds may be ill-suited and inap-
propriate (Summerfield, 2008). In fact, the widespread use of Western approaches is 
critiqued for medical imperialism, and researchers call for culturally sensitive treat-
ment options (Dowrick, 2013; Summerfield, 2013). Independent of the cultural 
background, health professionals caution that for many individuals taking the treat-
ment reins may be overwhelming, since they often arrive at therapy as a last resort, 
feeling lost and ineffective (Rivest & Moreau, 2015).

Paradoxically, the interventions meant to liberate and empower patients run the 
risk of overwhelming and stigmatising the people they aspire to help (Philip, 2009). 
To address these shortcomings, researchers urge for a powershift from the individ-
ual to the social via targeting the social determinants of depression (i.e. the condi-
tions in which people are born into, live, work and age that affect their well-being; 
Shim et al., 2014). Using data from our qualitative research on understandings and 
the experience of depression among Greek-Cypriots patients, below we show that 
these risks expand from the academic realm to that of daily life. The extracts pre-
sented below originate from a larger project exploring the social representations 
(Moscovici, 1961/2008) of depression within the Greek-Cypriot press (Orphanidou 
& Kadianaki, 2020), public and patients. The data were collected through eight 
semi-structured individual interviews with patients between the ages of 16 and 80. 

2 Addressing Individualisation in Depression: Towards a Socially Informed…



24

Our aim here is not to analyse the data but to use them as illustrations for the afore-
mentioned discourses and their critiques.

2.2  The Need for a Socially Informed Empowerment

The exploration of patient discourses corroborates the growing individualisation of 
depression and its adverse impact on patients. Data suggest that patients represent 
depression as an issue of the individual. For example, in the extract1 below, Thodoris 
discounts the contribution of psychosocial factors such as the familial environment 
in the aetiology of depression and assumes total responsibility for its emergence, 
perpetuation and treatment:

Thodoris (M, 16–20 years old): [Depression] was due to my stupid [reactions] of [over-
thinking] and anxiety, (…) and my personality traits. (…) Many times, I create problems for 
myself on my own to be honest. It is no one else’s fault. (…) [The psychiatrist and psy-
chologist] believed that my family environment had an effect. The situations that I experi-
enced at home. The fights, the noise, the yelling, my uncle’s drug use. I wouldn’t say it’s 
[their] fault. (…) I believe it’s my problem, I am responsible.

In line with critics of individualisation, Thodoris’s extract illustrates how the trans-
formation of depression into an individual issue could cultivate a negative view of 
the self. Particularly, it illuminates the over-responsibilisation of the self in relation 
to the aetiology and treatment of depression, which in turn encourages self-blaming 
and self-stigmatisation (Philip, 2009).

Interestingly, the construction of depression as an individual issue is so strong 
that it persists even in cases where participants acknowledge the role of the psycho-
social context in triggering depression. In his interview, Alexandros attributes the 
emergence of depression to the chronic bullying he experienced throughout school 
and his lack of friends, whereas Melina talks about the role of a traumatic event she 
experienced and her family’s financial troubles. Regardless, in the following 
extracts, both participants draft strong links between depression and individual 
causal factors, namely, personality traits and cognitive processes; hence, treatment 
is perceived as their responsibility alone:

Alexandros (M, 16-20 years old): You put yourself in a prison, in a box, so I believe [depres-
sion] is a torture. Um, you imprison yourself on your own, no one else is putting you there, 
and you create things with your thoughts, and the only one responsible for this situation is 
you. (…) No one can help you if you don’t want to help yourself.

Melina (F, 40-55 years old): The weak ones, the sensitive ones [are affected more by depres-
sion]. (…) I was a weak character. (…) You need strength. Maybe you acquire this strength 
because you are suffering? And you say [to yourself] that you need to do something, you 

1 “” indicates an extract from the data; [ ] indicates an addition of text for explanation purposes; 
(…) indicates omitted text that is irrelevant to the analysis; to protect anonymity, pseudonyms are 
used for all participants.
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can’t stay like this. (…) I told myself that I will fight [depression] on my own. (…) If [the 
pills] help me and I help myself, I will make it.

What is noteworthy is how deeply internalised is the idea that depression is an indi-
vidual issue. Even when factors extending beyond the individual are recognised, the 
sense of individual responsibility, particularly over treatment, remains unwavering. 
In a way, self-responsibilisation is understood as a fundamental part of treatment. 
Therefore, it appears that patient discourses do indeed reflect the shortcomings of 
individualisation discussed above.

For most participants, assuming responsibility for the treatment process is also 
linked to a sense of empowerment. Despite the uncertainty regarding the origins of 
her new founded strength, Melina’s extract supports claims that patient account-
ability is to some extent linked to empowerment. Similarly, Konstantina’s extract on 
the positive outcomes of having depression is a clear example of patient empower-
ment cultivated in psychotherapy:

Konstantina (F, 25–35 years old): Psychotherapy. [It’s] when you discover your strengths 
and that it’s okay for others not to like you. [You] learn things, [you] change, [you] begin to 
love yourself. [You] work on yourself and to get to know yourself. (…) Little by little, you 
discover your strengths. Umm, not only that I can do this activity but that I can also start one 
that I never imagined I could do, and I can actually do it well. You get out of your comfort 
zone, um, that you will handle everything alone. And you begin to ask for help. (…) I man-
aged to get out of [depression] so [it means] that I am strong.

Konstantina describes with satisfaction and pride a number of individual accom-
plishments that she achieved in handling depression. Interestingly, asking for help 
and not depending on one’s own is one of them. In her words, there is a sense of 
empowerment, which in this case is a process that involves both the self and the 
immediate social context. Still, the strongly individualising nature of her discourse 
remains prominent as the spotlight is primarily on her. This individualisation 
becomes even more apparent when the disproportionate involvement of social fac-
tors in the treatment of depression is examined. Although Konstantina considers the 
financial crisis and her subsequent loss of employment as key aetiological factors 
for her depression, the role of the social context in the treatment process is restricted 
to the immediate environment, whereas the contribution of the wider social context 
is non-existent. This restriction was evident in all of the interviews conducted.

The data examined illuminate the validity of the individualisation critique. As we 
have shown, the belief that depression is exclusively the responsibility of the indi-
vidual has become so deeply internalised that it remains unchallenged among 
patients. Although we concur with critics warning against the pitfalls of individuali-
sation, we argue that a total and unquestionable endorsement of its critique leads to 
an impasse in the treatment of depression. Specifically, we propose that the shift 
from patient empowerment to social determinants alone possibly hinders individual 
change and dealing with depression since patients are treated as victims of the wider 
social circumstances. Such victimisation denies agency, places patients in a passive 
position and is linked to poorer mental health outcome (Vitz, 2005). On the other 
hand, the overemphasis on individual factors noted in current practices may offer a 
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sense of empowerment, yet it appears to be at the expense of the social factors 
involved in depression and, most importantly, with the cost of overwhelming indi-
viduals. Consequently, researchers and patients alike seem to be “trapped” in a 
dead-end that one way or another hinders the treatment of depression. Coming from 
a dialectic standpoint, we recognise both the relevance of empowerment and the 
validity of the individualisation critique in depression. Hence, moving forwards, we 
suggest the inclusion of more social aspects in the understanding and treatment of 
depression is essential. However, we argue that it needs to be done in a way that 
maintains agency, does not hinder individual change and does not victimise patients. 
As we discuss below, we urge for a more socially informed empowerment on all 
three levels.

2.3  Towards a Socially Informed Empowerment

Nowadays, empowerment is understood as a highly individualised construct, but if 
its theoretical roots are examined, its close ties with the wider sociocultural context 
are evident (Fitzsimons & Fuller, 2002; Rivest & Moreau, 2015). As Fitzsimons and 
Fuller (2002) note, empowerment is neither a trait nor a tangible entity that can be 
passed from one individual to the next. Rather, it develops based on the kind of 
interactions individuals have with their immediate and wider social contexts (e.g. 
family, friends, community, work, culture). Growing up in a validating and encour-
aging familial context, being part of a community that promotes participation in 
community activities and a sense of community belonging and living in a society 
that respects human rights, battles unemployment and poverty and encourages equal 
access to care are just few examples of how one’s context could enable empower-
ment development and well-being (WHO, 2010). Interestingly, such changes in the 
immediate and wider social context promote empowerment both on the correspond-
ing level (e.g. changes encouraging a sense of community belonging facilitate 
empowerment of the community; WHO, 2010) and the individual level of empow-
erment too (Corrigan, 2002; WHO, 2010).

Yet in current practices, this understanding seems to be marginalised in favour of 
the individual. Even though the neoliberal ethos and the strong principles of self- 
governance encountered in Western cultures offer one explanation for this margin-
alisation (Esposito & Perez, 2014), we propose that practical difficulties may play a 
role too. Particularly, to facilitate community and organisational empowerment, 
wider sociopolitical agents and resources need to be mobilised (Shim et al., 2014). 
However, such changes are not easily enforced. Numerous agents are involved, and 
oftentimes, a significant amount of time may pass before their implementation. So, 
it is possible that in an attempt to compensate for these barriers and offer a more 
immediate solution in the treatment of depression, mental health professionals focus 
on individual factors, which are more easily amenable.

Thus far, the need for an ideological shift away from the neoliberalism of Western 
cultures and biomedical understandings of health/illness has been reiterated by 
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many critics (e.g. Cosgrove & Karter, 2018; Esposito & Perez, 2014). To bring back 
the social in health, critics urge for interventions promoting community and organ-
isational empowerment (Rivest & Moreau, 2015). For instance, calls have been 
made for public health campaigns targeting the social determinants of health (Smith 
et al., 2014), community programmes that support the treatment of mental illness 
via helping individuals develop skills, finding employment and peer support 
(Brijnath & Antoniades, 2018) as well as policy changes that reduce stigma and 
discrimination, promote patient rights and reinstate the share of responsibility for 
depression that belongs to the state (Compton & Shim, 2015; WHO, 2010). Although 
such suggestions work towards changing the cultural ideology driving the individu-
alisation of depression, the practical difficulties hindering their implementation 
remain unaddressed. Perhaps this is why albeit years of research, attempts to mini-
mise the individualisation of depression have limited success. Hence, we propose 
that research on interventions stimulating community and organisational empower-
ment should also explore ways of minimising practical difficulties.

Concurrently, research should expand beyond the community and organisational 
levels. Even though these levels appear to be more compatible with the aforemen-
tioned ideological shift, we argue that only when this shift is implemented on the 
individual level of empowerment too, we can escape the current blockade. Thus, we 
urge for a move towards a socially informed individual empowerment. To achieve 
this, we propose that in therapeutic settings, professionals should aim for the incor-
poration of more social factors, particularly the wider social determinants of health, 
in understandings of depression. At the same time, the role of wider sociopolitical 
agents in the treatment of depression should be explicitly recognised too. While 
patients may not be at a position to directly manipulate these wider social factors, 
professionals should avoid emphasising only patient empowerment. We argue that 
given the era of the individual that we live in, the need for reminding patients about 
the role of the wider social context in conjunction with empowerment interventions 
is essential. It is our belief that such changes, in addition to a broader ideological 
shift, could slowly encourage a change in patient’s beliefs about treatment respon-
sibility. Hence, it can facilitate a socially informed patient empowerment that safe-
guards patient agency and reduces individualisation.

2.4  Conclusion

The individual’s role in the aetiology and treatment of depression has become the 
bone of contention among researchers favouring patient empowerment and ones 
criticising individualisation. While both discourses raise valid points that are par-
ticularly relevant in depression, as we have shown, treating them as irreconcilable 
discourses has led to a dead-end. Rather than choosing between the two, we have 
argued for a shift towards a more socially informed empowerment that acknowl-
edges the role of the social context and safeguards patient agency. Although we 
offer some suggestions of how this shift may be achieved, we recognise the need for 
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further research in this area. Thus, future research should aim to examine the imple-
mentation and implications of this socially informed empowerment.
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Chapter 3
Psychodynamics in Depression: A Short 
Case. Symptom Formation, Mentalization, 
Symptom Solution

Andreas Bilger

Case A 40-year-old woman was assigned to me by her physician, as she had been 
suffering from depression for a long time without help from medication and behav-
ioral advice by her doctor, with whom she had had good and trusting contact for a 
long time …

Now, after four psychotherapy sessions over 2  months she felt a significant 
change in her mood and depressive symptoms, and developed changing and more 
efficient attitudes in parts of her life, especially in her marriage and in her profes-
sional field.

The example may show that even severe and persistent complaints may be influ-
enced by psychotherapeutic intervention, even within a short time, even if other 
attempts did not succeed, e.g., therapy in a psychosomatic unit, in-patient treatment 
on a ward.

The woman has been suffering from depression, chronic discontent, and a kind 
of pathological jealousy toward her partner, her former lover, and now her husband, 
for 10 years.

Early in the interview it became obvious that the patient was full of complaints 
and tended to turn every lamentation into self-complaints and self-accusations, 
leading to a circle of self-dissatisfaction, depressed temper, and anger in her voice, 
the current atmosphere, and in relationships.

Now that a dream of being married to her friend, a wish she had had for a long 
time, had been fulfilled, she had been suffering from permanent anxiety that the 
marriage would be wrecked by her guilt (by her jealousy), and her depressed tension 
is often so strong that she has suicidal thoughts.

When she was speaking, I could clearly feel the tension she lived with in her 
marriage. To be more precise: she seemed not to be allowed to have this 
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consciousness about her tensions, as at any moment, when she was beginning to 
shout about the attitudes of her beloved but apparently rather imperious husband, 
she was used to immediately turning the anger, rage, and disappointment toward 
herself. As she was quite full of spirit and not a typically passive depressed woman, 
and as she repeated this self-accusing behavior during the interview, this tension and 
anger constituted a major topic in the relationship.

If we followed naively the many and various problems, complaints, and life 
events that the patient demonstrated and talked about during the first session, we 
would soon have the depressing impression that there have been a variety of unsolv-
able conflicts and anxieties since early childhood that have developed and followed 
one another, which would be hard to change, even with intensive long-term 
psychotherapy.

Clinical theory and experience suggest that depression and pathological self- 
dissatisfaction may be associated with disguised, unconscious aggressive activity 
and guilty feelings or fantasies. This seems to be of special interest when the depres-
sive complaints occur paradoxically within positive life changes and/or relief from 
“stress.” These guilty feelings are accompanied by a subliminal fear of one’s own 
activity that appears obvious to others from the outside, and aggressivity (which is 
frequently there to excess). Of course, this fear blocks all of one’s own initiatives 
and natural joy of life, a fact that leads to the typical clinical expression of depressed 
patients: a passive, ambivalent impression, powerless but full of tension.

From this point of view, in the first interview, besides and in spite of the confus-
ing variety of life events, sorrows, and preoccupations, the outlines of a pattern 
appeared, which I tried to focus on early on and repeated it in various interview situ-
ations whenever possible:

The fact that the patient, unconsciously, had such a fear of the loss of love and 
safety that she tended to avoid every conflict and argument, and was thus perma-
nently under tension and suppressed anger, which were not communicated and 
therefore unresolved, but on the other hand, burdened the relationship even more 
than before, as opposed to the original intention of the defensive behavior. In addi-
tion, the patient felt the responsibility for this problem and for conflicts in the 
relationship.

From her past life, which I relate because it seemed so extremely vivid and pres-
ent (actualized), as we often see in people with psychic problems, I will mention 
that the patient was an only child and felt lost between her powerless and devalued 
father and her dominating, imperious mother, who had a lover. Her mother pursued 
a divorce from her wrecked marriage, which led, after a horrible 10 years, to the loss 
of the mother. The patient was brought up by her grandmother and for a long time 
had an inconsolable and painful yearning for her mother.

In addition, her suppressed, undiagnosed myopia, as well as the connected weak-
nesses and deficiencies, had led to frequent criticisms and a feeling that as a child 
and as a girl she was not able to do anything right. Anxiety went with her obviously 
vivid temperament, and so she felt unloved, rejected, and surplus to requirement, 
and felt herself to be responsible for this and also the reason for her parents’ quar-
rels, as well as, finally, their separation (no comment now on possible “oedipal” 
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fantasies and guilt). Her own evil (bad girl) and guilt, which now in the session was 
accepted with hesitation, and which really was a new and amazing insight, not so 
much with respect to childhood but to her current relationship with her husband 
(mother).

In her first marriage to an alcoholic, who had been very dependent on her, and by 
whom she had been pregnant, she had obviously found a partner who helped her to 
manage her feelings of abandonment by not being the dependent one but rather the 
dominating partner. But bringing up her son alone in a marriage to an alcoholic was 
a disaster. She succeeded in growing, in mastering the situation as a mother, in her 
profession (secretary), and in life she found joy and reassurance by having more 
courage for activity. However, this was also (strenuous) and stressing, and her deep 
wish to be taken care for, to be sheltered, to have the passive feeling of being loved 
and adopted, were in no way fulfilled.

The activities of life, which were so important to her, made her independent and 
autonomous against old anxieties too, and she did many good things, which helped 
her to compensate, to balance guilty feelings coming up from frustration, disap-
pointment, and rage.

At the time of this first marriage she met a man who became her lover. He was 
the opposite of the husband: a dominating, active man, a colleague in the same pro-
fessional field, with whom she lived for many years in a dependent love–friendship–
relationship, accompanied by increasing depression.

She loved him and could finally marry him, after (1) her son became an adult, 
and (2) after her (future) aged step-parents died one after the other, after sickness 
and being nursed by my patient! And after the husband had also broken off his for-
mer relationship to a woman with whom he had a daughter. What conditions for a 
marriage!

On the outside, good conditions finally, when it came to the fulfillment of wishes, 
but at that time complaints and symptoms became actualized and severe and the 
patient had to see her doctor increasingly often.

These facts were reconstructed during the course of two sessions, mainly asking 
ourselves why she was so defensive against aggression, and so full of tension.

Thus, there were some childhood and adult conditions, such as dependency and 
fear of loss, extramarital relationships, divorce, separation, care for difficult (step)
parents, insecurity in marital relations, etc., that obviously played a major role in her 
adult life at that time.

But the patient did not challenge those problems with initiative, independence, 
and self-consciousness, certain demands, etc., she complained and suffered passive- 
dependently, and was angry about her background; therefore, she accused herself 
regarding her distrust (jealousy), instead of clearing up, finding solutions for her and 
her partner that she could live with. Why not?

The husband refused to become involved in long arguments meaning that they 
did not discuss things properly in the relationship.

He treated her lovingly on the face of it and for her perception, but a many things 
and discussions were forbidden, for her, not taking it seriously.
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She only had a good life with regard to in housework and the garden, with no 
professional work, whereas over the past few years she had a great deal of pleasure, 
contacts, appreciation, and acceptance.

What became more clear to the patient during the course of two sessions (and I 
hope for you too) was that she got ill, because she could not solve an important 
actual (not conscious) problem by “modern,” adult means, but rather in an anxiety- 
bound, regressive way or approach only, the problem and the immature solution 
both resembling an old problem and solution (transference):

Her old (neurotic) addiction of being dependent on affection and love, created 
from her fear of being left alone, inhibited her initiatives and her potential to argue, 
to quarrel in an adequate way, at least not without immediately feeling guilty about 
being bad and evil, and to have the responsibility for the difficulties in a 
relationship.

Her sensitivity regarding the dominating and imperious attitude of the husband, 
whom she loved and was sometimes jealous of and angry with at the same time, 
corresponded exactly to the sensitivity she had toward her mother, in childhood, 
with good reason. She did not want to risk the relationship and being abandoned, 
and for a really good relationship, of course, she risked much too little!

In addition, she came into conflict with her own success, with the position she 
had reached and her satisfaction and attractivity as a woman and as a professional 
by her own activities and initiatives.

With these interpretations, she realized that in the here-and-now reality she was 
probably less destructive in her activities and aggression, but more destructive in her 
inhibitions and defensive dissatisfaction, to which she felt forced by guilty feelings 
and fear of loss.

In her relationship with me there were similar (transferred) situations with this 
anxiety pattern: for example, when she did not understand immediately what I 
wanted to describe, and she denied this and tried to adapt, we then had a little mis-
understanding, which led again to submission and adaption, and self-complaints 
about how stupid she was sometimes (with a little coquettish, flirtatious under-
tone … when she didn’t feel too bad …).

Those little examples in the here-and-now situation may be most interesting, 
especially when we understand the “bothersome” feeling in the situation, obviously 
corresponding to the patient’s message in her behavior: either you get angry, or you 
get seduced by submission (how good you are as a powerful object for the patient, 
or you want to help the depressed little girl, or you do not like addicted children who 
tend to panic, etc.). These may be feelings of countertransference, corresponding to 
the patient’s unconscious or subliminal communication on various levels. They may 
lead us to ideas about the feeling and conflicts of the transferred relationship, and 
you can then clarify and interpret it with even more plausibility for the patient, 
because this is real and perceived and felt in the moment, and not only in the past or 
in the outside world with her husband. And it helps the patient to see herself from 
the outside.
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After the second session, we had an interval of several weeks. She was increas-
ingly relieved of her depression and suicidal thoughts, and, as I learned little by little 
from her in the subsequent third and fourth sessions, she had drawn the following 
conclusions (by her own direction, without any direct influence from me!):

• She tried to find some work and promptly found temporary but immediate work 
in a position in her old field as an appreciated colleague, even more than she 
could have wished for at the beginning.

• She talked to her husband and argued with him about different attitudes toward 
life, which diminished jealousy and distrust, with relief for the husband too.

• She was surprised that despite more tension in their arguments and in more 
aggressivity toward her husband, their relationship improved.

However, it turned out that he was not willing to cooperate more in changing for 
a better performance in the marriage, e.g., with the help of a couples session. But 
this no longer disturbed the patient as before (depression, anxiety).

In the fourth session, she felt no symptoms, and we discussed her only concerns, 
about what she could do in the case of a relapse to her former feelings and behavior.

Even if this does not seem like an everyday “quick cure,” and even if there is a 
suspicion that adaption and positive feelings and identification with me play a role 
in this “quick cure,” I think that the main idea can be shown and seen to be proven: 
that, within a valid method, focusing on a specific psychodynamic theme helps.

We cannot expect basic structural changes in behavior and personal disorders 
with short-term therapy or short consultations and interventions of this type (or, 
comparable in Balint work), but we can change something specific: as in this case, 
we can free the vitality and sthenicity, which were suppressed and went into a path-
ological alliance with pathogenic defense mechanisms, leading to autoaggressive 
symptoms, and by this induce a self-change, which the patient usually basically 
wishes for, despite all the chronic defensive behavior and habits and even secondary 
gratification by illness. With the help of a good enough relationship in therapy, and 
insight into the patient’s anxieties, combined with their behavioral patterns in rela-
tionships, the patient gets the courage to venture in new directions.

We can show the patient their behavior in conflictual spaces, unconscious but 
close to their experience, and try to work this through using examples, with the 
small and large consequences and vicious circles.

The condition is that we can find out with the patient (not for the patient like 
objective data about their pathogenesis, “mentalization”) a repeated subliminal con-
flictual field in their behavior, in their relationships with others and with themselves, 
that the patient can see and feel this more clearly and consciously when it is “men-
talized,” and perhaps understand it a little bit more from their past and the current 
life situation. All this is a basis for change in the patient’s current life, which con-
sists of helping and even challenging them not to retire from life, but to meet it again.
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4.1  Treatment of Major Depressive Disorder 
in Partial Settings

Major depressive disorder is among the most common psychiatric disorders glob-
ally and is a leading cause of impaired functioning and psychiatric hospitalization 
(Lépine & Briley, 2011). One setting to which individuals with major depressive 
disorder may present for treatment is a partial hospital program (PHP), which pro-
vides a bridge between inpatient and outpatient treatment. Although PHPs typically 
offer short-term treatment to an acute, high-risk patient population, they represent a 
surprisingly feasible and effective environment in which depression symptoms can 
be therapeutically impacted.

In this chapter, we will discuss how basic components of evidence-based treat-
ment for depression can be seamlessly incorporated into a PHP to facilitate signifi-
cant treatment gains and reductions in depression symptom severity in a short-term 
treatment model. We will briefly review gold-standard depression treatment 
approaches—largely informed by cognitive behavioral therapy (CBT) principles—
and detail how these treatments can be administered in a PHP setting, drawing on 
our experiences at McLean Hospital’s Behavioral Health Partial Hospital Program 
(BHP) in the United States (US). Through case vignettes, as well as a review of 
research and data from our own PHP, we will explore the important role of PHPs in 
patient care. We will additionally present ways PHPs not only provide vital clinical 
treatment but also can be designed to integrate research and clinical training to 
advance the mental health field.

4.2  Partial Hospital Programs as a “Bridge” in Treatment

For years, clinicians and researchers have observed a troubling trend in mental 
health treatment— the “revolving door” of psychiatric inpatient hospitalizations. 
This phenomenon is characterized by the frequent readmission of patients who were 
discharged to outpatient services from inpatient care, only to experience relapse and 
eventual return to inpatient hospitalization. Consider, for example, the experience of 
a severely depressed individual stuck in this revolving door. This individual, who is 
struggling with an acute mental health crisis, is first transitioned to an inpatient 
psychiatric hospital, where they spend several days on a locked unit. While on this 
unit, the patient is removed from real-life daily stressors, triggers, and responsibili-
ties. They are also under near-constant observation, with high levels of support and 
precautions in place to limit harmful behaviors. During this hospitalization, treat-
ment focuses primarily on stabilization, reduction of acute symptoms, and mitigat-
ing safety risks to clear thresholds for discharge. When the crisis subsides and the 
acute symptoms (e.g., mania, psychosis) stabilize, the patient is discharged to out-
patient treatment.
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Although this individual is likely returning to outpatient care with improved 
symptoms, they are immediately reentering their lives with substantially less sup-
port and often are no better equipped to handle their symptoms or stressors than 
they were prior to hospitalization. Through no fault of their own, the patient is left 
navigating a system with only two options: inpatient hospitalization or outpatient 
care. In this limited system, patients must make too large of a step from hospitaliza-
tion to outpatient treatment. It follows, then, that patients may find themselves in a 
troubling back and forth between inpatient and outpatient care. This “revolving 
door” is burdensome not only for patients but also for the system. Indeed, in the year 
following discharge from inpatient hospitalization, over 50% of patients with major 
depressive disorder will be readmitted to inpatient care due to relapse or a worsen-
ing of symptoms (Lin et al., 2010; Shaffer et al., 2015). Beyond straining hospital 
systems, rehospitalizations can be significantly disruptive events in the lives of 
patients and their families (Mortensen & Eaton, 1994) and are often viewed as a 
sign of failure by patients, families, and providers (Lin et al., 2010). Being stuck in 
this revolving door can be taxing and understandably discouraging for all involved.

It is here where PHPs are useful; PHPs often serve as a bridge between inpatient 
and outpatient care. They provide a transition step that both (1) prioritizes the fur-
ther stabilization of symptoms through intensive psychiatric care and (2) offers 
opportunities to learn skills to manage one’s symptoms while being immersed in 
one’s real life (e.g., living at home). In PHPs, patients learn new skills daily and can 
immediately practice those skills in real-life situations. Within 24 h, patients can 
review how they coped with these situations with their clinical team, discuss suc-
cesses and struggles, and make adjustments guided by a clinician. In short, the goal 
of the PHP is to equip patients with skills to return to a level of functioning neces-
sary to effectively engage in and fully benefit from outpatient treatment.

The US Code of Federal Regulations defines a PHP as “a time-limited, ambula-
tory, active treatment program that offers therapeutically intensive, coordinated, and 
structured clinical services within a stable therapeutic milieu” (United States (US) 
Government Publishing Office, 2018). PHPs are designed to provide care in lieu of 
inpatient hospitalization both to patients who are (1) “stepped up” from outpatient 
care due to the worsening of symptoms to avoid a crisis and inpatient hospitalization 
and (2) “stepped down” from hospitalization to further stabilize symptoms and pre-
vent relapse (Leung, Drozd, & Maier, 2009). To be eligible for a PHP, patients can-
not be at imminent risk of harming themselves or others; however, they are often at 
high risk for a worsening or relapse of acute symptoms, and they often present with 
nonzero risk to themselves and/or others (e.g., suicidal ideation without current 
intent or a plan; Björgvinsson et al., 2014).

Supporting the PHP as a model of care, research suggests that successfully con-
necting patients struggling with severe mental illness to community-based resources 
and/or behavioral health treatment reduces rehospitalization and can improve qual-
ity of life (Ilgen, Hu, Moos, & McKellar, 2008; Nelson, Maruish, & Axler, 2000). 
Even when these transition-focused interventions are brief (e.g., the brief critical 
time intervention; Shaffer et al., 2015), they can reduce rehospitalizations both over 
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the short and long term and, thus, serving as an invaluable point along the care 
continuum.

4.3  Structure and Function of a Partial Hospital Program

PHPs provide intensive day treatment in a highly structured environment. In gen-
eral, PHP patients’ daily schedules involve multiple treatment modalities (e.g., 
group and individual therapy), case management, and consultation with psycho-
pharmacologists and other providers (e.g., vocational counselors, occupational 
therapists; International Commission on Accreditation of Rehabilitation Facilities, 
2016). A PHP treatment team is often composed of a multidisciplinary team of 
mental health providers, including psychiatrists, clinical psychologists, social work-
ers, mental health counselors, community residence counselors, and trainees.

The Behavioral Health Partial Hospital Program (BHP) at McLean Hospital can 
be used as an illustrative example of a PHP. With over 850 admissions each year, the 
BHP provides intensive treatment for adults (i.e., individuals aged 18  years and 
older) experiencing acute psychopathology (e.g., mood and anxiety disorders, per-
sonality psychopathology, mania, psychosis, and substance use problems).

Patients attend the program Monday through Friday, from 8:30 am to 3:00 pm, 
and are enrolled on average for eight program days. Patients first report to the pro-
gram building, sign in, and complete a daily self-assessment questionnaire to moni-
tor symptoms and track progress (discussed in greater detail below). Starting at 9:00 
am, patients attend a 50-min group session every hour (with the exception of the 
12:00 pm hour), totaling up to five groups each day. Multiple groups are offered 
every hour, with approximately 80 unique evidence-based, protocol-driven groups 
offered weekly. The number of patients attending each group range from 2 to 15, 
with group sizes varying largely due to the subject matter and focus of the group. 
For example, foundational CBT skills groups typically include a large number of 
patients, while groups on psychotic symptoms or personality disorders are smaller 
and more focused on content. On average, 28 patients attend the program each day, 
with over 850 admissions per year (approximately 70 per month).

The BHP clinical team consists of clinical psychologists, psychology trainees 
(i.e., practicum students, doctoral interns, and postdoctoral fellows), social workers, 
psychiatrists, nurses, and bachelor’s level counselors. Upon admission to the pro-
gram, each patient is assigned an individual clinical team manager (CTM), psychia-
trist, and program therapist, with whom the patient meets two to three times each 
week for 15- to 30-min sessions. The BHP milieu also includes a research team—
composed of staff psychologists, postdoctoral fellows, a research coordinator, and 
research assistants—all of whom play an integral role in data collection and prog-
ress monitoring efforts.

A CTM provides case management; they complete an initial intake assessment, 
coordinate PHP services, and oversee aftercare planning. Group and individual 
skills-based therapy are provided by clinical psychologists, psychology trainees, 
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and counselors. A psychiatrist provides psychopharmacology consultation, and 
other appointments are scheduled and provided as needed (e.g., vocational counsel-
ing, family meetings).

Through group and individual therapy, patients learn and practice skills from 
evidence-based treatments, including CBT (Beck, 2011), dialectical behavior ther-
apy (DBT; Linehan, 2015), and acceptance and commitment therapy (ACT; Hayes, 
Strosahl, & Wilson, 2012). Patients also participate in process groups (e.g., support 
groups for those living with mood and anxiety disorders), self-assessment groups 
(e.g., CBT diary card, chain analysis), and general skills groups (e.g., communica-
tion skills, crisis planning, and coping with loss). Individualized group schedules 
are created by the CTM after initial assessment and are adjusted as needed through-
out treatment. Patients are assigned to groups that best fit their needs; for example, 
patients presenting with severe depression will likely be assigned to several behav-
ioral activation groups, a psychoeducation group about depression, and a process 
support group for those living with mood and anxiety disorders and other general 
skills training groups.

A unique and critical component of PHP care is that, at the end of each day, 
patients return home and to their daily lives. This program design comes with some 
costs. For instance, returning home in the late afternoon each day means that 
patients—especially those who are severely depressed or high risk—have fewer 
behavioral limitations. Patients thus have the chance to engage in any number of 
risky, dangerous, or impulsive behaviors such as self-injury, substance use, or inter-
personal conflicts. Efforts to mitigate these risks are described in detail in our case 
vignettes and include safety planning, regular check-ins with the treatment team, 
progress monitoring to track increases in symptoms, and frequent communication 
between the treatment team and clinical staff who have observed changes in patient 
presentation throughout the day. At the same time, this model comes with signifi-
cant benefits. Going home each afternoon allows patients to practice returning to 
their lives while learning new skills and receiving extensive support from their treat-
ment team. Engaging in real-world skills application, while still receiving intensive 
support, decreases the likelihood of risky behaviors.

As an aside, at the time of our writing this chapter, we have also begun exploring 
alternate PHP delivery approaches. Prompted by the shift to virtual care that 
occurred in response to the COVID-19 pandemic, we developed an entirely virtual 
version of our PHP. By leveraging a secure web-based videoconferencing platform 
and other collaborative workspace platforms, our staff has been able to continue 
providing intensive psychiatric services to acute psychiatric patients (see Hom 
et al., 2020, for details regarding our transition to virtual care delivery). Thus far, 
treatment outcomes and patient satisfaction appear to be comparable to that in our 
in-person PHP, perhaps, in part, because patient participation from home facilitates 
improved practice of skills within one’s home context. We note this virtual effort to 
emphasize that there may be many viable avenues and formats by which to deliver 
PHP-level care.
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4.4  Cognitive Behavioral Therapy for Depression 
and the Role of Behavioral Activation (BA)

CBT is the gold-standard treatment approach for major depressive disorder. 
Supported by an extensive literature spanning decades (see Butler, Chapman, 
Forman, & Beck, 2006, for meta-analytic review), the basic CBT model of depres-
sion suggests that distorted negative thoughts and beliefs (e.g., about the self, oth-
ers, and/or the world), paired with maladaptive behavioral patterns (e.g., a lack of 
involvement in pleasant activities, social isolation, difficulties functioning at work 
and school), lead to the development and maintenance of depressed mood. Depressed 
mood and anhedonia then foster additional unhelpful behaviors and negative belief 
patterns, further driving functional impairments. Given this model, CBT for depres-
sion targets maladaptive thinking patterns and unhelpful behaviors to improve mood 
(Beck, 2011). As stated previously, CBT is the primary treatment model utilized at 
the BHP; in particular, there is a focus on leveraging BA principles.

Nearly 45 years ago, Lewinsohn, Biglan, and Zeiss (1976) introduced their semi-
nal work on the behavioral treatment of major depression. Rooted in the principle 
that depression is characterized by a lack of engagement in positively reinforcing or 
meaningful activities due to anhedonia, lack of motivation, and the general fatigue 
associated with depressive episodes, they proposed that depression symptoms could 
be effectively reduced by facilitating engagement in pleasurable activities and re- 
engaging with meaningful, positive activities. Since that time, the field has amassed 
expansive literature supporting both the efficacy and effectiveness of behavioral 
activation in the treatment of depression (see Mazzucchelli, Kane, & Rees, 2009, 
for meta-analytic review). Some research has also suggested that the greatest thera-
peutic gains in CBT for depression are achieved in early sessions when BA is 
administered (Cullen, Spates, Pagoto, & Doran, 2006).

The concept of sudden gains early in treatment may be a core element of change 
in the PHP setting—given our BHP’s brief, high-intensity approach to treatment, 
from Day 1, patients are thrust into a world largely consistent with concepts of 
behavioral activation. Built into the PHP model are daily structure, socialization, 
and support, all of which are explicit goals of BA. Indeed, research from our BHP 
suggests that BA is a critical component in treating depression at this level of care 
(Webb, Kertz, Bigda-Peyton, & Björgvinsson, 2013). At admission, our patients are 
often struggling with social isolation, lack of daily structure, poor sleep, poor self- 
care, and limited engagement in pleasant activities. The strict daily structure and 
social component of the BHP allow multiple BA interventions to occur simultane-
ously. For example, the program requires that patients arrive by 8:30 am each day 
and attend group sessions every hour. Over a typical 10-day stay, the structure of the 
PHP serves as an intervention for dysregulated sleep. Sleep hygiene is also a topic 
of group and individual sessions, which aids in eliminating harmful sleep habits. 
Further, from the start, patients are immersed in a community of 20–30 “fellow 
travelers”—their peers in the program. In addition to having frequent social interac-
tions with peers in therapy groups, during lunch, and between sessions, patients 
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may also benefit from peer validation, encouragement, and reminders that they are 
not alone in their struggles. This program milieu allows patients to feel like they are 
part of a community and directly leverages BA principles.

Of note, our PHP does not rely entirely on traditional CBT and BA for the treat-
ment of depression. As previously noted, BHP patients receive group and individual 
instruction on third-wave approaches including DBT and ACT, which may scaffold 
the CBT and BA interventions and further fuel symptom reduction. For instance, a 
depressed patient might be assigned to attend an ACT-based group on values and 
committed action. In this group, the patient learns to identify values and explores 
how values can increase willingness to engage in values-driven actions (Wilson & 
Murrell, 2004). Patients then complete a worksheet in session, setting concrete 
goals for values-driven action, explicitly stating how anchoring to their values can 
increase their willingness to complete their goals. In this way, exercises that inte-
grate ACT-based principles may increase a patient’s likelihood of following through 
with BA plans and further support treatment goals.

DBT skills also bolster depressed patients’ ability to make behavioral changes. 
For example, a depressed patient may attend a DBT group discussing emotion regu-
lation and the importance of (1) accumulating positive emotions through pleasur-
able activities and (2) engaging in activities that build mastery to decrease 
vulnerability to negative emotions (Linehan, 2015). DBT groups introducing inter-
personal effectiveness skills may help patients practice communicating their needs, 
therefore increasing rewarding interpersonal interactions—a particularly important 
skill in the treatment of severe, chronic depression (McCullough, 2003). Distress 
tolerance groups foster the development of skills for tolerating emotional crises; a 
patient may learn to practice deep breathing or to “TIPP” their body temperature 
using cold water in order to navigate difficult situations without engaging in risky 
behaviors.

In sum, this integrative approach to the treatment of depression that can be pro-
vided in a PHP setting allows patients to benefit not only from active psychoeduca-
tion and multifaceted treatment approaches but also from the daily structure, social 
milieu, skills training, and ability to practice these new skills in real time in their 
home context. We believe the combination of these elements may contribute to the 
observed sudden gains in functioning and reductions in depression observed among 
our patients from pre- to posttreatment (Björgvinsson et al., 2014).

To illustrate this process, in the sections that follow, we will demonstrate through 
case examples how the PHP structure, combined with the integration of CBT and 
third-wave therapeutic techniques and skills training, can be effective in the treat-
ment of a high-risk patient population with severe depression symptoms, multiple 
psychiatric comorbidities, and elevated suicide risk. Further, we will review ways in 
which a PHP creates a surprisingly ideal environment that allows for the integration 
of clinical research and training, completing an institution-wide tripartite mission of 
research, training, and treatment.
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4.5  Case Vignette #1: Treatment of a Patient 
with Multiple Comorbidities

“Jesse” was a 20-year-old transgender male presenting to the BHP with worsening 
depression, anxiety, marijuana use, and posttraumatic stress symptoms—in addition 
to increased suicidal ideation and borderline personality traits—in the context of 
work and social stressors. Jesse had a difficult childhood with multiple traumas, an 
extensive history of self-harm, and several suicide attempts; he had previously 
received treatment for borderline personality disorder. He struggled with issues of 
gender dysphoria and shame surrounding wanting to transition to male while grow-
ing up in a conservative household. Jesse reported that many of his depression 
symptoms decreased once he began transitioning, stating that he finally started to 
feel like himself. He went to college and found his “chosen family” in deep relation-
ships at school and work. However, a perfect storm of a romantic breakup following 
a sexual assault within that relationship and discrimination at work for being trans-
gender sent him back into the depths of suicidality and depression. Jesse presented 
to the BHP at the referral of his outpatient therapist to learn additional skills and for 
an assessment of additional treatment options.

Jesse began the intake session stating that he was not sure this program would be 
helpful to him, as the skills seemed very general and he had already completed 
DBT. His treatment team assured him that they work hard to tailor treatment to him 
and to assess where the missing links in his skills use were that were resulting in his 
engaging in harmful behaviors (e.g., cutting, gathering means for suicide, substance 
use, risky sexual behavior). Although Jesse met the criteria for multiple psychiatric 
disorders per the Mini-International Neuropsychiatric Interview (MINI; Sheehan 
et al., 1998), he identified that the symptoms most distressing to him were depressed 
mood and flashback-related panic-associated symptoms that led to engagement in 
the aforementioned problem behaviors.

His individual sessions began with a comprehensive safety plan that included 
identifying his (1) triggers for self-harm and gathering means for suicide, (2) inter-
nal coping strategies (e.g., updating his DBT distress tolerance kit), (3) external 
coping strategies (e.g., identifying people to call for distraction and support), (4) his 
treaters, (5) the location of his local emergency room, (6) ideas for making his envi-
ronment safe, and (7) a reminder of his values and reasons for living. To his surprise, 
Jesse found groups to be helpful, enjoying the mix of CBT, DBT, and ACT skills. 
Jesse was eager to address his posttraumatic stress symptoms but was encouraged to 
first master distress tolerance skills to prepare for future outpatient trauma treat-
ment. He refined his distress tolerance skills to more effectively ride out self-harm 
and substance use urges (e.g., by taking long walks while listening to soothing 
music). The treatment fell over a holiday, which the patient was spending alone for 
the first time in his life, and he was able to schedule and complete a detailed plan for 
the day that included spending time with friends earlier in the evening without using 
substances and engaging in valued self-care activities, such as crocheting.
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Jesse encountered several stressors during BHP treatment, including a panic 
attack following a sexual experience that turned nonconsensual. He felt he was able 
to ride the panic attack out without engaging in problem behaviors due to the use of 
various distress tolerance skills (e.g., tipping his body temperature with cold water; 
Linehan, 2015). With increased control over his behavior, the patient felt confident 
enough to leave the program with additional referrals to a DBT for posttraumatic 
stress disorder outpatient program and a support group for college students experi-
encing mental health issues. His BHP CTM ran into him in the halls several times 
post-discharge when the patient was on his way to these meetings, and each time, 
the patient reported his life was slowly and surely beginning to look up.

4.6  Case Vignette #2: Risk Assessment and Management

Given the clinical severity of our patient population, it is not uncommon for safety 
and risk management concerns to arise. Consider the case of Anna, a 21-year-old 
single bisexual cisgender female who presented to the PHP as a step-up from outpa-
tient care due to worsening depression and suicidal ideation. At admission, Anna 
reported to her CTM and psychiatrist that she had been experiencing suicidal ide-
ation daily and was considering overdosing on medications. She reported two psy-
chiatric hospitalizations in the past year, both following suicide attempts with a high 
degree of potential lethality. Anna also reported frequent thoughts of hurting herself 
on the Patient Health Questionnaire-9 (PHQ-9; Kroenke, Spitzer, & Williams, 2001) 
at admission, and she reported active suicidal ideation with some intent but no spe-
cific plans during a structured interview (i.e., the Columbia-Suicide Severity Rating 
Scale [C-SSRS]; Posner et al., 2011) with her program therapist. Integrating these 
and other clinical data, at admission, her treatment team considered her to be at 
elevated but not imminent suicide risk (Chu et  al., 2015). Additionally, because 
Anna expressed a high degree of motivation to engage in PHP treatment, the BHP 
was determined to be an appropriate level of care for her.

To manage risk, on Anna’s first day in the program, she and her CTM worked 
together to create a personalized safety plan, and she agreed to restrict her access to 
her medications (Stanley & Brown, 2012). During Anna’s time at the BHP, her treat-
ment team frequently communicated about her risk and clinical status via email and 
phone, during team rounds, and in-person, as needed. Her BHP team ensured that 
Anna was scheduled to see at least two providers for individual sessions each day to 
facilitate increased clinical contact and opportunities for risk assessment. Clinical 
information captured by her PHP treatment team was supplemented by Anna’s daily 
progress monitoring data and behavioral observations from other PHP staff based 
on her engagement in group sessions and interactions with peers in the milieu. Over 
the course of her 10-day stay, Anna reported—both in individual sessions with her 
PHP treatment team and on her daily progress monitoring forms—steady improve-
ment in her depression symptoms and a reduction in the severity and intensity of her 
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suicidal thoughts. After a family meeting with her parents to discuss her aftercare 
plans, Anna was discharged to her outpatient treatment team.

This vignette highlights numerous features of the BHP that allow for the effec-
tive, timely management of risk and safety concerns among patients presenting with 
depression. For one, we have the opportunity to integrate clinical data from multiple 
sources to inform our assessment and management of risk (e.g., self-report and 
clinical interview data, behavioral observations). These data are collected daily and 
across multiple settings (e.g., group and individual sessions, the milieu). Our 
approach to risk assessment and management is also empirically informed; we use 
validated measures (e.g., PHQ-9, C-SSRS) and interventions with a robust evidence 
base (e.g., safety planning; Stanley & Brown, 2012). This vignette also demon-
strates our PHP’s capacity to adapt care based on patients’ unique needs—in the 
case of Anna, ensuring multiple individual meetings with providers daily. Finally, 
this example illustrates the value the BHP places on open and frequent communica-
tion between members of the treatment team, which is key to effective risk manage-
ment. Of note, if at any point Anna’s team had determined that she was at imminent 
suicide risk, they would have pursued a more intensive level of care for her. Because 
the BHP is situated within a hospital that provides comprehensive psychiatric ser-
vices, CTMs can seamlessly oversee the direct hand-off of BHP patients to inpatient 
hospital staff, often with a recommendation for patients to return to the BHP after 
crisis stabilization.

4.7  The Role of Clinical Assessment and Research

Ongoing assessment is central to the delivery of CBT for depression; it informs case 
conceptualization, treatment planning, and modifications to treatment approach 
(Dobson & Dobson, 2017). At our PHP, clinical data are routinely and systemati-
cally collected through daily progress monitoring surveys and structured clinical 
interviews.

For daily progress monitoring, patients complete a self-report survey battery on 
a secure web-based platform each morning before PHP programming begins. The 
battery is composed of validated measures that assess a range of domains relevant 
to PHP care, including multiple depression symptom indices (e.g., the Patient 
Health Questionnaire-9 [Kroenke et al., 2001]). Reports summarizing each patient’s 
responses are generated automatically and uploaded daily for each clinical team to 
review. Reports include total scores and item-level responses for measures, graphi-
cal depictions of day-to-day changes in symptom measure scores since admission, 
and indicators of whether patients are reporting clinically significant symptoms 
based on established cutoffs. A patient’s clinical team is also alerted via email if 
they report a concerning change in symptoms (e.g., more frequent suicidal thoughts).

In this context, progress monitoring serves multiple functions. These data inform 
a team’s initial assessment (e.g., diagnostics, risk determinations) and treatment 
planning (e.g., group schedule). Trends over time also signal whether the program 
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is yielding therapeutic benefits or whether a patient may benefit from alternate or 
more intensive levels of care. Further, these data can guide aftercare plans—for 
instance, by revealing if a patient with depression might benefit from a substance 
use treatment program. Finally, how the patients complete the surveys is clinically 
useful. For example, unusually long survey completion times, difficulties under-
standing questions, or consistent denial of any psychiatric symptoms can all be 
informative.

In addition to daily progress monitoring, PHP patients complete a structured 
clinical interview with their program therapist on their second day of treatment. 
This interview is composed of measures assessing (1) whether a patient meets diag-
nostic criteria for a range of psychiatric disorders, (2) a patient’s history of suicidal-
ity and non-suicidal self-injury, (3) functional impairments associated with a 
patient’s psychiatric problems, and (4) a patient’s overall symptom severity. Program 
therapists report findings from this interview to other clinical team members. As 
with the progress monitoring data, interview results inform treatment planning and 
aftercare selection. This interview is especially useful in guiding case conceptual-
ization and diagnostics; its structured format aids differential diagnosis and can 
reveal concerns not readily apparent at admission (e.g., social anxiety secondary to 
primary depression).

Progress monitoring and clinical interview data not only guide patient care at the 
individual level but also are routinely aggregated to evaluate program-level treat-
ment outcomes, including depression outcomes. At discharge, patients are also 
asked to provide feedback regarding their treatment experiences. This feedback is 
then used to shape ongoing programmatic improvement efforts. At this juncture, it 
is worth briefly noting that the BHP has an active research arm (see Forgeard, Beard, 
Kirakosian, & Björgvinsson, 2018, for a detailed description). Indeed, the BHP and 
our overarching institution are committed to advancing scientific discovery. All 
patients can consent for their de-identified progress monitoring and clinical inter-
view data, as well as data from their medical charts, to be used in research. Moreover, 
ancillary studies are often conducted at our PHP, which patients can opt to partici-
pate in, if interested. Critically, research is viewed by our staff as having the poten-
tial to improve the services we provide, and PHP-based research projects are 
thoughtfully designed to minimize burden on patients—both factors have been key 
in facilitating the relatively seamless integration of research into our clinical 
program.

4.8  Depression Treatment Outcomes in the Partial Hospital 
Program Setting

As illustrated in the case vignettes, the collection of clinical data at the BHP also 
allows for the measurement of treatment outcomes. Utilizing the Clinical Global 
Impressions Scale-Severity (CGI-S; Guy, 1976), program therapists use their 
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clinical observations and judgment to rate patients’ current symptom severity at 
admission on a 7-point Likert-type scale from 1 (“Minimal”) to 7 (“Extremely 
Severe”). At admission, approximately 75% of depressed patients presenting to our 
PHP are rated from 5 (“Marked”) to 7 (“Extremely Severe”) at admission. However, 
by the discharge, only 30% of these patients are rated 5 (“Marked”) or higher. 
Moreover, on the CGI-Improvement (CGI-I; Guy, 1976), 46% of our depressed 
patients were rated by clinicians as “Very much” or “Much” improved at discharge, 
and 85% of depressed patients were observed to be at least “Minimally” improved 
at discharge.

In addition to clinician indices of treatment progress, patients also completed 
self-report measures that capture daily symptom changes and changes from admis-
sion to discharge. These include both depression symptom measures (e.g., the 
PHQ-9; Kroenke et  al., 2001) and measures of symptoms commonly associated 
with depression (e.g., the Generalized Anxiety Disorder Screener; Spitzer, Kroenke, 
Williams, & Löwe, 2006). Together, these measures allow us to assess individual- 
and program-level treatment outcomes. Based on these data, we have found that 
60% of BHP patients present with a diagnosis of a current major depressive episode, 
as assessed by the MINI (Sheehan et  al., 1998). On the C-SSRS (Posner et  al., 
2011), 47% of patients report moderate to severe suicidal ideation, and approxi-
mately 20% report having engaged in suicidal behaviors in the past month. From 
admission to discharge, patients, on average, appear to report a significant and clini-
cally meaningful reduction in depression symptom severity, with 30% of patients 
reporting recovery from depression based on self-report measures (Björgvinsson 
et al., 2014).

4.9  Integration of Training and Supervision in a Partial 
Hospital Setting

One might suspect that the integration of training and supervision in a PHP setting 
would be challenging. Although there are many moving parts, the PHP environment 
creates many opportunities for rich training experiences with patients with acute 
psychopathology in a setting in which many licensed clinicians are available for 
trainees should crises arise.

In any given year, McLean’s BHP is the home site for six to eight doctoral stu-
dents to complete their predoctoral clinical internship—the capstone applied expe-
rience of the clinical psychology doctoral degree in the United States. Research and 
clinical work are inherently integrated at the BHP, allowing interns with a range of 
interests to meet their training goals during this primarily clinically focused year. 
The BHP additionally recruits three to six advanced graduate students (i.e., practi-
cum students) from local, national, and occasionally international doctoral pro-
grams. Both doctoral interns and practicum students serve as group co-leaders and 
individual program therapists. The BHP also typically has two postdoctoral fellows, 
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one who is more clinically focused (e.g., co-directs the practicum program) and the 
other who is more research-focused (e.g., supervises assessment-related training). 
Both fellows often serve as group co-facilitators and program therapists.

Each trainee receives supervision in various formats, all of which are designed to 
help the trainee feel safe in developing their clinical decision-making skills and 
empowered to grow into an independent clinician. Each trainee is assigned two to 
four supervisors with whom they meet weekly one-on-one to discuss clinical and 
professional issues. Trainees are encouraged to use supervision time to meet their 
training goals and needs (e.g., discussing different patients with each supervisor or 
discussing their most challenging patient with multiple supervisors to hear different 
conceptualizations of the patient’s presenting problems and treatment options).

The trainee then acts as an independent consultant to the treatment team. 
Treatment teams meet weekly in group rounds to discuss and coordinate clinical 
care. The psychiatrist and CTM often weigh in on the trainee’s work with the 
patient, but it is understood both that the trainee is consulting independent supervi-
sors on these cases as well and that trainees are using their best judgment in their 
work with each patient. Trainees and CTMs communicate frequently off-line as 
well—after each program therapy session, the trainee leaves a voicemail “sign out” 
for the CTM so that the CTM can track the patient’s progress and remain apprised 
of what skills the patient is finding most helpful to guide aftercare planning. Trainees 
also page CTMs when acute risk concerns arise (e.g., imminent suicide risk) to 
facilitate further risk assessment and safety planning. CTMs and psychiatrists addi-
tionally serve as ad hoc supervisors by guiding and providing feedback on trainees’ 
risk assessment approaches and clinical decision-making.

Finally, that the BHP is a training program at its core creates an environment in 
which a growth mindset permeates, with routine training and seminars offered to the 
broader BHP staff (e.g., CTMs, psychiatrists, nurses, and counselors). The BHP’s 
weekly staff meetings are a space for the dissemination of information, group dis-
cussion and decision-making, and staff-wide training (e.g., where diverse speakers 
are invited to share their knowledge on research or clinical topics). Therefore, while 
at first blush, it may appear that there would be complications to having a training 
program embedded within a PHP, in our experience, this model creates a vibrant 
training environment for all staff members, such that learning is reinforced on a 
daily basis. It is understood that this process of learning is never fully finished.

4.10  Conclusions

In this chapter, we have reviewed our approach to the evidence-based treatment of 
depression in a partial hospital program (PHP) setting. By discussing the format and 
structure of our PHP, presenting case vignettes, and discussing the integration of 
research and training into our treatment model, we illustrated the feasibility and 
promise of PHP-level care in treating depression and bolstering continuity of care 
among patients with severe psychopathology. Given the multifaceted, 
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interdisciplinary approach to treatment in a PHP, efforts are needed to better under-
stand the specific mechanisms of change that facilitate the sudden gains and depres-
sion symptom reductions we have observed at our own US-based PHP. We look 
forward to the adoption of similar models of care elsewhere and hope that other 
mental health treatment providers and systems might consider the benefits of this 
unique bridge between inpatient and outpatient psychiatric care.
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5.1  Introduction

Psychopharmacological treatments, interpersonal psychotherapy, and various forms 
of cognitive behavioral therapies for depressive disorders have predominated in the 
psychiatric and psychological literature in recent years. Although these approaches 
have demonstrated efficacy in randomized controlled trials (American Psychiatric 
Association, 2010; CANMAT, 2016), many patients do not respond fully to these 
treatments, demonstrating recurrent or persistent depression and ongoing problems 
in psychosocial functioning (Eaton, Shao, Nestadt, Lee, Bievnvenu, Zandi et  al., 
2008; Judd, Akiskal, & Paulus, 1997; Keller, Hanks, & Klein, 1996; Kocsis & 
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Klein, 1995; Vieta, Sanchez-Moreno, Lahuerta, Zaragoza, EDHIPO group et  al., 
2008). Therefore, it is important to continue to develop and study treatments for 
depression.

Although used by a large number of clinicians, psychodynamic approaches to 
depression have not been researched as extensively, although evidence thus far sug-
gests they are efficacious (Driessen et al., 2010; Leichsenring, Leweke, Klein, & 
Steinert, 2015). However, many of these studies employ traditional psychodynamic 
treatments that do not focus on specific disorders, instead broadly addressing the 
problems patients present with. The utility of psychodynamic treatments for spe-
cific disorders has been enhanced by using manualized approaches that focus on 
psychodynamic factors of these specific problems. My colleagues and I have been 
involved in the development of a series of such approaches for anxiety disorders 
(Busch, Milrod, Singer, & Aronson, 2012), depression (Busch, Rudden, & Shapiro, 
2016), and posttraumatic stress disorder (Busch, Milrod, Chen & Singer, in press), 
as well as behavioral problems (Busch, 2018). One of these treatments, panic- 
focused psychodynamic psychotherapy, has demonstrated efficacy in randomized 
controlled trials for panic disorder (Busch et al., 2012, while the others have not 
been tested. A potential value of psychodynamic treatments is that addressing con-
tributory dynamic factors may have a broader impact on vulnerability to persistence 
or recurrence of depression and psychosocial difficulties.

Theoreticians have developed a variety of models to explain why certain indi-
viduals develop depressive disorders and to develop effective interventions. 
Vulnerability to depression has been explained variously in terms of biochemical, 
interpersonal, psychodynamic, and cognitive-behavioral models. The psychody-
namic approach provides an understanding and treatment of depression that is com-
plementary to other models and approaches. In this chapter, I will provide a brief 
summary of psychoanalytic theories of depression, describe studies of psychologi-
cal factors associated with this disorder, and present a psychodynamic formulation 
that can be employed in guiding treatment. A brief clinical example will illustrate 
how these approaches can be used in a given patient with depression.

5.2  Psychodynamic Models of Depression

Psychoanalysts have developed a series of models to understand and address the 
etiology and persistence of depressive syndromes. These models have considered 
the individual’s biological and temperamental vulnerabilities, the quality of the per-
son’s earliest attachment relationships, and adverse childhood experiences that may 
have triggered frustration, shame, loss, helplessness, loneliness, or guilt. The impact 
of such experiences and feelings during formative developmental stages on indi-
viduals’ perceptions of themselves and others is seen as creating dynamic suscepti-
bilities to depressive disorders, including narcissistic vulnerability, conflicted anger, 
excessively high expectations of self and others, and maladaptive defense mecha-
nisms. I will briefly review these theories and then use them to distill a core set of 
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psychodynamic factors central to the understanding and treatment of depression. I 
will then present a case to illustrate the relevance of and approaches to these 
dynamics.

5.3  Early Psychoanalytic Models of Depression: 
Disappointment, Loss, and Anger

Early psychoanalytic writers who addressed depression focused on temperamental 
factors, self-esteem sensitivity, early life adverse events, current losses and disap-
pointments, and conflicted anger (Abraham, 1911, 1924; Freud, 1917) (Rado, 
1928). Abraham (1911, 1924) provided an initial analytic framework when he 
described depression as resulting from hostility toward others that becomes self- 
directed, a notion that has remained a core dynamic in the view of most psychoana-
lytic clinicians. He believed depressed patients demonstrated a propensity, based on 
temperament or early adverse experiences, toward hatred and mistrust of others 
(Abraham, 1911). Frightened and guilty about their anger, such patients repress 
their hostility and project it externally. They then feel hated by others and explain 
this dislike as being caused by their deficiencies or negative attributes.

Based on his observations comparing bereavement and the depressed state (mel-
ancholia), Freud (1917) subsequently hypothesized that an important loss in the indi-
vidual’s life, either in reality or in fantasy, can trigger the onset of depression. As 
distinct from mourning, depression is triggered when the patient has intensely 
ambivalent feelings about the person (or object, or concept) who is lost. The depressed 
individual identifies with, or takes on as part of himself or herself, one or some of the 
lost person’s characteristics, to maintain a feeling of connection and to ease feelings 
of loss. However, because the lost person was viewed with ambivalence, the anger 
originally directed toward that individual now becomes directed toward the new attri-
butes the patient has adopted. As a result, the patient begins to experience intense 
self-criticism and self-reproach, which eventually lead to depression.

In a subsequent paper, Abraham (1924), like Freud, posited that anger toward 
and an identification with the rejecting person leads to a pathological attack on the 
self. However, he also proposed that current losses or disappointments that trigger 
depression are experienced, usually unconsciously, as a repetition of an early child-
hood traumatic experience. Childhood adverse events, such as losing a view of the 
self as a parent’s favorite or frustrations in attempting to gain an alliance with the 
mother against the father (or vice versa), can cause a severe injury to the child’s 
self-esteem. Onset of the illness in adulthood is triggered by a new disappointment, 
unleashing strong hostile feelings toward those individuals whom the patient views 
as rejecting.

Rado (1928) further developed the understanding of the dynamics of narcissistic 
vulnerability and anger in depressed patients. The low self-esteem in patients sus-
ceptible to depression leads to an intense craving for attention from others to feel 
valued and an inability to tolerate disappointment of these needs. Perceived slights 
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and failures of response cause anger and a drop of self-esteem. Rado further posited 
that these patients have a split perception of self or others as either all good or all 
bad. In the process of development of depression, the good qualities of the loved 
one are internalized in the patient’s sense of whom he or she would like to be (or the 
ego ideal), whereas the bad qualities, as in Freud’s formulation, become incorpo-
rated into the perception of the ego (or self). Anger at the disappointing other is 
directed toward the self by the superego (the conscience), which punishes the patient 
for failures to live up to the ego ideal.

5.4  Later Models for Depression: Problems with Self-Esteem 
Regulation and Aggression

Bibring (1953) amplified Rado’s focus on self-esteem regulation and viewed it as 
more primary to depression than dynamics involving identification and aggression. 
Low self-esteem, in his model, derives from a gap between the patient’s self-view 
and what he or she would wish to be, or the ego ideal. In Bibring’s conception, this 
sense of failure and low self-esteem stems from early experiences of helplessness 
involving persistent frustration of a child’s dependent needs. Rather than anger 
toward others and subsequent guilt fueling depression, helplessness triggers self- 
directed anger. The predisposition toward depression is determined by a constitu-
tional intolerance of frustration, by the severity and extent of situations of 
helplessness, and by later developmental factors that might confirm the patient’s 
sense of self-disappointment and failure. His and subsequent theories more clearly 
identify the impact of specific problems in early parenting on self-esteem and anger 
management, rather than the more universal childhood traumata (e.g., sibling and 
Oedipal rivalry) described by the early psychoanalysts.

Jacobson (1954, 1971, 1975) proposed that the predisposition to depression 
derived from a lack of parental acceptance and emotional understanding. These 
experiences diminish the child’s self-esteem, which intensifies ambivalence and 
aggressive feelings toward the parents, and guilt. Aggression is turned against the 
self out of guilt and as a defensive strategy to protect the loved person, preventing 
enactment of hostile impulses. Jacobson believed that to further counteract the neg-
ative impact of parental attitudes, the depressed patient develops an excessively 
perfectionistic ego ideal and a strict superego. The patient blames himself or herself 
for any attitudes or behaviors that resemble those despised and feared in the parents, 
a concept similar to Freud’s identification theory of self-attack.

Additionally, significant attachment figures are defensively idealized to protect 
them from aggression and to support the patient’s fragile self-esteem. This idealiza-
tion leads the depressed individual to expect others to do more than they realistically 
can, leading to recurrent disappointments. Thus, the dependency on an overvalued 
other and the presence of excessively high self-expectations lead to an unstable and 
diminished self-esteem and narcissistic vulnerability.
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Brenner (1979) focused on conflicts about competitive, sexual, and aggressive 
wishes as triggers for depression. Patients feel disempowered or castrated as a pun-
ishment for these wishes, often out of awareness. Thus, actual or fantasized suc-
cesses could be a trigger of depression via the need for punishment. Depression 
itself can function as a punishment or as a means of diminishing a more effective, 
competitive stance. Anger at the person who is seen as the punishing agent becomes 
defensively self-directed as the patient adopts a propitiatory stance.

Kohut emphasized the notion that depressive affects, along with feelings of emp-
tiness, in narcissistically vulnerable individuals are derived from traumatically 
unempathic parenting. These negative feelings intensify when children’s emotional 
experiences are not sensitively mirrored by their primary caretakers, leaving them 
feeling alone and emotionally empty, and they look for others to idealize and iden-
tify with. Somewhat akin to Jacobson’s perspective, they develop a compensatory 
grandiose sense of self that persists into adulthood, while feelings of inadequacy, 
emptiness, or badness persist. However, recurrent disappointments trigger and exac-
erbate the underlying low self-esteem. Technical attention to mirroring these 
patients’ feelings and to issues of idealization and devaluation in the transference 
relationship with the therapist are emphasized (Kohut, 1971).

5.5  Attachment Theory

Attachment theory, as developed by Bowlby (1969, 1980), draws heavily on an 
ethological and adaptational perspective. Bowlby viewed attachment as a behav-
ioral system essential for survival, and disruptions of attachment, such as loss of a 
parent, as crucial in the etiology of anxious and depressive disorders. Loss triggers 
a series of responses, including angry protest, anxiety, mourning, and ultimately, 
detachment. Disrupted attachments due to insecure and unstable relationships with 
parents, or to their rejecting and critical behavior, lead to the development of inter-
nal models of the self as unlovable and inadequate and of others as unresponsive and 
punitive. The individual becomes vulnerable to depression in the setting of later 
experiences of loss or adversity, seeing such losses as signs of failure and expecting 
little support from others.

Other psychoanalysts have subsequently explored the impact of insecure and 
disrupted attachment on cognition and emotion. Fonagy and colleagues (1997), for 
example, have focused on the adverse impact of insecure attachment on the devel-
opment of mentalization, the ability to conceive behavior and motives in the self and 
others in terms of mental states. A disruption or distortion in this capacity, in the 
context of insecure attachment, can lead to problems with emotional regulation and 
expectations of loss, failure, and rejection, which can adversely affect relationships. 
Preliminary studies suggest that depressed patients suffer from a deficit in mental-
ization (Fischer-Kern et al., 2008). The capacity to better recognize the motives and 
emotional states of self and others can aid patients in understanding negative reac-
tions of others and experience them less personally.
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5.6  Defense Mechanisms in Depression

Psychoanalytic theorists have considered the possibility that certain defenses (i.e., 
internal or behavioral means of averting painful feelings or threatening unconscious 
fantasies) either may be specifically mobilized by depressive feelings or may pre-
dispose individuals to the development of depressive syndromes (Brenner, 1979; 
Jacobson, 1971). The defenses in depressed patients are initially triggered to con-
tend with painfully low self-esteem or intolerably angry fantasies but actually lead 
to an exacerbation of depression. Thus, anger projected outward, according to 
Abraham (1911), becomes directed toward the self, whereas efforts to idealize the 
self or others to cope with low self-esteem eventually lead to further disappointment 
and devaluation (Jacobson, 1971). Other defenses mentioned specifically by psy-
choanalytic authors as mobilized to cope with intolerable anger and sadness include 
denial, passive aggression, reaction formation, and identification with the aggressor.

In a more systematic study by Bloch, Shear, Markowitz, Leon, & Perry (1993), 
the defense mechanisms used by patients with dysthymic disorder were compared 
with those of patients with panic disorder, by using the Defense Mechanism Rating 
Scale (DMRS) (Perry, 1990). The scale, which contains criteria for operationalized 
assessment for the presence or absence of each defense, is scored by the use of a 
psychodynamic interview. Two defenses, denial and repression, were found to be 
used frequently by both patients with panic disorder and patients with dysthymia. 
Compared with panic disorder patients, those with dysthymia were found to employ 
higher levels of devaluation, passive aggression, projection, hypochondriasis, acting 
out, and projective identification.

In the formulation derived from these data by Bloch et al. (1993), depression can 
occur through directing anger toward the self, expressing anger passively (passive 
aggression), distorting perceptions of self and others (devaluation, projection), 
inviting retaliation from others (acting out, passive aggression), or asking for and 
then rejecting help. Although there has been variability in results (Porcerelli et al., 
2009), subsequent studies have generally substantiated the increased presence of 
these defenses in depressive disorders (Høglend & Perry, 1998).

In individual patients, the clinician should be alert to the characteristic defenses 
that they employ, particularly to those noted above. Recognizing these defenses 
helps alter patients’ characteristic perceptions of and responses toward others and 
find more effective ways of coping with their feelings. Identifying defenses also 
helps to gain access to underlying intrapsychic conflicts that are triggering them 
(e.g., conflicted anger).
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5.7  Parental Perceptions of Depressed Patients

To test the suggestions of many theorists that problematic parental behavior may 
contribute to the development of depression, some researchers have systematically 
studied patients’ perceptions of parents. These studies (MacKinnon, Henderson, & 
Andrews, 1993; Parker, 1983; Perris et al., 1986) have generally found that depressed 
patients, comparted to controls, described less emotional warmth and greater neglect 
from their parents. MacKinnon et al. (1993) concluded that “rearing practices which 
deprived the child of love might be an important risk factor predisposing to depres-
sion” (p. 174). Although depressed mood could cause a retrospective distortion of 
memories of parents, studies suggest that improvement in depression does not affect 
these perceptions (Gerlsma, Das, & Emmelkamp, 1993; Nitta et al., 2008).

These studies are consistent with the notions suggested by several psychoana-
lytic theorists that early traumatic or adverse events with parents predispose to the 
development of depression. Alternatively, patients may perceive their parents as 
being uncaring or rejecting because of a predisposition to feeling rejected. In either 
case, it is crucial that such internal parental representations be explored to gain an 
understanding of the patient’s depression.

5.8  Central Dynamics of Depression

5.8.1  A Summary

Based on our literature review, and our own clinical work and psychological research 
on depression, we identified several core dynamics of depression (Table  5.1). A 
central feature is narcissistic vulnerability, which could also be called self-esteem 
sensitivity. This vulnerability can derive from several sources, including traumatic 
or adverse childhood experiences, current stressors, and intrapsychic conflicts (e.g., 
punishment for competitive wishes). These patients have preexisting feelings of 
inadequacy or badness and are highly reactive to intrapsychic and environmental 
triggers. A sense of narcissistic injury predisposes patients toward the experiences 
of shame, rejection, and anger, which are often important aspects of depressive 
episodes.

Conflicted anger also plays a key role in the dynamics of depression. This anger 
can be triggered by narcissistic injury, loss, immense frustration, or a sense of help-
lessness. Aggression triggers conscious or unconscious guilt, which contributes to 
self-denigration and self-defeating behaviors that reinforce the depressive cycle.

Thus, aggression is ultimately directed toward the self, in part through guilt. 
Other sources include hatred projected outward and then experienced as directed 
toward the self, and aggressive feelings and fantasies directed toward aspects of the 
self, identified with an ambivalently experienced other. A severe superego can attack 
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the self for various aggressive, competitive, and sexual feelings, lowering 
self-esteem.

Depressed patients often attempt to modulate self-esteem and aggression via ide-
alization and devaluation, leading to increased susceptibility to depression when the 
responses of idealized others prove to be disappointing. An overly perfectionistic 
ego ideal and superego develops in an attempt to compensate for low self-esteem. 
Patients fail to live up to these narcissistic aspirations and moral expectations, lead-
ing to a loss of self-esteem.

Table 5.1 Central dynamics of depression

Narcissistic vulnerability
Cause Early experience or perceptions of loss, rejection, inadequacy, possible 

biochemical vulnerability
Content Sensitivity to perceived or actual losses, rejections
Consequences Recurrent lowering of self-esteem, triggering depressive affects; rage in 

response to experience of injury
Conflicted anger
Cause Response to narcissistic injury; anger at perceived or actual lack of 

responsiveness of others to the individual’s needs and wishes; anger may also 
arise from blaming of others for one’s sense of vulnerability, or being deeply 
envious of those who seem less vulnerable

Content Anger at others for injurious, unresponsive behavior, attitudes; blaming others 
for one’s vulnerability; envy of others who are viewed as less vulnerable; anger 
at others experienced as damaging, threatening, unacceptable, requiring 
suppression or redirection

Consequences Disruptions in interpersonal relationships; anger turned toward the self, 
triggering depressive affects, lowering of self-esteem

Severe superego, experience of guilt and shame
Cause Anger turned toward the self via harsh self-judgments; internalization of 

parental attitudes perceived as harsh and punitive
Content Anger, greed, envy, sexuality, and accompanying wishes seen as wrong or bad
Consequences Negative self-perceptions and self-criticisms trigger lowering of self-esteem, 

depressive affects
Idealized and devalued expectations of self, others
Cause Efforts to mitigate low self-esteem
Content High self-expectations (ego ideal), others idealized in meeting individual’s 

needs, others devalued to bolster self-esteem
Consequences Significant disappointment, anger at self and others, with lowering of 

self-esteem
Characteristic means of defending against painful affects (defenses)
Cause Intolerable feelings of low self-esteem, anger
Content Denial, projection (seeing anger as coming from others), passive aggression 

(expressing anger indirectly), reaction formation (denial of anger accompanied 
by compensatory overly positive feelings)

Consequences Anger not effectively dealt with; increased depression via anger directed toward 
the self or via the world seen as hostile, menacing, uncaring, or defeating
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Finally, characteristic defenses, such as denial, projection, passive aggression, 
and reaction formation, represent a means of warding off painful depressive affects 
but often result in an increase in depression.

5.9  A Core Dynamic Formulation for Depression

Psychodynamic literature, studies, and clinical work, then, suggest two broad mod-
els of depression: those involving aggression toward others that is ultimately 
directed toward the self and those focusing on difficulties with self-esteem in 
patients whose expectations of themselves and others far exceed the capacity to live 
up to them. Finally, the two models can be linked. These two core dynamic aspects 
for depression typically trigger vicious cycles. In each formulation, narcissistic vul-
nerability and low self-esteem are seen as fundamental to the susceptibility to 
depression.

In depression cycle 1 (Fig. 5.1), this vulnerability results in sensitivity to disap-
pointment and rejection and thus to easily triggered rage. The anger causes conflict 
and/or is experienced as damaging, causing feelings of guilt and badness. The self- 
directed rage compounds the injury to self-esteem, which then escalates the narcis-
sistic vulnerability, and so on, in a vicious cycle. Defenses, including denial, 
projection, passive aggression, identification with the aggressor, and reaction for-
mation, are triggered in an attempt to diminish these painful feelings but result in an 
intensification of depression. Precipitants for depression can include perceived or 
actual loss or rejection, the failure to live up to a perfectionistic ego ideal, and super-
ego punishment for sexual and aggressive fantasies.

Anger at others

Perceived rejection

DepressionNarcissistic vulnerability
Low self-esteem

Guilt
Self-directed anger

Fig. 5.1 Vicious cycle 1 in depression: narcissistic vulnerability and anger
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Another core dynamic in depression (depression cycle 2) is the individual’s 
attempt to deal with low self-esteem by idealization and devaluation (Fig.  5.2). 
Feelings of inadequacy or helplessness will lead to compensatory idealization of 
self or others, increasing the likelihood and intensity of eventual disappointment, 
triggering depression. An ego ideal with highly unrealistic standards develops, 
increasing the level of disappointment with and devaluation of the self when these 
standards cannot be met. Alternately, individuals may devalue others to maintain 
self-esteem, but the aggression in this stance triggers superego punishment. In addi-
tion, aggressive behavior may lead to the patient’s alienating others, adding to feel-
ings of abandonment and rejection.

As noted above, the two sets of dynamics also interact with each other, because 
conflicts over self-esteem and anger can heighten the tendency toward idealization 
and devaluation, and disappointments following idealization can lead to anger, 
guilt, and self-criticism. Although these cycles represent core dynamics of depres-
sion, clinicians should not restrict themselves to these factors and should remain 
alert to other areas of vulnerability, intrapsychic conflict, and defense.

5.10  Case Example

Mr. A was a 46-year-old White businessman who presented with about 4 months of 
down mood and disruptions in mood, energy, sleep, and concentration, with no 
suicidal ideation. The therapist recommended an antidepressant trial, but the patient 
was fearful of side effects and wanted to see whether therapy alone might work. 

Devaluation of
self and others

Idealization

Disappointment

Low self-esteem Depression

Fig. 5.2 Vicious cycle 2 in depression: low self-esteem and idealization/devaluation
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They agreed to proceed with psychodynamic psychotherapy, keeping medication in 
mind as an option. In exploring the context of symptom onset, Mr. A described how 
his depression was triggered after one of his stores abruptly closed. The closure was 
necessary after an important backer, a former mentor, withdrew support, which 
deeply upset the patient:

Mr. A: I don’t get why John did this. I’ve really admired his business skills, best in 
the profession. He’s been helpful with advice when I was anxious about some 
deals. So it’s really disturbing that he would pull his support so suddenly. I don’t 
get it, and I’ve felt devastated.

Th: It sounds terrible that somebody whom you admired so much pulled out like 
this. Did he explain to you why he changed his mind?

Mr. A: No. Just the generic “needing to go in another direction.”
Th: Are you mad at him?
Mr. A: Maybe a little bit but mostly at myself. What did I do to screw this up? What 

did I do that caused him to withdraw? It makes no sense.

During this evaluation phase, the outlines of the dynamics of Mr. A’s depression 
were already emerging. He was deeply injured by the withdrawal of a man he ideal-
ized for his business skills and emotional support. However, instead of being angry 
at John, he blamed himself, believing he must have done something “bad” that 
caused John’s action. He became catastrophic, frightened that “my whole business 
is going to fall apart,” even though he owned several stores and was losing just one 
of them. Indeed, he was already in touch with another potential backer. Rather than 
feeling relieved by this reality, Mr. A was already caught in the cycles of depression. 
He was deeply hurt and his self-esteem injured by the withdrawal of his friend and 
believed he did not live up to his own business standards; his anger at John became 
directed toward himself. The therapist worked to clarify the sources of his bleak 
view of himself and the future:

Th: I think we need to examine the intensity of your self-criticism and your fears, 
because you view yourself as much more of a failure and worried about the 
future than the circumstances call for. Overall your business continues to do very 
well! Let’s talk about your history to see if that might help us to understand your 
reactions better.

Mr. A described his childhood as positive only until the birth of his sister at age 
5. He remembered feeling angry and jealous about the attention that she received. 
At some point, he somehow became viewed as the “bad” child and his sister was 
“the good one.” He felt isolated and lonely in response to his parents’ attacks, as 
they sometimes would not speak to him for a day or two in response to his behavior. 
In reviewing what he actually did, it emerged that many of the criticisms were about 
his tendency toward assertiveness and taking chances that actually subsequently 
aided him in his business ventures. For instance, at age 14, he took his father’s car 
for a spin without telling them. He was grounded for 2 weeks but also was casti-
gated for being a “rotten” kid who “would come to no good.” As an adolescent, he 
pushed curfews and often avoided his studies, leading to his parents’ opprobrium, in 
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part to work in stores where he gained valuable experience. None of his actual 
behavior explained the degree to which he felt his parents perceived him as “bad” 
and favored his sister. As therapy progressed, the patient realized that his parents 
were highly rigid, conservative people heavily influenced by their own traumatic 
histories, including growing up in poverty. They were extremely careful about 
money, which he spent more freely. They criticized him for not getting a “regular” 
job, by which they meant a doctor or lawyer. Indeed, the patient’s freedom with 
expenditures and his entrepreneurial attitude helped to gain ownership of his first 
store at age 25.

As Mr. A proceeded with his career, he greatly admired what he considered to be 
“titans” of real estate, of whom John was one. He worked for them in lower level 
positions in an effort to learn their approaches and be more connected to them. He 
idealized them, and even after his own successes, devalued himself by comparison, 
viewing himself as a minor player. “I’m not really in the big leagues. I’ve had some 
accomplishments, but they really pale in comparison to these guys.” The therapist 
continued to address Mr. A’s devaluation and self-blame, in part by encouraging 
mentalization:

Mr. A: I still don’t get why John pulled out. I keep obsessing about it. I assume he 
thinks I’ve made some bad decisions. But I don’t know what those could be.

Th: What makes you think he pulled out based on what you did rather than some 
other reason of his own?

Mr. A: It feels that way. But I know how he works, and he doesn’t tend to let per-
sonal matters cloud his decisions. He probably needed the money for a bigger 
venture. But I’m worried when this gets around people are going to think there’s 
something bad about me or my business.

Th: That designation sounds very familiar from your childhood.
Mr. A: Yes that’s true.
Th: I believe part of why his withdrawal hurts so much is because you really ideal-

ized him to make up for bad feelings you had about yourself, and because you 
felt he really understood you. He recognized your business acumen. That makes 
it all the more disappointing now that he’s pulled back.

Mr. A: I did overestimate him. I mean I never would have expected he would behave 
in this way.

Mr. A’s dynamics identified in this phase of treatment are consistent with depres-
sion cycle 2, in which his self-esteem vulnerability led to idealized expectations of 
himself and others, creating a precipitous drop in mood when he was disillusioned 
and felt like a failure. Although actually a minor disruption of his business, symboli-
cally his mentor’s withdrawal and closure of the store represented a significant loss 
of an idealized other. The patient often experienced these emotional threats in finan-
cial terms, fueling irrational catastrophic concerns about his business.

Although he was deeply disappointed by John’s withdrawal, Mr. A initially 
denied being angry at him: “I’m sure he had a reason for doing this.” He focused 
more on blaming himself. However, as the idealization was addressed, he began to 
more realistically assess his friend, and became more aware of his anger:
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Mr. A: I guess one thing I don’t understand is why he didn’t tell me about this move 
before making it. What would have been the problem with that? And that at least 
would give me some time to prepare for what happened. I wouldn’t have been 
caught up short.

Th: Well I know you previously denied being frustrated but as you talk you really 
sound quite mad at him. Particularly about the way he handled it.

Mr. A: I do see what you’re saying. And maybe I am becoming more aware of being 
angry. I was just blaming myself for what happened.

Th: According to the idea of you being the bad one.
Mr. A: Yeah, but the more I think about it, the more I feel he could have worked with 

me. I mean he could have told me what he thought the problem was, and I could 
have addressed it. Or he could have said “there’s no problem: I just need to use 
the money for a new venture.” And he did create a lot of trouble for me, 
unnecessarily.

Th: I think you have been suppressing a lot of your anger and directing it at yourself.
Mr. A: I think that’s true but that’s changing.

In this vignette, Mr. A demonstrated the dynamics of depression cycle 1. His 
anger at others was a source of conflict and he was frightened about the damage it 
would cause. He ended up unconsciously directing this anger at himself in the form 
of guilt, self-criticism, and a sense of badness. The trigger for his depression 
involved the loss of his relationship with an idealized figure, an old mentor. As 
described by Abraham, this loss also triggered dynamics related to painful feelings 
from his childhood, including the birth of his sister and his role as the “bad one” in 
the family. Mr. A had rageful reactions in response to these disappointments, but 
they were expressed unconsciously and directed toward himself.

It also emerged that Mr. A felt guilty about his competitive wishes (see Brenner 
above), and he experienced John’s withdrawal as punishment. This guilt was linked 
to the intensity of the anger he felt toward his sister for being the focus of his par-
ents’ attention. Easing the threat from his competitive wishes diminished his guilt 
about assertiveness, helping to increase his efforts on his own behalf. This shift also 
enabled him to be more comfortable recognizing his own success, further reducing 
his narcissistic vulnerability.

In treatment of Mr. A, the therapist identified how he idealized his old mentor 
and other real estate “titans,” and this connection helped to bolster his low self- 
esteem. These idealizing fantasies set him up for disappointment with others and an 
overly negative view of his own competence, believing he was not capable of 
achieving their level of success. The therapist highlighted these excessive self- 
expectations, helping him to develop a more realistic sense of his success relative to 
others. This shift in perceptions also helped to relieve his view of himself as “bad.”

Additionally, identifying his anger at others led to conscious recognition and 
greater tolerance of these feelings. He came to believe that anger at his parents and 
his old mentor were justified and felt less threatened by it. This eased his propensity 
to direct anger at himself, including viewing himself as “bad.” He recognized that 
he was reprimanding himself as his parents did, despite disagreeing with their 
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perception of him. In addition, better management of his anger reduced the need to 
idealize others as a way of protecting them from his feelings.
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6.1  Introduction

Mrs. X is a 44-year-old divorced mother of one (daughter) who presented with a 
major depression of moderate intensity which was already chronic as she came to 
me for therapy (09/17). The onset of the depression was present when Mrs. X was 
34 years old. She decided to rent a flat with her boyfriend who she loved. She devel-
oped severe panic attacks at that moment and became very depressed. Again, Mrs. 
X became severely depressed at the age of 41. The patient had a course of electro-
convulsive therapy (ECT, 22 electroshocks) and after that behaviour therapy for 
1 year. All those treatments helped her to feel better, but she felt exhausted every 
day and had a low mood. The psychodynamic analysis showed two conflicts, a nar-
cissistic conflict and an autonomous-dependent conflict, as they are defined in the 
Operationalized Psychodynamic Diagnosis-2 (OPD-2) (Arbeitskreis, 2006). These 
conflicts are due to the treatment of Mrs. X by her parents and because of her disap-
pointing experiences when she had to escape from her own country when she was 
13 years old. She had to act against her own will. We can analyse the psychodynam-
ics of Mrs. X with regard to the concept of Sidney Blatt, a psychoanalyst (Blatt & 
Blass, 1996; Blatt, Luyten, & Corveleyn, 2005). Blatt investigated areas that 
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concern the everyday experiences of depressive people. The first core theme is 
“loneliness, weakness, helplessness and abandonment. Desires to be cared for, 
loved and protected”. This factor was called “dependency” or “anaclitic”. The sec-
ond factor is preoccupation with self-definitional areas (“introjective”: harsh self-
criticism; perfectionism). Introjective depression is characterized by a tendency 
towards self-criticism and self-evaluation. Our patient did not learn to trust other 
people because of her very disappointing experiences with her parents. This led to a 
very weak self- consciousness and an excessively perfectionistic ego ideal. These 
traits have played an important role for the onset of chronic depression of Mrs. 
X. The depressive symptoms of Mrs. X have been relieved even more in a psycho-
dynamic treatment which is ongoing. (Until July 2020, 90 sessions have taken 
place.) She has succeeded in partially reducing her demands on herself.

6.2  Theoretical Digression

We can analyse the psychodynamics of Mrs. X with regard to the concept of Sidney 
Blatt, a psychoanalyst and a professor at Yale University in the USA (Blatt et al., 
2005; Blatt & Blass, 1996). Taking this concept into account, he sifted through the 
classical psychoanalytical literature (Bibring, 1952; Cohen et  al., 1954; Freud, 
1916–1917), and from the study of this literature, he investigated areas that concern 
the everyday experiences of depressive people and their families instead of depres-
sive symptoms. On this basis, he was able to formulate 66 items (“Depressive 
Experiences Questionnaire”) and present them to a large sample of students. The 
main component analysis with varimax rotation revealed two primary factors (Blatt, 
D’Afflitti, & Quinlan, 1976). The first core theme is “loneliness, weakness, help-
lessness and abandonment. Desires to be cared for, loved and protected”. People 
like this worry about the danger of losing somebody (most especially important 
persons) from among their group. They primarily deal with problems in interper-
sonal relatedness. This factor was called “dependency” or “anaclitic” (fears of aban-
donment; dependency). The second factor is preoccupied with self-definitional 
areas (“introjective”: harsh self-criticism; perfectionism). Introjective depression is 
characterized by a tendency towards self-criticism and self-evaluation. These peo-
ple are busy with their lives and have feelings of guilt because they find themselves 
unable to live up to standards. They say, for example, “There is a big difference 
between the way I am at the moment and the way I would like to be”. This coincides 
with Freud’s view of “the sources” of a depression, namely, superego conflicts 
against the background of an unstable self-esteem and problems in the interpersonal 
realm with feelings of loneliness and fears of abandonment (Blatt, 1998, 2004, 
2005). These findings agree both with psychoanalytical theories (e.g. Arieti & 
Bemporad, 1980) and with behavioural theories (Beck, 1983). Many studies from 
different cultures have shown that these research results are extremely stable (e.g. 
Beutel et al., 2004; Luyten, 2002). There is an ongoing debate on the relevance of 
this theoretical model (e.g. Blatt et al., 2005; Reis & Grenyer, 2002). In support of 
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it, perfectionism as a distinguishing quality was repeatedly found to be associated 
with a more problematic course in depression. Overall, it can be assumed that per-
sonality characteristics and other patient traits (social support, interpersonal prob-
lems, etc.) not only are overall predictors of outcome but also interact with the form 
of treatment or setting provided. In any case, it is important to distinguish between 
depressions focused on interpersonal and self-value issues (Blatt & Maroudas, 
1992). The close relationships that addict-depressives maintain are related to their 
fears of rejection, so that they behave demandingly and staunchly, annoying others, 
so that they end up being rejected: what they originally feared. Relationships of 
perfectionist subtypes are characterized by rivalry and ambivalence, so that they 
awaken criticisms in significant others! Factor analysis studies indicate that there is 
an adaptive or “healthy” perfectionism and a misadapted or “unhealthy” perfection-
ism (Enns, Cox, & Clara, 2002). Obviously, anaclitic subtype and perfectionist-
depressed people develop mental representations of themselves and others against 
this background, which regularly lead to the dreaded interactions in the same way. 
Therefore, the therapy should focus on these mental representations of the self and 
the important others (Blatt et al., 2005; Shahar & Mayes, 2017).

6.3  Biography

The 44-year-old divorced patient (Mrs. X) has been living with her boyfriend (47) 
and her 25-year-old daughter in a city in Germany in her newly purchased apart-
ment for half a year. She and her daughter moved from another town 2 years ago to 
his rented apartment.

She grew up in another country until she turned 13, after which she reluctantly 
emigrated to Germany with her parents. Her parents had not prepared her or 
informed her about their plan to emigrate, which still has an impact on her life 
today. She has the feeling of being betrayed by her parents.

Mrs. X experienced her mother who gave birth to her at the age of 23 while 
studying chemistry as someone who still wants to take over decisions about her 
daughter and give her advice; thus, she rebelled against her. Her father (+34, store 
man) was bad-tempered, but very reliable. He spent some time with her doing activ-
ities for children. Both parents had to work; hence, her grandmother had to look 
after her during their absence. Mrs. X was very affectionate to her.

In addition, memories from her childhood are missing. During her first year in 
Germany, Mrs. X had great language difficulties in the school because she did not 
speak German before; nevertheless, she made great progress at the end of the school 
year. She moved to high school but she did not achieve the high school certificate. 
She had little confidence in herself to pass it. Her dream job was to become a phys-
iotherapist which she trained for; it took her 3 years. She worked as a physiothera-
pist for 6 years in a big hospital; she was dissatisfied, because they required hard 
work. In her work, she got to meet a colleague. He was the first relationship after her 
failed marriage. He wanted to marry her and have children with her. She loved him; 
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he looked the way she really liked. When she went on holiday with him and her 
daughter for the first time, she experienced dizziness in the dining room of the hotel, 
could not feel her legs anymore and could not walk safely. The holiday meant for 
her making a decision to start a new life, she told me. And when she signed the 
contract for the shared flat, Mrs. X had her first panic attack. She also became 
depressed. She broke up the relationship. Since her job gradually begun to burden 
her, she has retrained to become a “healthcare clerk”. She completed her course in 
2 years instead of the normal 3 years with a very good A grade and in this time had 
a job as a cleaning lady. Immediately after completing this retraining, she took up a 
degree in “Health and Social Care” but without a final exam because shortly before 
that (2015) she became severely depressed again. The study during her training 
phase got her to the new position as a healthcare professional, which meant she was 
studying and working. She went to a university every single weekend for 2 years for 
her lessons. In the second year, she became very depressed (2015). She was very ill 
for a long time and unable to work for 7 months. She received 22 ECTs in a psychi-
atric hospital. She had a treatment in cognitive behavioural therapy for a year with-
out improvement, she told me.

In 1995 (20), she had married a man her age from her country (a locksmith). Her 
husband was an alcoholic and drug addict. Because she did not receive any child 
support for their daughter after separation, her parents urged her to get back with 
him, but they quarrelled very often. In 2003, she left him.

6.4  Psychodynamics

Mrs. X has a very ambivalent relationship with her mother who was her primary 
caretaker. The mother of Mrs. X has a very dominant personality and she loves to 
give advice to everybody. The behavior of her mother leads Mrs. X to believe that 
she cannot please her, because no matter how she does it, she always gets advice 
from her. But she wants to be seen by her mother the other way around. Mrs. X 
wants to feel the ordinary loving care of her mother and less her advice. She wishes 
to hear from her mother, for example, the following words: “Bravo you are doing 
that very well! (see Table 6.1)”.

Because of those experiences, she develops a feeling of helplessness which she 
experiences every day in her relationships with other people. These experiences and 
feelings put a pressure on Mrs. X, who believes, because she is not good enough, 
she must do more. She became in that way a perfectionist and achievement- oriented. 
She cannot trust so easily and she is afraid of closeness because she felt like she 

Table 6.1 Psychodynamic

The patient experienced her mother as:
Very dominant, giving advice all the time, less loving, strong, guilty of betraying (because of 
the emigration when she was 13)
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would be injured and disappointed. We can recognize these fears in her dreams. For 
example, she is in a high building. Although she is alone and is very scared, she 
dares to go higher. In another dream, she goes to the USA alone although she cannot 
speak English. She manages to find work and is beginning to work there. Another 
example of her perfectionistic tendency is the fact that she learned German very 
well within 1 year so that she could go to the German high school. Her perfection-
ism was an important reason for the second episode of depression. Mrs. X began a 
new job and at the same time she began to study. Besides that, she landed a cleaning 
work. On the other hand, she admires her mother for her strength. Her mother, for 
example, studied chemistry and is very ambitious. Because of that, she has begun a 
process of identification with her mother and she is developing a similar relation-
ship to her daughter. She sees her daughter only as her daughter and not as an 
autonomous person and that they have a symbiotic relationship. Because Mrs. X 
does not have a clear idea of what autonomy is, when her daughter tried to detach 
herself from her mother (her daughter wanted to go abroad after finishing her high 
school), Mrs. X tried also to detach herself from her own mother. She got to know 
her current boyfriend and she moved with him in another Bundesland, but she is not 
autonomous enough to cope with that development. She became dependent again 
on her boyfriend. Her boyfriend tries to help her. He introduces her to his friends. 
And he wants to get married to her, but she does not agree with the idea. She only 
agreed to get married to him when she has got enough money. That means she is 
afraid to get more dependent on him. She is afraid to become disappointed again 
because if she gets married to him, an even more close relationship will flourish. 
And because of that, she does not like sex. Sex means closeness with somebody. She 
is afraid of closeness because she can be injured and disappointed. Her friend has 
already injured her as he told her he loves her in a moderate way. Besides that, she 
has been injured by her mother who began to work when Mrs. X was a baby. 
Furthermore, her mother and her father brought her to Germany without speaking 
with her about that; they did not ask Mrs. X whether she wants to stay in her country 
or to come to Germany, because in the first place, she really did not want to come to 
Germany. Thus, she lost her grandmother in that way. She has been disappointed 
until today because of that. Her mother did not show her affection. And because of 
that, Mrs. X has been very angry with her mother, but she cannot show her anger 
because she depends on her. That means she needs her mother. Therefore, she tries 
to do everything alone. She believes the following: “If I accept a close relationship, 
then I will be injured. I will be disappointed because I cannot trust the important 
others in my life. They have all disappointed me always!” But because she is not 
satisfied with that solution, she came for therapy. The position of our patient in her 
life is as follows: “I keep people who try to come near me away. In that way I can 
stay autonomous; nobody can injure me. But she is not really autonomous! She 
depends on her mother”. She belongs to the group of the self-defining autonomous 
according to Blatt’s configuration (see Table 6.2).

Therefore, we can understand the conversion symptoms of our patient in that 
way: She was on vacation with her boyfriend at that time and her decision to take 
that holiday with him was her conscious decision to intensify the relationship with 
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him. Because of that, she took her daughter with them. But she cannot intensify the 
relationship with him because she is unconsciously afraid that if she lets somebody 
come near her, she will be injured. She has learned this through her experiences 
with significant others, e.g., her parents, through her life. She is now afraid that if 
she takes that step, she will be disappointed by the significant others, in that case her 
boyfriend. Therefore, she could not walk confidently in the dining room of the hotel 
where she was with her boyfriend. And because of that, she got panic attacks when 
she wanted to sign the rental agreement for the flat to live with him. She became 
very ill! She got panic attacks and she became depressed, because she believed that 
if she gets married to him and she has kids with him, she will make herself very 
dependent on him. Since he will disappoint her—according to her experiences with 
important others—she is panic-stricken by this dependency. Those are her fears 
against another disappointment from a significant other as she knows that through 
her experiences with her parents and later her husband. The patient told me: “I 
thought if I get married to him and have children I will make myself extremely 
dependent on him! Then I will be completely blocked! I will not be able to act!” She 
feels completely helpless! (see Tables 6.3 and 6.4).

Table 6.2 Psychodynamic

•  All those experiences with her mother have had a great influence on the mental and social 
development of the patient

•  Because she admires her mother for her strength, she begins a process of identification with 
her mother and cannot detach from her mother. She develops a similar relationship with her 
daughter. Due to that dependency on her mother, she is very angry with her, but cannot show it. 
In relationships with significant others, she is scared of getting dependent on them. Because of 
that, she has problems with sex. She tries to do everything alone. But she is pseudoautonomous
She grew up having a feeling of not being good enough. She became perfectionist (“mental 
representations of oneself”)

Table 6.3 Psychodynamic

• The patient became ill (panic attacks and depression)
•  For the first time in 2008 when she signed the contract for the shared flat. Why? Because she 

believed that if she gets married to him and she has kids with him, she will become very 
dependent on him. Since he will disappoint her—according to her experiences with significant 
others (her parents and later her husband)—she is panic-stricken by this dependency

•  The patient told me: “I thought if I get married to him and have children, I will make myself 
extremely dependent on him! Then I will be completely blocked! I will not be able to act!” 
She feels completely helpless!

Table 6.4 Psychodynamic

• The patient became severly depressed 2014
• For this second episode of depression
•  Her perfectionism was an important reason. Mrs. X began a new work and at the same time 

she began to study (she went to a university every single weekend for 2 years for lesson). 
Besides that, she charred. She overtaxed herself with all that
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6.5  Therapy

This therapy began on the initiative of Mrs. X and on the advice of the psychoso-
matic hospital where she had been treated before this therapy started. Mrs. X came 
to me in September 2017 on the advice of her boyfriend, who had been in my ther-
apy in the past. I think she chose me as her therapist because she saw that the ther-
apy of her boyfriend was successful. I think it was also important for her that I am a 
migrant in Germany as she is. I suppose she hoped I would understand her better 
than somebody else. That means she identified herself with me and in that way she 
felt stronger in order to feel less damaged or vulnerable. It is possible that she came 
to me as a psychodynamic therapist because she was disappointed with the behav-
iour therapy. That is a common phenomenon: Patients who are not satisfied with the 
direction of one type of therapy change the form of therapy when they need therapy 
again. I decided to accept her in my therapy for different reasons. First, I suggested 
to her boyfriend that if she wanted she could become my patient. I did not want to 
disappoint either of them. In addition, I found her pleasant and intelligent. Those are 
good conditions for a successful therapy. I had the impression she is suitable for 
such a therapy. I found it remarkable that she was persuaded from the beginning of 
the therapy that I was the right therapist for her. It was very difficult to believe that 
I could help her feel more at ease with herself, to be more in touch with her feelings.

She reported in the first session about her condition: She feels quite exhausted all 
the time, and she feels numb! She feels turmoil, but she can’t let it out. All of this 
makes her tired and she has nightmares. One her nightmares is as follows: She is not 
allowed to enter her house in her home country. She could not come to terms with 
that situation. She explained to me that she came to Germany with her parents when 
she was 13, in her puberty. Her looking back in consternation was easy to under-
stand. She said she could not understand anything here because she could not speak 
German and she had to go to school immediately after coming here! And then she 
told me she learned the German language within a year and so she could move to 
high school. I understood from the patient’s explanation that she was seeking my 
approval. She reported more about her life, about the history of the relationship with 
her boyfriend as I have written it in the biography (s. there). She became very ill 
when she wanted to sign the rental agreement. She got panic attacks and she became 
severely depressed. She could not sleep anymore. Because of her complaints, she 
decided to leave her boyfriend, although she still loved him, after 5 years. She is 
focusing her attention on her parents and her relationship to them. She told me she 
would like to have a closer relationship with her mother. In an interaction with her 
mother, we can see her emotional needs, i.e. emotional support including the provi-
sion of love and a sense of belonging. Mrs. X would like to buy a specific armchair 
for her flat. She phones her mother and requests if she could look for such a chair in 
the big city where she lives. I am pointing out the behaviour of Mrs. X: “Have you 
noticed that it is important for you to ask your mother for help whereas you could 
find that on your own?” (We call that confrontation in the psychodynamic therapy.) 
She did not answer and she smiled at my challenge. She had a dream after that. She 
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had that dream at a time at which she is looking for a flat to buy. In the dream, she 
bought the flat, but the flat is in the same city where her mother lives. (Mrs. X lives 
really somewhere completely different from her mother.) I used an interpretation in 
that phase of treatment. “I see your ambivalence in that dream regarding buying a 
flat. You want consciously to be with your boyfriend and want to buy an apartment 
with him, but unconsciously you want to be near your mother”. She answered, “Yes, 
that is right. I am realizing now how difficult it is to let go of my parents”. She 
admitted that if she is planning something, she asks herself what her parents will 
think about that. When she visited her parents with her boyfriend, her boyfriend 
mentioned that her mother acts as a guardian for her. Mrs. X answers that her boy-
friend is right. She lets her mother interfere a lot in her life. She remembers several 
situations where she did not do what she wanted but she did what their parents 
wanted. For example, she stayed as a physiotherapist in a big hospital although she 
would have liked to leave because she had been working very hard there. When the 
hospital offered her a severance payment, she did not accept it because her parents 
did not want that. That was not their own opinion. For the same reason, she got mar-
ried to her husband because her parents urged her to get married. They are Catholics. 
It is important for them, when a man and a woman live together, that they are mar-
ried. She was 20 years old at that time and she did not want to get married. When 
she divorced him, she went back to her parents and lived with them. Her parents 
looked after her then. (Then she compared herself with her daughter. She mentioned 
her daughter is more independent than her; for example, her daughter has decided 
to go abroad soon. Mrs. X is worried about her daughter, but she knows that she 
denies her own feelings and instead perceives her fears as coming from her daugh-
ter.) And then she said: “Everybody should visit their parents once a month! She 
aimed to please her parents in that way!” I asked her if something like that was not 
stressful. (We call that “clarification”.) By that formulation, I try to point out the 
dependence of the patient on her mother without increasing her resistance to the 
uncovering therapy. She answered that I was right. I asked her if she wanted to 
please her parents for entirely altruistic motives or if she derived some benefits her-
self. She smiled and told me it was important for her to have somebody who was 
interested in her and loved her. But she is trying to free herself from the bonds with 
her parents in order to liberate herself from her relationship with her boyfriend. She 
explained to me that although she believed she would quarrel with him, she agreed 
to buy a house with him. That means her wish for attachment and family is stronger 
than her fears of being hurt by significant others if she allows them to get closer to 
her. As a therapist, I asked myself how we can explain this progressive development 
of the patient. Possibly, she is affected by her experiences in the therapy. Perhaps 
her experiences with me are like a bridge for her to let somebody else get closer to 
her, because she experienced me as a good father who listens to her and is interested 
in her without giving her advice all the time as her mother does. This seems to be a 
better “triangulation”. From a psychological point of view, the term triangulation is 
a necessary aspect of child development when a third person intervenes in a two-
party relationship. This enables the child to acquire new cognitive capacity.
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The idea of triangulation was first put forwards by the Swiss psychiatrist Dr 
Ernest L. Abelin with particular focus on “early triangulation”, whereby there are 
changes in psychoanalytic object relations theory and parent-child relationships 
when the child reaches the age of about 18 months. The mother is seen as the early 
caregiver having what could be described as a mutually stimulating relationship 
with the child, and the father, attracting and introducing the child to the world 
beyond this relationship, is therefore acting as the third party. This development of 
Mrs. X can be better identified later on when the patient has been condemned by her 
boss because of some mistakes in her work and she could cope with him because 
she had become more independent. But I think Mrs. X has several reasons to buy the 
house with her boyfriend. She is trying to give her daughter and herself a home and 
a feeling of a stable family. In addition to that, she is trying to keep her daughter at 
home because she wants to control her daughter, who is anorexic. Besides that, she 
avoids staying alone with her boyfriend if her daughter is still at home. Then she has 
repeatedly spoken about her coming to Germany when she was 13. She explained to 
me in that context that she had great language difficulties in school because she had 
not spoken German before; nevertheless, she made great progress at the end of the 
school year even though she did not achieve the high school certificate. She spoke 
in great detail and repeatedly about that period of her life. That means she wants it 
to be seen that she managed to deal successfully with that big problem and she is 
very proud of that. She said: “I had little confidence in myself to pass it!” Her dream 
job was to become a physiotherapist which she trained for; but she was very disap-
pointed by this vocational course in Germany. She explained to me that that course 
in her country is offered only at a university and lasts for 5 years. In Germany, she 
had a few lectures, and the course lasts only for 3 years and she mainly had to work 
very hard in the hospital. Then she told me in the next session: “In the last session, 
we spoke about anger! Because of that I have had intense dreams”. Here’s the 
dream: My parents told me they wanted to go back to their country but they did not 
do that. Mrs. X had the feeling her parents had betrayed her. She expressed her 
anger against them. After that, she told me that she felt very relaxed and had been 
less tired. That means the therapy efforts helped her become more tolerant of and 
less threatened by her rage against her parents. Mrs. X has explored the origins of 
her anger in the therapy and realized the distortions in perception these often cause. 
She understood all that and because of that, she added then that she could not 
express her anger against her divorced husband. That means she has now a better 
feeling about her anger against significant others. Mrs. X is mainly concerned in 
that part of the therapy on her experiences with her migration to Germany and their 
consequences until today. She has described different forms of somatization, mainly 
a pressure in the middle of her belly at the solar plexus. If she then tried to relax, she 
would tremble, she told me. In that case, she felt detached from her emotions. 
Besides that, she has very often had dreams about that subject. She is repeatedly 
expressing her shock because she came and could not understand anything and had 
to go to school in Germany. She sees people from her country in her dreams who are 
deformed. For example, she sees some people from her country in Germany. They 
have leprosy, causing a lot of disabilities, and their hands are deformed and have 
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tattoos on their skin. She does not know these people because they are strange look-
ing. They speak her first language. These dreams show the patient has been believ-
ing she is deformed and has leprosy symbolically because she is away from her 
country. Mrs. X was able to interpret this dream in that way. Here is also one of her 
dreams. She dreamed she has moved and been living faraway, and her grandmother 
is also there, her great-grandmother and her boyfriend too. Her grandmother has 
been living in a very beautiful residential home for the elderly. She commented 
about that dream that her grandmother and her great-grandmother looked after her 
when she was a child because her mother was working. Mrs. X has missed her 
grandmother until today. She remembered she had no chance to say good bye to her 
grandmother because she believed she was going to Germany only on holidays and 
she would be seeing her again when she came back. When she actually came to 
Germany, she was then informed she would be in Germany forever! This was a 
shock to her and she could not grieve about the separation from her grandmother. 
She explained to me that she was detached from her roots in that way. I as a therapist 
am trying to activate her feelings. Thus, I ask her: “If you could now speak with 
your grandmother and you could see your grandmother, what would you tell her? 
She answers: “Do not emigrate! Thank you for looking after me!” She is obviously 
trying to avoid emotions. I mention: “I do not think you are speaking with your 
grandmother now!” She agrees with me and tells me with some tears in her eyes that 
she could not speak with her grandmother now. She will fly the following week with 
her mother to her country and she would try to speak with her there. After that, she 
says she feels a warm pleasant feeling in her body, which means she expresses her 
emotions again through her body. As you know, we call that somatization. She expe-
riences that as an improvement. She says: “I am way ahead compared to last year! I 
have the feeling that the therapy helps me!” At that time of the therapy, I would like 
to mention that Mrs. X has recently followed a course of lectures about bookkeep-
ing, but she recognizes due to the therapy that she is having a really hard time now 
(great pressure at work, problems with her daughter, the new house). From that 
point of view, she decided to follow the lessons of the course but did not take part in 
the final test. She decided she would do that later on when she has less stress. Apart 
from that, she has got problems at work. The company where she worked was run-
ning the risk of becoming insolvent soon. Because of that, Mrs. X has been told she 
needs to change her job in the company. She does not want that. She has found a 
new job in her field and she is now negotiating with her new boss so that she can 
continue the therapy. These vignettes demonstrate how she could come to acknowl-
edge what puts her under great pressure and what is better for her health. She under-
stands that she tends to have excessive expectations of herself. Through the therapy, 
she tends to have more realistic ego ideal based on her real reasonable abilities. In 
the further course of the therapy, Mrs. X focuses on her relationship with her daugh-
ter. Here she admits to herself for the first time, without feeling guilty, that when her 
daughter was a child, she preferred to go to work rather than reduce her job in order 
to be more available for her daughter. She controls the important others in identifi-
cation with her mother and cannot let go. For example, during the coronavirus cri-
sis, she puts her daughter, who was in another town at the time, under pressure to 
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come back and stay with her. Under the influence of her intense need to identify 
with her mother, she tends to control her daughter, and she is tense and suffers from 
muscle tension, especially in the back. I interpret her behaviour towards her daugh-
ter as having parallels with her mother’s behaviour towards her. Mrs. X does not 
accept this interpretation; instead, she explains that her daughter cannot manage 
alone; she needs help because she is anorexic; thus, Mrs. X would like to put her 
daughter in a clinic. And she asks me if I could write an admission. I ask Mrs. X 
what her daughter wants herself. She is aware that her daughter is very ambivalent 
about therapy. Her daughter tries to analyse herself, but cannot free herself from 
problems. Thus, she noticed that her daughter was suffering greatly from this, which 
in turn was a great burden to her. Obviously, her daughter sends signals in the sense 
of a call for help, which makes it difficult for her to let go. She will change the shape 
of her relationship with her daughter, especially if she herself develops a better feel-
ing of autonomy, which is the aim of the therapy. It remains to be seen whether she 
succeeds in this in the further course of therapy. So far, she definitely feels freer, 
more alive, and more driven. She has made herself aware that she has a very close 
relationship with her parents and tries to distance herself more from her mother or 
her parents. She has also become more aware of her perfectionism and that she often 
overtaxes herself against this background. In this sense, she begins to relativize her 
perfectionist demands on herself.
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7.1  Introduction1

In recent decades, depression has increased to such an extent that, according to 
WHO estimates, it becomes the second most widespread disease worldwide in 2020 
(see, e.g., Bromet et  al., 2011; Murphy & Byrne, 2012; Vandeleur et  al., 2017; 
WHO, 2013/2017). Twenty percent to 33% of individuals with a depressive disorder 
develop a chronic course (Murphy & Byrne, 2012; Spijker, van Straten, Bockting, 
Meeuwissen, & van Balkom, 2013; Steinert, Hofmann, Kruse, & Leichsenring, 

1 This chapter is based on  former publications (e.g., Leuzinger-Bohleber, 2005; Leuzinger-
Bohleber, Hautzinger, et  al., 2019; Leuzinger-Bohleber, Kallenbach, et  al., 2020; Leuzinger-
Bohleber, Kaufhold, et al., 2019; Leuzinger-Bohleber, Solms, & Arnold, 2020).
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2014). Subjects with chronic depression are the most severely affected among 
depressive patients, with greater severity of depression, more frequent depressive 
episodes, higher rates of other psychiatric and physical comorbidities (Hung, Liu, & 
Yang, 2019; Klein, Shankman, & Rose, 2006; Murphy & Byrne, 2012; Vandeleur 
et al., 2017), and a longer duration of pharmacotherapy and a lower remission rate 
(Hung et al., 2019). Chronic depression is also associated with enormous suffering 
for those affected and their families and enormous direct and indirect health costs.

For a long time, depression was considered a disorder with a relatively good 
treatment prognosis, but this has changed in recent decades. Results from epidemio-
logical research showed that depression is often a recurrent disorder with a high 
relapse rate and becomes chronic. Fifty percent of the depressed patients suffer a 
relapse after the first depressive episode, 70% after the second episode, and 90% 
after the third episode. In addition, pharmacological and short psychotherapeutic 
cognitive-behavioral as well as short psychotherapeutic treatment approaches have 
proved to be far less successful than hoped: 50% of all depressed patients have a 
relapse after any form of short psychotherapy (see Blatt & Zuroff, 2005). Twenty 
percent to 30% of all depressed patients do not respond positively to drugs at all 
(see, e.g., Corveleyn, Luyten, Blatt, & Lens-Gielis, 2013; Huhn et al., 2014; Trivedi, 
Nieuwsma, & Williams, 2011). Of those with a positive response, one third has a 
relapse within 1 year, 75% within 5 years (see also Cuipers, Huibers, & Furukawa, 
2017; Steinert et al., 2014). For these patients, long-term psychoanalytic therapies 
or psychoanalyses may offer an alternative (see Leichsenring, 2008; Leichsenring 
& Rabung, 2011; Leuzinger-Bohleber, Hautzinger, et al., 2019; Leuzinger-Bohleber, 
Kaufhold, et al., 2019). In the representative DPV outcome study, e.g., around 80% 
of all the 402 former psychoanalyses patients or patients of long-term psychoana-
lytic therapies has shown sustained improvements in their psychopathological 
symptoms as well as in their object relations, professional quality, and life quality. 
Among them, there were 27% who had been diagnosed as depressed mostly in com-
bination with some personality disorders. To mention just one of the unexpected 
results of the study: 62% of the patients had been severely traumatized children of 
the Second World War (cf. Leuzinger-Bohleber, Stuhr, Rüger, & Beutel, 2003).

Although depression can be regarded as one of the psychoanalytically best inves-
tigated disorders, the differentiation between its various forms is by no means easy 
and not yet sufficiently understood. The older definition focused on psychogenic, 
endogenic, and somatogenic depression, and then DSM-IV and ICD-10 started 
from the descriptive-symptomatic level and arrived at dimensionally different disor-
ders (major depression, dysthymia, etc.). Without excluding the biological factors, 
in a psychodynamic understanding of depression, the forms are not fanned out cat-
egorically or dimensionally (see, e.g., Hill, 2009). Thus, as Sidney Blatt (2004) 
suggests, the different forms of depression can be located on a continuum ranging 
from the dysphoric mood of microdepression to severe depression.

According to Bohleber (2005, 2010), in social sciences, depression has advanced 
to a signature of our time, in which traditional structures and clear behavioral 
expectations have largely dissolved. Phenomena of delimitation and the enormous 
increase of individuums choices of life perspectives result in a loss of social security 
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and make one’s own identity the lifelong project of the individual. In his study, the 
French sociologist Alain Ehrenberg (2016) declares the exhausted self to be the 
disease of contemporary society, whose behavioral norms are no longer based on 
guilt and discipline, but mainly on responsibility and initiative. The late bourgeois 
individual seems to be replaced by an individual who has the idea that “everything 
is possible” and is marked by the fear for his self-realization, which can easily 
increase to the feeling of exhaustion. The pressure for individualization is reflected 
in feelings of failure, shame, and insufficiency and finally in depressive symptoms. 
For Ehrenberg, if neurosis is the illness of the individual torn apart by the conflict 
between what is allowed and what is forbidden, depression is the illness of the indi-
vidual inhibited and exhausted by the tension between what is possible and what is 
impossible. Depression thus becomes a tragedy of inadequacy (for the role of social 
and cultural factors in depression: see also Jimenez, 2019).

Such epistemological-clinical data and social-scientific analyses also challenge 
psychoanalysis to re-examine the issue of depression and evaluate the state of its 
research. In the meantime, the outcomes of psychoanalytic short-term therapies 
according to evidence-based medicine criteria have been confirmed by many studies 
(see, e.g., Abbass, Kisely, & Kroenke, 2009; De Maat et al., 2013; Driessen et al., 
2010; Fonagy, 2015; Kächele & Thomä, 2000; Shedler, 2010, 2015). Liliengren 
(2019) has collected 272 RCT studies in this field until now (see also the third edi-
tion of the Open Door Review, Leuzinger-Bohleber, Arnold, & Kaechele, 
2015/2019). In contrast, still only a few studies are available on the effects of long- 
term psychotherapies and psychoanalyses (see, e.g., Blomberg, 2001; Fonagy, 
Luyten, & Allison, 2015; Fonagy, Rost, et al., 2015; Grande et al., 2009; Huber & 
Klug, 2016; Knekt et al., 2011; Leichsenring, 2008; Leichsenring & Rabung, 2011). 
Therefore, in 2005, a multicenter research group of psychoanalysts and cognitive 
behaviorists decided to initiate a comparative psychotherapy study on the outcomes 
of cognitive-behavioral and psychoanalytic long-term treatments, the so-called LAC 
study. We conceptualized the study in close collaboration with the research group of 
Phil Richardson, Peter Fonagy, and David Taylor, who also—at that time—planned 
a study on the outcome of psychoanalytic long-term psychotherapies in difficult-to- 
treat depression, the so-called Tavistock Depression Study. We used a number of 
identical measuring instruments to compare the data from the two studies. Close 
collaboration was also established on the psychoanalytic conceptualization of 
depression. David Taylor had just written first versions of the Tavistock Treatment 
Manual for the treatment of difficult-to-treat, depressed patients. He agreed to train 
the psychoanalytic study therapists of the LAC study, a prerequisite for us to include 
psychoanalysts of various psychoanalytical orientations as study therapists.2

2 Already in the LAC study, we assumed that we wanted to investigate – in the sense of a naturalis-
tic study – psychoanalytic long-term treatments, as they are really carried out in the private offices 
in Germany, financed by the health insurance companies. Therefore, we assumed a thorough psy-
choanalytic training of the therapists and required at least 3 years of experience after completion 
of their trainings. The additional training in David Taylor’s manual then built on this “foundation 
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In the meantime, both the results of the Tavistock study (Fonagy, Luyten, & 
Allison, 2015; Fonagy, Rost, et al., 2015) and the LAC study (Leuzinger-Bohleber, 
Hautzinger, et  al., 2019; Leuzinger-Bohleber, Kaufhold, et  al., 2019) have been 
published.3 These and several other studies show the positive outcomes of long-term 
psychoanalytic therapies for depressed patients (see Sect. 7.2).4 The main focus of 
this chapter is an unexpected finding of the LAC study: around 80% of the chronic 
depressed patients had suffered from severe childhood trauma. We are summarizing 
these findings in Sect. 7.3 which have a high relevance for the transmission of 
trauma and depression to the next generation, as will be discussed in Sect. 7.4. An 
extensive case example will illustrate our empirical findings.

7.2  The LAC Study (Langzeitbehandlungen chronisch 
Depressiver): A Randomized Controlled Study 
Comparing the Outcomes of Long-Term 
Psychoanalytical and Cognitive-Behavioral 
Psychotherapies with Chronic Depressed Patients

The curiosity to find out more about the factors involved in psychoanalytic treat-
ment compared to long-term CBT, the threat of social denial of psychoanalysis, but 
also the interest of some CBT researchers in getting longer treatments financed by 
the health insurance funds were the reasons why an interdisciplinary research group 
decided in 2005 to initiate a multicenter study on the outcome of cognitive and psy-
choanalytic long-term treatment in chronic depressive patients, the LAC study 
(project chairs: M.  Leuzinger-Bohleber, M.  Hautzinger, M.  Beutel, G.  Fiedler, 

of psychoanalytic knowledge” and sensitized the study therapists to specific challenges in the treat-
ment technique of this difficult-to-treat group of patients.

It is well-known that for the acceptance of outcome studies in times of evidence-based medi-
cine, it is necessary to use treatment manuals. This also applies to psychoanalytic long-term treat-
ments. However, as we have discussed in various papers, these manuals have a different character 
from manuals for short-term psychoanalytic therapies. Especially, the group of chronically 
depressed patients requires a lot of creativity, originality, and flexibility from the psychoanalyst to 
reach the patient emotionally, to initiate a therapeutic process at all, as well as to work through the 
idiosyncratic unconscious conflicts and fantasies of the chronically depressed in the transference 
relationship. Nevertheless, the creative psychoanalyst will need to follow specific psychoanalytic 
treatment techniques that are described in a “manual.”
3 We thank David Taylor. Peter Fonagy, and Phil Richardson, who sadly died much too early, for 
their continuous support of the LAC study. We also thank all the patients, colleagues, and scientists 
who have been evolved in the LAC study as well as the DGPT, the DPV, the IPA, and Dr. von der 
Tann for the generous financial support of the study.
4 Of course, we still need more studies on the outcomes of psychoanalytical long-term therapies. 
Therefore, we are realizing of a replication study of the LAC study at the moment: the Multi-Level 
Outcome Study of Psychoanalyses of Chronically Depressed Patients with Early Trauma (MODE).
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W. Keller). The planning and implementation of the LAC study took place against 
the background of many controversial discussions (see, e.g., Leuzinger-Bohleber, 
Solms, & Arnold, 2020). For example, the research group opted for a design that 
combines a naturalistic study with an experimental one. In contrast to many studies 
of comparative psychotherapy research, in which for methodical and pragmatic rea-
sons, trained students or study therapists treated persons with precisely defined 
symptoms (often students) according to a manualized therapy method, in the LAC 
study, chronically depressive patients, as they are treated in private practices of 
psychotherapists in Germany today, were seen by experienced therapists in long- 
term psychotherapies. We expected that many of them had already undergone sev-
eral shorter therapies with only limited success, or even negative results, and 
therefore had a preference for a certain therapeutic procedure. They would therefore 
not be willing to be randomized for long-term treatment. Therefore, in the LAC 
study, they could choose between the two therapies, cognitive-behavioral therapy 
(CBT) and psychoanalytic long-term therapy (PAT). If they did not have a clear 
preference and were willing to do so, they were randomized. psychoanalytic ther-
apy (PAT).

In 2005, PAT and CBT had been the only forms of psychotherapy which—due to 
enough empirical studies of their efficiency—had been supported by the insurance 
companies in Germany. These treatments had been summarized here shortly (see 
Tables 7.1 and 7.2).

This basic CBT for depression could be extended for chronic depressed patients 
by additional intervention elements (e.g., situational analysis, skill training, self- 
disclosure). All study CBT therapists were well trained and state licensed. They saw 
patients regularly, either in their own private practice or as therapists in cooperating 
outpatient units. Furthermore, they all participated in an initiating workshop about 
CBT of chronic depression and were supervised throughout the study. Supervision 
was offered at each site by experienced senior CBT therapists. At each site, work-
shops were offered regularly (one per year) to the study therapists. Each therapy 
session has been taped, and a selection of tapes of each therapy have been rated to 
control for adherence to cognitive-behavioral therapy and for therapists’ competence.

Randomization of the patients, precisely described inclusion criteria, blind rat-
ers, reliable measuring instruments, manualized therapy procedures checked for 
their adherence, as well as the exact description of the samples, dropouts and applied 
statistical procedures, etc. belong to the criteria of the so-called evidence-based 
medicine. These criteria must be met in order for the studies to be recognized both 
in the world of psychotherapy research and in healthcare systems. Therefore, the 
research group of the LAC study tried to meet all these criteria.

In addition, the well-known epistemological and methodological concerns of the 
psychoanalytic community were taken seriously, and a multi-perspective approach 
to the therapeutic outcome of these “difficult-to-treat” patients was chosen. Thus, in 
the second main publication of the LAC study, one aspect of this complex problem 
was presented for discussion as an example: in the world of evidence-based 
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medicine, it is well-known that almost exclusively symptom changes are regarded 
as a success for psychotherapies, whereas psychodynamically, changes in the inner 
world of objects, so-called structural changes, characterize successful psychothera-
pies, because the goal of psychoanalytic treatments goes far beyond symptom 
changes and, as Freud postulated, is described as the ability to love, to work, and to 
enjoy life (cf., e.g., Leuzinger-Bohleber, Hautzinger, et  al., 2019; 

Table 7.1 Psychoanalytic psychotherapy

Psychoanalytic psychotherapy is well developed for severely and chronically depressed patients 
with comorbidity (see, e.g., Leuzinger-Bohleber, 2015b; Taylor, 2010). Psychoanalytic authors 
have considered depression in the context of developmental processes, particularly pathological 
processes determined by unconscious fantasies and conflicts concerning (a) a differentiated, 
integrated, and realistic basic feeling of self and identity; (b) the ability to engage in satisfying 
reciprocal interpersonal relationships; and (c) the ability to unfold one’s own creativity in work, 
developmental tasks matching the patient’s lifecycle, and satisfying management of everyday 
life situations. Discovering the unconscious determining factors due to failures in the 
development (archaic unconscious fantasies stimulated by traumatization, pathological 
relationships, burdened life situations, etc.) and working through idiosyncratic unconscious 
fantasies and conflicts due to developmental deficits and traumatization in the “here and now” 
of the therapeutic relationship is seen as indispensable for a long-lasting change of depressive 
symptoms. Thus, different forms of depression are not understood as clearly distinct entities 
due to specific genetic or neurobiological factors, but as products of complex interactions 
between genetic vulnerabilities and experiences in early relationships leading to pathological 
fantasies, developments, and adaptations. They constitute maladaptive attempts of the 
individual to cope with severe and lasting disruptions of his normal development. All 
psychoanalytic study therapists of the LAC study were trained in the Tavistock manual for 
treating chronic depressed patients in different workshops. This manual details psychoanalytic 
techniques to be applied with this group of patients, illustrated by clinical “anchor examples.” 
Pretested in a British trial with chronically depressed patients, it specifies a therapeutic 
approach, including establishing emotional contact, receptivity, and openness and identification 
of fears, activity, and work in the “here and now” and in transference. A psychodynamic model 
of the evolvement of chronic depression provides a background of specific interventions. 
Psychoanalysts have had at least 3 years of clinical practice, participated in regular supervision 
groups, and were asked to record at least 40 therapy sessions, to permit independent control for 
adherence and competence

Table 7.2 Cognitive-behavioral therapy

Cognitive-behavioral therapy for depression followed a widely used and well-accepted CBT 
manual. Nearly all licensed behavioral therapists are familiar with this manual and material and 
have received formal training in using the manual. In general, CBT with depressed patients 
follows five phases within 25–45 sessions: Phase 1, development, biographical information, 
problem analysis, goals, psycho-education, rationale for treatment, explanation of intervention 
steps; Phase 2, behavior-oriented interventions, activation, increasing pleasant activities, 
balance of negative and positive activities, situation analysis, structuring day and week; Phase 
3, cognitive interventions, thought control, focus on automatic thoughts and alternatives, 
influence basic assumptions and schemata; Phase 4, skill training, social skills, problem- 
solving skills, communication skills, role-play, stress management, etc.; Phase 5, maintenance, 
prepare for crisis and beginning depression, relapse prevention, transfer into everyday life
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Leuzinger-Bohleber, Kaufhold, et al., 2019). Therefore, symptomatic and structural 
changes were compared and contrasted in the LAC study (cf. Kaufhold et al., 2019).

In the meantime, the Canadian Journal of Psychiatry (Leuzinger-Bohleber, 
Hautzinger, et al., 2019) has published the main results concerning symptomatic 
changes. In a second article in the International Journal of Psychoanalysis, the 
results of symptomatic and structural changes were compared (Kaufhold et  al., 
2019; Leuzinger-Bohleber, Kaufhold, et al., 2019). In addition, the modifications of 
the two English articles with comments by Peter Fonagy (psychoanalyst) and John 
Clarkin (behavioral therapist) were made available to a German readership in a 
special issue of PSYCHE in February 2019.

Therefore, in this chapter, I can refer to the publications already published and 
limit myself to a summary of the methodological approach and the results both with 
regard to the symptom and the structural change.

7.3  Summary of the Design and the Main Results 
of the LAC Study

The LAC depression study is the first to compare the long-term effectiveness of 
cognitive-behavioral therapy (CBT) and psychoanalytic therapy (PAT) of chronic 
depressed patients with a study design that investigates the influence of treatment 
preference in contrast to randomized assignment. The aim of the study is to compare 
those two treatments according to their short-term and long-term effects on different 
outcome variables regarding depressive symptoms, remission rates, the level of psy-
chosocial outcome variables, etc. The authors hypothesize that both treatments lead 
to symptomatic improvements, whereas PAT starts more slowly than CBT but 
achieves more stable effects (measured by the primary outcome instruments, BDI, 
and QIDS-C) (Beutel et  al., 2012). Figure 7.1 shows the scope and sequence of 
assessments.5

We have published the CONSORT diagram with detailed analyses of the recruit-
ment of the patients, the reasons for being excluded from the study, and how many 
of the patients remained in the study (see Leuzinger-Bohleber, Hautzinger, et al., 
2019). A total of 554 patients were interviewed. Of those, 252 patients were included 
in the study. Study patients were followed for 3 years receiving preferred or ran-
domly assigned treatment. Typical for a naturalistic treatment setting, treatment 
ended upon mutual agreement of therapist and patient. Based on the total sample of 

5 We decided to publish the first outcome paper after 3 years after beginning of treatment for differ-
ent reasons: the research group of the LAC study had been working already for 15 years. Therefore, 
it was absolutely necessary to have the main outcome results now published. This makes it possible 
for the younger members of the research group to publish further results, e.g., in the frame of their 
doctoral theses, etc. – this means that some few psychoanalytic treatments are still ongoing and 
that not all patients have been investigated 5 years after the beginning of treatment.

7 The LAC Study: Chronic Depression and Relationship to Childhood Trauma
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252 study patients, at least one outcome criterion (BDI or QIDS) was available 
(indicating that the patients still were included in the study) for 73.4% after 1 year, 
63.9% after 2 years, and 65.5% after 3 years. Compared to other studies, this is a 
good response rate (see, e.g., Fonagy, Luyten, & Allison, 2015; Fonagy, Rost, 
et al., 2015).6

The baseline demographic and clinical characteristics of all study subjects have 
been published in detail (see Leuzinger-Bohleber, Hautzinger, et al., 2019). Patients 
suffered from chronic depression of high current symptom severity (BDI 32.1 
points; QIDS-C 14.3 points). These scores corresponded to percent rank above 
75 in large samples of depressed patients. The majority had long sick leaves from 
work due to their depression during the past year. More than 70% had had previous 
psychotherapies, some even four and more treatments. More than one third of our 
sample had been admitted to inpatient psychotherapy. Thirty-six percent were on 
antidepressant medication. According to DSM-IV, 58.3% fulfilled MDE criteria of 
a major depression (MDE), 12.3% suffered of dysthymia, and 29.4% were diag-
nosed with double depression. It proved to be much more difficult to recruit patients 
who were willing to be randomized than originally expected. In spite of enormous 

6 The homogeneity of the sample was tested by the methodological center (see Leuzinger-Bohleber, 
Kallenbach, et al., 2020; Leuzinger-Bohleber, Solms, & Arnold, 2020).
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Fig. 7.1 Data assessment: LAC study
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efforts, only 88 subjects could be randomly assigned to one of the two psychothera-
pies, while 164 subjects were assigned according to their treatment preference.

Treatment effects by self-report (BDI) and blinded expert rating (QIDS-C) over 
the course of 3 years were analyzed using linear mixed models. Thus, we were able 
to include N = 252 patients into our study. The dependent variables were the BDI 
and QIDS-C scores of the patients 1, 2, and 3  years after treatment starts (time 
points T4, T6, T8). Time points of observation and the four treatment groups of the 
patient (CBT, PAT, randomized, preference) were included as independent vari-
ables. Intake of medication was controlled based on the baseline findings.

7.4  Findings on Symptomatic Changes 
in Long-Term Psychotherapies

Both psychotherapies achieved a significant reduction of symptoms in these patients, 
who were often had been ill for a long time. After only 1 year, the BDI score of 32.1 
points decreased by 12.1 points, and after 3 years, by as much as 17.2 points (self- 
assessment by patients). The effect sizes were very high: d = 1.17 after 1 year and 
d  =  1.83 after 3  years. Analogous results were shown in the assessments of the 
independent blinded raters with regard to the form of treatment. The QIDS-C score 
decreased from 14.1 to 7.1 in the first year and further to 7.0 in 3 years after the start 
of treatment. The effect sizes were also very high: they increased from d = 1.56 after 
1 year to d  = 2.08 after 3 years after the start of treatment. The remission rates 
achieved are better than in other studies: 39% of patients showed full remission after 
only 1 year, and 61% after 3 years of treatment. Chronically depressive patients 
therefore benefit from long-term psychotherapy.

Psychoanalytic as well as cognitive-behavioral therapy thus achieved sustained 
improvements of depressive symptoms of chronic depressed patients, but of course, 
critical evaluators will argue that psychoanalysis needs more sessions for achieving 
this symptomatic improvement.7 Over the 3 years, PAT had a total of 234 sessions 
on average, while CBT had only on average a total of 57 sessions during the study 
period. PAT patients were in treatment for up to 36 months, while last CBT patients 
ended treatment after 15 months.

7 We tried to keep the dose of the treatments comparable during the first year—afterward the treat-
ments should continue according to the needs of the patients and the conceptualization of the treat-
ments by the therapists (e.g., CBT followed the guidelines of a so-called relapse prevention 
therapy). According to the study protocol, PAT should not offer more than 80 sessions, CBT not 
less than 60 sessions during the first year of treatment. Our data showed that the therapists followed 
more their naturalistic practices than the study protocol: PAT had a mean of 80.4 sessions (SD 
27.8) during the first year of treatment, while CBT had only a mean of 32.5 (SD 9.0) therapy 
sessions.

7 The LAC Study: Chronic Depression and Relationship to Childhood Trauma
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In the discussion of our first outcome paper focusing on symptomatic changes, 
we have argued as follows:

PAT and CBT offered different intensities and durations of treatment due to their divergent 
theoretical conceptualizations of chronic depression and of the treatment process (…). In 
order to determine if improvements were due to common factors such as contact over time 
with the therapist or specific factors associated with each treatment modality (e.g., struc-
tural change in PAT) we will identify moderator and mediator variables for successful out-
come of PAT, respectively CBT.  We have included a comprehensive set of secondary 
outcome criteria such as structural change, social adaptation, quality of social relationships 
and therapeutic alliance to be used in such analyses (…). Future analyses will also scruti-
nize sub-groups of chronically depressed patients who improved more in PAT or in CBT 
and how they differ from patients with less favorable outcomes. This will offer important 
insights into the relevant question, which chronically depressed patients need which kind 
and amount of treatment (…). Analyses of direct and indirect costs of these treatments will 
also be done in future publications. (Leuzinger-Bohleber, Hautzinger, et al., 2019, p. 8)

Therefore, several additional analyses of the data of the LAC study are in progress 
and will be published soon. As already mentioned: one paper concerning the second 
outcome measures, investigating one further dimension of psychic transformations, 
the so-called structural changes in both treatments, has already been published and 
is considered as the second main outcome paper of this large study (Kaufhold et al., 
2019; Leuzinger-Bohleber, Hautzinger, et al., 2019). In this context, we can only 
summarize the main findings:

7.5  Findings on Structural Changes 
in Long-Term Treatments

Following the psychoanalytical conceptualization of depression, chronic depressed 
patients suffer from pathological self- and object representations connected to 
unbearable emotions (despair, helplessness, hopelessness) and chronic dissociative 
states of the mind. Modifying structural deficits in the self-object representations 
takes time and an intensive working through in the professional “corrective” emo-
tional relationship to the psychotherapist. These sustaining psychic transformations 
or so called structural changes are described in detail in other publications (Kaufhold 
et  al., 2019; Leuzinger-Bohleber, Hautzinger, et  al., 2019; Leuzinger-Bohleber, 
Kaufhold, et al., 2019). Thus, structural changes have been one of the central sec-
ondary outcome measures. We have measured them by the Operationalized 
Psychodynamic Diagnostics (OPD) and the Heidelberg Structural Change Scale 
(HSCS) (vgl. Rudolf et  al., 2012, detailed description in Kaufhold et  al., 2019; 
Leuzinger-Bohleber, Hautzinger, et  al., 2019; Leuzinger-Bohleber, Solms, & 
Arnold, 2020). With these instruments, the increasing awareness of patients for their 
psychodynamically significant unconscious fantasies and conflicts was examined, 
which is regarded as an important prerequisite for structural changes in the sense of 
HSCS. Even if it is not yet possible to record lasting changes in therapy after 3 years 
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after the beginning of treatment, the results indicate differences between patients in 
psychoanalytic and long-term behavioral therapy already at this time point.

The intrapsychic conflicts or structural deficits assessed at the beginning of treat-
ment did not differ between CBT and PAT. The frequencies of the focuses identified 
by the raters blinded to the treatment condition in both treatment groups corre-
sponded to psychodynamic conceptualizations of chronically depressed patients 
(cf., e.g., Leuzinger-Bohleber, 2015b): problems in connection with the structural 
dimensions of “self-regulation,” “internal communication,” and the conflict focus of 
“care versus self-sufficiency.” According to the HSCS thesis, changes in the con-
scious perception of these focuses can lead to sustaining psychological transforma-
tions in depressive patients in the sense of structural changes. One year after the 
start of treatment, the proportions of structural changes between PAT (26%) and 
CBT (24%) were only insignificantly different. After 3 years, at 60%, more patients 
in PAT met the criteria for a structural change in comparison to CBT (36%)—analo-
gous to the objective in these treatments. In the control of baseline HSCS, sex and 
age, the treatment arm remained a highly significant predictor of structural changes; 
in general, the therapy procedure was able to predict the structural changes. In PAT, 
these changes were significantly more frequent than in CBT 3 years after the start 
of treatment. Further analyses showed that the structural changes defined by OPD/
HSCS are also a predictor of symptomatic changes. As the interaction of therapy 
formed and structural change showed, after 3 years, there was a stronger correlation 
between structural changes and reduction of depressive symptoms in PAT 
than in CBT.

Thus, structural change, defined by increasing awareness of psychodynamically 
relevant unconscious intrapsychic conflicts and deficits in mental structure, proved 
to be particularly relevant for long-term psychoanalytic psychotherapies. In line 
with the model of Lane, Ryan, Nadel, and Greenberg (2015), a structural change 
requires a high emotional intensity in the therapeutic relationship and takes time. 
The psychoanalytic technique of working intensively with patients in the therapeu-
tic relationship over a long period of time can create an extraordinary opportunity to 
activate emotions and associated “embodied memories” of unconscious, early trau-
matic experiences. They learn to endure them in the therapeutic relationship and—
thanks to the analyst’s containment and holding function—to relive them emotionally 
in their hitherto unbearable intensity. This makes these memories accessible to a 
common understanding. These activations and the therapeutic working through 
make it possible to observe in detail the specific influence of traumatic experiences 
on current conflicts and emotional experiences in transmission with an emotional 
intensity and liveliness that, according to Lane et al. (2015), is difficult to achieve 
with other psychotherapeutic methods.8 As illustrated in a detailed case study 
(Leuzinger-Bohleber, Hautzinger, et al., 2019, p. 113 ff.), traumatization and the 
unconscious fantasies stimulated by the traumatic loss could be integrated into a 

8 In the replication study of the LAC study, MODE, we are systematically investigating these 
hypotheses applying a broad range of psychological, psychoanalytical, and neurobiological mea-
surements (see Peterson et al., 2019).
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more mature self and identity, which were no longer unconsciously determined by 
past traumatization and associated fantasies and conflicts (cf., e.g., Bohleber & 
Leuzinger-Bohleber, 2016; Negele, Kaufhold, Kallenbach, & Leuzinger- 
Bohleber, 2015).

These are possible explanations as to why structural changes were observed 
more frequently in patients in PAT after 3 years of treatment than in the CBT group. 
We expect structural changes to continue to consolidate in the upcoming analysis of 
the LAC study data 5 years after treatment initiation. It is currently being examined 
whether these changes are associated with a reduction in incapacity to work, one of 
the sources of the enormous indirect health costs associated with chronic depres-
sion. Shedler (2010) summarized as follows: “Especially noteworthy is the recur-
ring finding that the benefits of psychodynamic therapy not only endure but increase 
with time, a finding that has now emerged from at least five independent meta- 
analyses […]. In contrast, the benefits of other (non-psychodynamic) empirically 
supported therapies tend to decay overtime for the most common disorders” 
(p. 101 f).

From a cognitive-behavioral perspective, we need to understand by what mecha-
nisms deeply ingrained maladaptive behavior patterns are influenced by less inten-
sive intervention. The mechanism of change should be different between CBT and 
PAT or structural changes can be achieved by more confronting, active, focused 
interventions. We have assessed study patients with identical batteries of tests and 
interviews. This should make it possible to take a step closer to answer such 
questions.

Therefore, we hope to gain further insights through the ongoing detailed data 
analyses as to which of the chronically depressed patients are more likely to be 
treated with psychoanalytic long-term therapy and which with cognitive-behavioral 
long-term therapy. We owe this to these seriously ill people and their years of suf-
fering: the times of horse racing between different psychotherapy schools and the 
associated fantasy of omnipotence, that one certain approach is suitable for every 
patient, are over.

7.6  Childhood Trauma and Depression: Some 
Psychoanalytical Considerations

As mentioned above, one of the unexpected results of the LAC study was the strik-
ing accumulation of early trauma in the sample of chronically depressed people. 
Alexa Negele (2015) has dedicated her doctoral thesis to this topic. Three hundred 
forty-nine chronically depressed patients who had been seen during the screening 
for the LAC depression study completed the Childhood Trauma Questionnaire, a 
self-report measure of traumatic experiences in childhood. Seventy-six percent of 
the depressed patients reported clinically significant histories of childhood trauma. 
Thirty-seven percent of the depressed patients reported multiple childhood 
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traumatization. Experiences of multiple trauma also led to significantly more severe 
depressive symptoms. Stepwise multiple regression analysis suggested that child-
hood emotional abuse and sexual abuse were significantly associated with a vulner-
ability to chronic depression in adulthood. Clinical implications suggest a precise 
assessment of childhood trauma in chronically depressed patients with a focus on 
emotional abuse, sexual abuse, and multiple trauma.

Negele et  al. (2015) summarize the findings: “Women reported significantly 
more frequent of childhood trauma in general and of emotional and sexual abuse in 
particular.” McGrath, Keita, Stickland, and Russo (1993) pointed to the higher risk 
of victimization in women and estimated childhood abuse in women at 21.7–37%. 
Lampe’s (2002) review on childhood trauma confirmed that women suffered more 
frequently from sexual abuse than men. Scher, Forde, McQuaid, and Stein (2004) 
showed that women were nearly twice as likely to report emotional abuse and were 
nearly four times as likely to report sexual abuse. Arnow, Blasely, Hunkeler, Lee, 
and Hayward (2012) examined the moderating role of gender on the association 
between childhood trauma and depression, yet found no gender differences. 
However, they also identified significantly more women than men reporting histo-
ries of emotional abuse and sexual abuse.

Furthermore, our results suggest a substantial influence of multiple childhood 
trauma on a chronic course of depression in adulthood. Thirty-seven percent of our 
patients reported a history of multiple childhood trauma; additionally, 18.1% 
achieved thresholds on at least two subscales. Also in line with other studies (e.g., 
Widom, DuMont, & Czaja, 2007), the patients reporting multiple childhood trauma 
showed greater symptom severity suggesting a dose-response relationship between 
childhood trauma and chronicity of depression. Co-occurrences of childhood trauma 
and its possible effects being synergistic or additive (Fischer & Riedesser, 2009; 
Teicher, Samson, Polcari, & Andersen, 2009) due to cumulative, sequential, simul-
taneous, and/or complex (Herman, 1992; van der Kolk, 2005) impacts may be spe-
cifically relevant in chronically depressed patients.

Though childhood abuse can be viewed as a relatively nonspecific risk factor for 
later psychopathology, specific contributions of certain types of childhood trauma to 
the vulnerability of different forms of psychopathology were repeatedly reported. 
Our results show that emotional abuse with 61% was reported most frequently. 
Additionally, 25% of the patients reported sexual abuse. Contrastingly, 15% emo-
tional abuse and 12.6% sexual abuse were found in a representative German survey 
study on the prevalence of childhood trauma (Häuser, Schmutzer, Brähler, & 
Glaesmer, 2011). Regression analysis showed emotional abuse and sexual abuse to 
be specifically related to chronic depression. Yet, both types only accounted for a 
poor amount of variance (4–6%), hence providing solely limited explanatory power.

Stress childhood sexual abuse as a serious relational trauma and conceptualize 
childhood sexual abuse itself as multiple trauma (p. 303). Wetzel (1998), for exam-
ple, found that 64.3% of sexually abused participants were at the same time physi-
cally abused. Molnar, Buka, and Kessler (2001) examined the relation between 
childhood sexual abuse and later psychopathology and reported significantly higher 
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percentages of women and men with lifetime dysthymia (15.7% and 12.5%) and 
depression (39.3% and 30.3%) among those reporting of childhood sexual abuse. 
Briere and Elliott (1994) link experiences of childhood sexual abuse to disruptions 
in the development of a sense of self again causing difficulties in relating to others. 
The study of Molnar et al. (2001) showed the highest odds ratios of rape by family 
members for PTSD. Unfortunately, the CTQ subscale for sexual abuse lacks infor-
mation on perpetrators and the victims’ relations to them, so conclusions on familial 
vs. nonfamilial sexual abuse cannot be drawn.

Experiences of emotional abuse characterize an atmosphere of being related to 
others. In this sense, depression can again be related to trauma as a “relational” 
term. Attachment theory (e.g., Bowlby, 1980), processes of identification and intro-
jection, or the herein comprised loss of a sense of worth, well-being, or self-efficacy 
(…)9 might explain its strong connection to a more chronic course of depression. It 
marks, as to the disruption of one’s capacity to ascribe meaning in trauma, the loss 
of a basic sense of trust and an enduring shock of one’s understanding of the outer 
and the inner world (Bohleber, 2010). In addition, emotionally abused children may 
attribute more negatively which may lead into the development of a more general 
negative attribution style again leading to depression (…).

For example, Gibb and Alloy (2006) investigated the potential of emotional 
abuse to change children’s inferential styles in a sample of 140 children of parents 
with a depression history. They found that emotional abuse was significantly related 
to changes in children’s inferential styles regarding consequences and 
self-characteristics.

Our findings suggest implications for clinical practice. Clinicians should pre-
cisely look for the presence of childhood trauma in chronically depressed patients 
being aware of its possible prognostic implications. Especially emotional abuse, 
sexual abuse and multiple traumatic experiences may lead to a more chronic course 
of depression. Nonetheless, a group of likewise severely depressed patients report-
ing histories of childhood trauma subthreshold as conceptualized within this study 
remained. This underlines that childhood trauma may only be one central pathway 
leading to chronic depression in adulthood (…). Depression summarizes a group of 
highly complex mental disorders that have to be diagnosed precisely and treated 
cautiously in consideration of its origins” (Negele et al., 2015, p.).

Fortunately, the long-term influence of trauma and depression is now increas-
ingly discussed in the more recent psychoanalytical literature (overview in Bohleber, 
2005, 2010). Hugo Bleichmar (1996, 2013) also mentions severe trauma in his fre-
quently cited model as a possible path leading to depression (see Fig. 7.2).

In most cases, this refers to traumatization in connection with man-made disas-
ters. However, recently some authors have also discussed the fact that patients who 
suffered from severe organic diseases (such as polio) as children often suddenly fall 
into dissociative states in certain situations, as they are unconsciously reminded of 
previous traumas. Recognizing such conditions and assigning them biographically 

9 References see original publication by Negele et al. (2015).
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has proven to be indispensable for the therapeutic process of these patients. 
Therefore, we have argued in some papers that the approach to such “historical- 
biographical truths” (i.e., the reconstruction of traumatizations suffered) is as neces-
sary for the psychological recovery of these patients as the re-experiencing and 
working through of the traumatizations in the transference relationship with the 
analyst (cf. in addition, among others, Bohleber & Leuzinger-Bohleber, 2016).

Recognizing and working through traumatization in the treatment process not 
only is of central importance for those affected but can also help to ensure that the 
unconscious transmission of traumatization to the next generation can be mitigated 
and in the best case interrupted, as will be discussed in the following section.

7.7  The Transgenerational Dimension 
in Psychoanalytic Treatments

Studies from various neighboring disciplines also discuss the connection between 
trauma and depression and possibilities of transgenerational transmission of family 
burdens (overview in Böker, 2006). As already discussed in several papers (e.g., in 
Leuzinger-Bohleber, 2015b), the psychoanalytic knowledge on the short- and long- 
term effects of severe traumatization comes mainly from clinical work with survi-
vors of the Shoah and their children and grandchildren (cf., e.g., Abraham & Torok 
1972/2001; Bose, 1995; Cournut, 1988; Faimberg, 1987; Keilson, 1991; Khan, 
1964; Krystal, 1988; Laub, 2005). What the victims of the Shoah experienced 
exceeds the imagination of all of us. The incomprehensibility of trauma can only be 
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described in a rough approximation in psychoanalytical and scientific terms such as 
“massive psychic trauma” (cf., e.g., Krystal), sequential (Keilson), or cumulative 
traumatization (Masud Khan).

Another source of knowledge on the mechanisms of the transgenerational trans-
mission of trauma is studies in the field of epigenetics, which cannot be discussed 
further in this context (see, e.g., Leuzinger-Bohleber & Fischmann, 2015). Instead, 
we conclude by illustrating the transgenerative dimension of depression and trauma 
with two case studies, one from the pilot phase and the other from the main 
LAC study.

7.8  Identified with a Mother Traumatically Raped by 
a Soldier in the Second World War (Mrs. B)

Mrs. B. had a depressive breakdown in her early fifties. She was not able to work 
anymore, was highly suicidal, and suffered from severe sleeping and eating disor-
ders. In her long psychoanalysis, she finally reported that she was sexually abused 
by her uncle from her 14th to 20th years of life. She had eight abortions during 
10 years in her late adolescence often after violent, dangerous sexual experiences 
which she unconsciously seemed to look for.

Finally, in her psychoanalysis, it was understood that the sexual abuse as well as 
her dangerous sexual acting out during her late adolescence unconsciously—
among others—were connected to embodied memories of a violent rape which she 
had witnessed as a 3-year-old kid. Her mother was raped in 1945 by Russian sol-
diers after the occupation of Berlin. The mother was severely traumatized and 
depressed after this event as well as due to other traumatizations during the Second 
World War. To mention just one detail: after she got the message that her husband 
was missed at the Russian front in 1942, she had a psychic breakdown and had to 
be hospitalized. Her baby, Mrs. B., had to be taken care by her grandmother, a hard 
and convinced National Socialist who, according to the educational philosophy of 
that time, refused to emphasize with the basic “weak” needs of her granddaughter. 
Thus, Mrs. B.—another “child of the war”—also had an early separation trauma. 
She also was unconsciously identified with her depressed primary object and suf-
fered from heavy guilt feelings and the unconscious conviction that she did not 
deserve living her own life, having her own children, and being happier than her 
depressed and traumatized mother.

I have described the complex unconscious determinants of the severe depression 
of Mrs. B. extensively in another paper (Leuzinger-Bohleber, 2018, p. 134 ff.). In 
this context, I only want to support the findings of the studies just mentioned that 
sexual abuse in connection with other early childhood trauma had been central 
unconscious causes for the severe depression of Mrs. M. even decades later.
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7.9  My Parents as well as My Son Were Lying with Me 
on the Couch …” (Mr. X)

The transgenerational dimension in the psychoanalysis with Mr. X was particularly 
impressive. He had been suffering from severe depression for 25 years and belonged 
to the group of patients who do not seem to be helped by short therapies and most 
psychotropic drugs and whose relapses of the depression repeat themselves at ever 
shorter intervals and increase in intensity. Mr. X is his parents’ only child. It is 
known about his early history that he was a “cry baby.” The parents were obviously 
very helpless and went to a pediatrician who advised them not to pay attention to 
the baby and to let him cry out … “This strengthens the lungs ….” In the first months 
of psychoanalysis, he describes his parents as affectionate and caring and turned 
toward him, but especially in their dealings with their grandson, it turns out more 
and more that both have a serious empathy disorder: the mother also suffers from 
migraine and a quite pronounced obsession to clean. The father also complains 
about a number of psychosomatic symptoms and, like Mr. X, had a “nervous break-
down” in a stress situation at work.

Mr. X comes from a in many respects “typical German family of the twentieth 
century.” Both parents experienced the Second World War as adolescents and still 
remember vividly how they suffered as children under the rigid National Socialist 
educational ideology. One of his grandfathers had lost an arm in the First World 
War. He was irascible and often brutally beat the children. Mr. X’s mother had to 
undergo an intestinal operation when the patient was 4 years old. This was the rea-
sons why her son was given for several weeks to a children’s recreation home, which 
was apparently run according to educational principles still in use from the Nazi 
era. In psychoanalysis, X found out what a traumatic experience the stay in the 
home had been for him. In psychoanalysis, it becomes clear that through the trau-
matic separation from his love objects, he had largely lost the basic trust in his inner 
objects and his self-agency and lived for years in a dissociative state. In many 
dreams of the initial phase of psychoanalysis, he experiences himself in danger of 
death, alone and full of panic fear and despair. Here is just one example:

“I see a badly injured man lying by the side of the road – his intestines are hang-
ing out and everything is drenched of blood … A helicopter appears. It is still 
unclear as to whether the man is being shot at, or whether he is being helped. 
Somebody appears and claims that the man has died. I notice that the man is still 
alive and that he opens his eyes and says: “Why is nobody coming to my aid?” A 
woman hands him the lid of a cooking pot – which he is meant to place over the 
wound … I wake up in a state of panic …” (Leuzinger-Bohleber, 2015a, p.  2). 
Despite the dissociative mental states and his social isolation, X was a good stu-
dent, first completed an apprenticeship and later a course of study. In adolescence, 
he had a psychosomatic breakdown, which his parents diagnosed as a growth crisis 
and tried to help him with a vitamin cure. At the age of 15, he found his first girl-
friend. His condition improved. But when he separated from her at the age of 22, 
this triggered—completely unexpected for him—severe psychosomatic reactions. 
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When his girlfriends separated later, they intensified, until he finally suffered a dra-
matic breakdown at a party in honor of a new girlfriend: he had to be admitted to 
the clinic because of hyperventilation (panic attack).

At the beginning of psychoanalysis, he was married to a woman from a non- 
European country and had a 3½-year-old son. The last severe depression (2½ years 
ago) was triggered when his wife, in a state of physical exhaustion, attacked him 
coldly and unempathically after months of double strain due to the renovation of the 
shared apartment and accused him of endangering his son’s life because he crawled 
toward an open paint can. Mr. X could not defend himself against this attack. The 
next morning, he awoke with a severe, unbearable depression.

The son is literally lying on the couch. Impressively, it is the patient’s relation-
ship to his son that shows his analyst after 3 months that psychoanalysis has an 
effect on Mr. X.  These weeks are characterized by violent acts of aggressive- 
destructive conflict in his marriage. The little son is often exposed to extremely 
aggressive conflicts between the parents. The dynamics of the first weeks fill me with 
great concern and doubt as to whether psychoanalysis can really reach Mr. P.’s 
inner world. To my astonishment, Mr. X finally managed, after 3 months of treat-
ment, to get the now almost 4-year-old son to sit on the potty and renounce his 
diaper, a hint for me that Mr. P. can somehow use psychoanalysis to strengthen his 
fatherly functions. At this time, his son seems to represent a kind of self-object of the 
patient: in the panic and the desperate cry of the child, Mr. X recognizes his own 
affects as a child and at the same time seeks the experience that he is able to comfort 
and calm the little one, a beginning attempt to differentiate between his infantile, 
traumatized self and the adult one.

When his wife leaves him and his son after 3 months of treatment because of a 
sexual affair, he is flooded with panic and despair, can hardly sleep, and needs his 
parents to take care of his son. Surprisingly, the child comes to rest during these 
weeks and, according to the kindergarten teachers, develops positively: he over-
comes his selective mutism and carefully begins to find his way out of his social 
isolation.

The process of differentiation between self- and object representation seems to 
develop continuously. Around the middle of the second year of treatment, Mr. X tells 
the following dream:

We were on a walk in the forest. A kind of teddy bear accompanied us. Suddenly the bear 
turned into a dangerous lion. I grabbed the son and fled. The lion followed us. At the last 
moment I found shelter in a doghouse - I could hardly fit in …

The associations show that he flees together with his son to the “children’s hut” and 
“leaves the woman to the lion to eat”—a dream image that Mr. X can place in con-
nection with his desire for revenge and death against his wife (but also against his 
primary objects and me as a transference figure). The dream image again contains 
the lack of inner separation from his son, who at this time still seems to be predomi-
nantly an infantile alter ego, or a narcissistic self-object of the analysand.

In the course of the treatment, inner boundaries between him and his son gradu-
ally stabilize. It seems to me that this makes it possible to release the son 
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increasingly from a transgenerational obligation to repeat. Although he—con-
sciously—has always protected the son from separations in order not to expect him 
to suffer a similar separation trauma as he himself experienced it, he could only 
inadequately develop a trialogue (concept from Dieter Bürgin and Kai von Klitzing) 
with his baby and his mother and thus support him as an early triangulating object 
or later during the oedipal phase in the separation from the motherly primary 
object, which is probably one of the reasons why his son—like the patient—devel-
oped into a dreamy, socially withdrawn, anxious latency child.

Decisive for a progressive development is, among other things, the recognition 
and working through of ambivalent feelings toward his objects—in the third year of 
treatment, he tells a frightening nightmare in which he sees the body of his son 
swimming past in an aquarium. The associations lead to his death wishes toward 
his son. “Without him I would have divorced my wife a long time ago and started a 
new life—sometimes I feel as dependent on him as I did as a small child on my par-
ents who put me in a home ….”

Another dream from the third year of psychoanalysis illustrates the inner trans-
formations of his relationship to his son:

I was in kindergarten. There were many children there - a warm, lively atmosphere. A boy 
sat on my lap - we joked with each other like men do with each other. I hugged him. To my 
surprise, it wasn’t my son, it was another boy. My son’s teacher was also present. He was 
full of admiration when he watched me - I was very happy. But suddenly I looked more 
closely at the boy and saw beetles and a black spider crawling out of his eyes - it was ter-
rible, scary and threatening, the boy was completely transformed. He looked pale and ill 
and had deep dark rings under his eyes. - I was shocked and woke up, panic-stricken …

His first association is as follows: “The eyes are the window to the soul …” Then 
the abrupt mood swings of his wife occur to him. A few weeks ago, after a long hesi-
tation, he finally went to a public educational counselling center, because his son, 
now almost 10 years old, was still sleeping in his mother’s bed. He himself had not 
been in a position to set boundaries to his wife’s overwhelming and seductive 
behavior. The counsellor described his wife as having a borderline personality, 
since from one moment to the next, she could transform herself from a charming, 
gentle woman into a raging, screeching, and violent witch who lost control of her-
self and her affects ….”

“And in a dream, a relaxed, happy atmosphere suddenly turns into a threatening, 
horrible, and repulsive situation—the normal, lovable boy mutated into a very sick 
child. Could it be that you are unconsciously worried that your son might get as sick 
as your wife?” (Analyst). Mr. X was silent before finally saying: “At the same time, 
I think that the boy in the dream could also be a part of me … Suddenly I am over-
whelmed by my unbearable chronic whole body pain and feel like a miserable, seri-
ously ill and helpless child ….”

In the following sessions, we carefully approach the previously unbearable inner 
truth that not only his wife is seriously ill and often loses control over herself and 
her affects, but that he himself carries within him an analogous, threatening, eerie, 
and dangerous inner world—which harbors black spiders and hideous insects. 
Gradually, it becomes possible to recognize and understand the projections and 
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projective identifications in his relationship to his wife—and also to the analyst. 
Only now is it possible for Mr. X to perceive his own archaic impulses and death 
wishes toward women, who had often appeared in his dreams, and to integrate them 
at least partially psychically (cf. Leuzinger-Bohleber, 2015a).

7.10  Some Further Remarks on the Transgenerational 
Transmission of Trauma

Regular high-frequency psychoanalysis ended after a good 5 years. Since the mar-
riage situation worsens dramatically shortly after the end of the psychoanalysis, we 
arranged further weekly session (often by phone) which enabled me to receive regu-
lar information on the further development of Mr. X and his son.

In brief:
The marital relationship sometimes reminded me of a communicating tube: the 

more stable Mr. X felt, the more unstable his wife became. She increasingly devel-
oped the image of a manifest borderline personality. Again there were frequent 
scenes of violence: finally, Mrs. X attacked her husband with a knife so that he 
called the police, and Mrs. X was admitted to the psychiatric clinic. Finally, she 
accepted medication …. During the following weeks, Mr. X’s self-esteem was deter-
mined by his ability to cope with “real life with a child.” “I’m no longer the little 
child who collapses completely without his mother and can’t get anything together 
anymore ….”

The real separation from his sick mother led to an impressive development of the 
son. He overcame the secondary enuresis he had been suffering from for a year, a 
symptom that had strikingly intensified his shyness, social withdrawal, and retreat 
into an increasingly dangerous computer gaming addiction. This was, in my opin-
ion, related to his mother’s difficulty in releasing him from a pathological relation-
ship with her. Mr. X’s helplessness in supporting his son in his process of separation 
from his primary object was probably another reason for the transgenerational 
transmission of his separation trauma to his son, so now, 6 years after the beginning 
of his psychoanalysis—Mr. X’s observation of his son’s progressive development 
was an important motive for initiating divorce despite serious feelings of guilt and 
the still massive fears of separation. The wife was admitted to a psychiatric institu-
tion and cared for by social workers and psychiatrists. The Youth Welfare Office 
offered the son play psychotherapy in combination with regular discussions with his 
parents.

This support facilitated the son’s transition to a very ambitious high school 
(Gymnasium). Despite initial difficulties, especially with his classmates, he was 
able to master this demanding school and showed increasingly better school perfor-
mance. This led to a surprisingly good coping with puberty and a visible stabiliza-
tion of his self-esteem. Together with his father, he regularly visited his mentally ill 
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mother, but he showed a clear outer (and presumably at the same time) inner demar-
cation from her.

It was impressive how he transformed his threatening computer game addiction 
into part of his adolescent identity development: he took part in nationwide compe-
titions for a particular computer game, achieved successes, made contact with 
peers, and developed autonomous abilities (e.g., traveling alone, organizing compe-
titions autonomously, etc.).

In the last few months (he is now 15 years old), he has expressed his own vision 
of his future to his father: he wants to get rich (in contrast to his father, who con-
stantly has financial difficulties). A few weeks later, he decides to give up his gam-
bling addiction altogether and instead devotes himself to an alternative “scientific 
project.” In order to get rich, but also “to save the world,” he had the idea of using 
hurricanes to generate alternative electricity.

These visions of the future bear the traits of a “normal” adolescent identity- 
finding process, on the one hand still shaped by fantasies of omnipotence, but on the 
other hand quite connected with an attempt at integration of specific talents and 
competences, impulses to differentiate oneself from the primary objects, and one’s 
own visions inspired by the peers. In addition, X was able to use the resurgence of 
oedipal fantasies and conflicts despite the divorce of his parents and their mental 
illnesses and vulnerabilities in early adolescence to detach himself from oedipal 
objects in external reality, but presumably also in internal reality, and to stabilize 
the boundaries between self- and object representation.

This development of the son relieved Mr. X: “Without the possibility to under-
stand and work though my separation trauma in psychoanalysis, I could hardly 
have let go of my son internally. Moreover, a divorce from my wife would not have 
been possible … perhaps my son would then have become as mentally ill as his 
mother …,” he said.

I agree with Mr. X in my clinical impression. However, this impression can hardly 
be supported “objectively” or empirically according to the criteria of evidence- 
based medicine.

7.11  Final Remarks

In a zeitgeist of “faster, more efficient, and cheaper,” fantasies of omnipotence are 
stimulated by health politicians, but also by researchers and therapists, to use effi-
cient, “evidence-based” therapeutic techniques to make mental suffering disappear 
quickly and permanently. Some individuals, e.g., those who suffer from chronic 
depression due to early severe traumatization, seem to unconsciously oppose this 
zeitgeist. Thus, various recent studies show that these patients need longer and more 
intensive treatments in order to be able to live with the enormous mental suffering 
and not to unconsciously pass it on to their children and grandchildren. As discussed 
and illustrated in this chapter, intensive psychoanalytic treatments often help to cut 
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the unconscious umbilical cord between the generations. As many of the patients 
reported both in the DPV outcome study and in the LAC study, one of the most 
important outcomes of their psychoanalytic therapies was for these patients that 
they were able to recognize these transgenerative shadows and thus brighten them. 
“I am infinitely grateful that I no longer have to transmit the misery of our family to 
our children - and could release them, at least a little bit, from our German war fate 
of the 20th century …” (Mrs. S.).
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Major depressive disorder is a common, often chronic, and debilitating condition 
affecting millions of individuals of all ages around the globe. The suffering experi-
enced by about 7% of the population in the USA and Europe and over 264 million 
people of all ages worldwide (WHO, 2020) contributes to the economic and societal 
burden incurred by mental disorders, due to loss of productivity, unemployment, 
and healthcare seeking. Although the majority of patients suffering from depression 
do not attempt or commit suicide, this particular disorder is one of the most signifi-
cant proximal predictors of suicide risk. For all these reasons, and for the tremen-
dous impact of major depression on the quality of life and health of individuals, 
families, and societies (Wittchen et al., 2011), its etiology and treatment has been 
the focus of attention for many researchers. They have contributed significant evi-
dence regarding its biological, social, and psychological predictors and the effec-
tiveness of various modes of pharmacological and behavioral therapies. This chapter 
summarizes some of the current evidence regarding the etiological and maintenance 
factors in major depression, with an emphasis on the psychological perspective 
associated with cognitive-behavioral therapy (CBT), and delineates the major treat-
ment components of this approach.

Major depressive disorder, as described in the DSM-5, has an episodic course, 
characterized by periodic major depressive episodes, that, when untreated, can last 
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for several months to over a year (Whiteford et al., 2013) with estimates varying in 
different studies, interrupted by periods of full or partial remission. Major depres-
sive disorder or unipolar depression, as it is also referred to, consists of only depres-
sive episodes without manic or hypomanic episodes, the presence of which warrants 
a different diagnosis. Specifically, a major depressive episode can be diagnosed if 
five (or more) of the following symptoms are present during a 2-week period, rep-
resenting a change from typical functioning (APA, 2013): The primary symptoms 
are either (1) depressed mood or (2) loss of interest or pleasure, where either one or 
two occur for most of the day, nearly every day. These primary symptoms must be 
accompanied by at least four of the following: (3) significant weight loss or weight 
gain or significant changes in appetite, (4) insomnia or hypersomnia, (5) slowing 
down of thought and reduced physical movement, (6) fatigue or loss of energy, (7) 
feelings of worthlessness or excessive guilt, (8) diminished ability to think or con-
centrate or indecisiveness, and (9) recurrent thoughts of death, suicidal ideation, or 
a suicide attempt or plan. Notably, for children and adolescents, the predominant 
mood can be irritable rather than depressed, and weight changes can be substituted 
by absence of appropriate weight gain. As in the case of other DSM-5 disorders, 
these symptoms cannot be better explained by a medical condition, or a different 
disorder, are not the outcome of medications or substances, and cause significant 
impairment in functioning. DSM-5 also lists a number of specifiers and subtypes, as 
no two individuals with depression appear to have exactly the same clinical 
presentation.

A milder and more chronic form of depression, dysthymia, is diagnosed when 
the depressed mood or loss of interest lasts for at least 2 years in adults (one in chil-
dren and adolescents) and includes at least two symptoms similar to those described 
for major depression (i.e., changes in eating/appetite, sleep, low energy or fatigue, 
low self-esteem, concentration or decision-making difficulty, hopelessness).

Major depression has its onset predominantly in the early adult years (APA, 
2013), but adolescents (Costello, Erkanli, & Angold, 2006) and the elderly (Palsson 
& Skoog, 1997) are also at heightened risk. Notably, as will be discussed later, this 
is a mainly female disorder, with women being 1.5–3 times more likely to suffer 
from it, with gender differences already apparent by adolescence (APA, 2013).

8.1  The Psychopathology of Depression

The cognitive-behavioral perspective understands depression as stemming from the 
interaction of dispositional vulnerabilities, i.e., heredity and temperament, with 
cognitive characteristics (learned, or inherited) that have to do with how the world 
is understood and processed. Recent advances in genetic research have shown that 
major depression risk is to a significant degree heritable, with a heritability rate for 
about 37%. Although many genes have been shown to have associations with 
depression, there is no clear picture at this point of a specific genetic substrate for 
this disorder (or for most other psychiatric disorders). For example, a recent, large 
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genome-wide association study on major depressive disorder identified numerous 
genetic variants associated with depression (Wray et al., 2018), but none unique and 
specific to it. In part, this may be due to the large heterogeneity within the popula-
tion of depressed individuals, both in symptoms and in developmental trajectories 
of depression (Dekker et al., 2007).

To address the heterogeneity observed among those suffering from this disorder, 
research has also focused on identifying behavioral endophenotypes for depression 
(Gottesman & Gould, 2003), i.e., heritable characteristics that form part of the 
mechanism linking genes to disease expression. Promising endophenotypes, found 
more strongly in families of patients with depression compared to the general popu-
lation, include neuroticism, decreased sensitivity of the reward system, harm avoid-
ance, decreased cognitive control, negative affectivity, and behavioral inhibition. 
Research on such predisposing temperament and personality factors remains incon-
clusive, however, given measurement issues, and the relative dearth of longitudinal 
research (Lim, Barlas, & Ho, 2018) and twin studies. Some evidence suggests only 
modest to moderate genetic association between major depression, neuroticism, and 
self-reported depressive symptoms (Kendler, Gatz, Gardner, & Pedersen, 2006; 
Kendler & Myers, 2010), with the latter potentially representing a different factor 
more closely related to either transient negative affect or a milder, chronic depres-
sive style (Kendler et al., 2019), rather than with true, episodic expressions of major 
depression.

A core characteristic that seems to be the most proximal predictor of depression 
is a negative thinking style (Alloy et al., 2000; Panayiotou & Papageorgiou, 2007) 
that includes a propensity toward rumination, negative attributions and interpreta-
tions, self-focused attention on negative aspects of the self, self-blame, and increased 
over-general memory especially of negative personal events. According to the cog-
nitive vulnerability hypothesis (e.g., Alloy, Abramson, Walshaw, & Neeren, 2006), 
people who are vulnerable to either depressive symptoms or major depressive epi-
sodes have a specific, negative attribution style. They interpret negative events as 
caused by themselves, and by stable and global factors (including their own flawed 
characteristics). This negative thought content is caused or at least maintained by a 
series of well-established cognitive biases in the way information is processed by 
depressed individuals, both adults and children/adolescents. Cognitive biases under-
lie the preferential processing of negative information in various disorders; how-
ever, in addition to this negativity bias, there also seems to be an absence of the 
more normative positivity bias in depressed people (Armstrong & Olatunji, 2012; 
Peckham, McHugh, & Otto, 2010). The fact that these biases exist, according to 
some evidence, in non-symptomatic children of depressed parents (Kujawa et al., 
2011), and among individuals without depression who later develop symptoms, 
suggests that they play a causative role in the pathogenesis of depression (Everaert, 
Koster, & Derakshan, 2012). However, more research is needed to establish these as 
true endophenotypes, as heritability studies are limited (Goldstein & Klein, 2014). 
These biases, whether acquired or inherited, include, more specifically, the prefer-
ential attention to negative information, negative interpretations of ambiguous 
information (Wisco & Nolen-Hoeksema, 2010), and enhanced memory for negative 
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content (Koster, De Raedt, Leyman, & De Lissnyder, 2010; Peckham et al., 2010). 
Their persistence may be sustained by poor executive control that leads to failure of 
disengagement and inhibition of depressive thought content (Joormann, Yoon, & 
Zetsche, 2007).

With regard to attention biases, these appear to involve primarily difficulty in 
disengagement from negative information, rather than increased selective attention 
to negative stimuli (De Raedt & Koster, 2010), with the latter being more common 
in anxiety. Correspondingly, the pattern of attentional avoidance of negative infor-
mation often seen in anxious individuals is not typically observed in depression. 
Interpretation biases pertain especially to ambiguous self-relevant information 
(Wisco & Nolen-Hoeksema, 2010), which is interpreted in a negative, self- 
deprecating light. Concerning memory biases, depressed individuals tend to recall 
over-general and negative memories compared to non-depressed individuals (e.g., 
Williams et al., 2007). These ways of processing information about the world, the 
self, and the future seem to interact and feed into each other (Everaert et al., 2012), 
playing a crucial role in maintaining negative content in awareness and making the 
world appear hopeless and threatening. Although CBT treatments initially focused 
more on the content of thought, rather than on the way information is processed, 
such empirical evidence from basic science is progressively informing CBT, leading 
to experimentation with promising therapeutic components like attention bias modi-
fication (e.g., Beevers, Clasen, Enock, & Schnyer, 2015; Yang, Ding, Dai, Peng, & 
Zhang, 2015) and cognitive bias modification therapy (e.g., Joormann, Waugh, & 
Gotlib, 2015), either as stand-alone treatments or components of a broader CBT 
protocol.

It is generally believed that depression episodes in a person with these hereditary, 
cognitive, and emotional risk characteristics are triggered by stressful life events 
(Ingram, Miranda, & Segal, 1998), often associated with some type of loss (loved 
ones, health, way of life, self-esteem) and exposure to such events predicts increased 
risk for depression, especially among those who experienced early childhood 
trauma and/or have temperamental risk factors like neuroticism (Kendler, Kuhn, & 
Prescott, 2004). Depressed individuals report more negative life events than non- 
depressed people, potentially, in part due to their negatively biased memory and in 
part because they have actually experienced such events, which may have increased 
their vulnerability.

In terms of emotional reactivity, depression has been associated with a pattern of 
hypo-reactive autonomic responses to negative emotional stimulation and some-
times during rest, potentially reflecting apathy, behavioral inactivation, and passive 
avoidance (Schiweck, Piette, Berckmans, Claes, & Vrieze, 2019). Depression has 
also been associated with decreased heart rate variability (Carney et al., 2001) sug-
gesting reduced cardiovagal activity (Agelink, Boz, Ullrich, & Andrich, 2002) and 
poor autonomic flexibility and emotion regulation ability (Panayiotou, Panteli, & 
Vlemincx, 2019, Panayiotou, 2018). Low skin conductance (Williams, Iacono, & 
Remick, 1985) has also been associated with depression. Reduced emotional reac-
tivity may be indicative of a learned helplessness pattern of responses and 

G. Panayiotou



111

physiological and behavioral immobilization (Porges, 2001), where one has learned 
that no action will result in positive outcomes (Panayiotou, 2018).

An important aspect of the psychopathology of depression that may have impli-
cations for its etiology and maintenance pertains to the gender disparities in preva-
lence that characterize this disorder. In childhood, prevalence rates are about equal, 
or, according to some estimates, boys are more likely to be depressed (Nolen- 
Hoeksema, 1987). At puberty, there is a dramatic reversal of the statistics, with 
women being about 50% more likely to develop depression. Many explanations 
have been given to these disparities, though more research seems to be needed in 
order to reach definitive conclusions. Biological or genetic factors have not received 
much research support (Piccinelli & Wilkinson, 2000). Lower power status in soci-
ety (Bebbington, 1998; Radloff, 1975), unfavorable for women sex roles, socioeco-
nomic status (i.e., greater poverty among women), and social stereotypes, for 
example, about gender-appropriate ways of coping, have been implicated 
(Panayiotou & Papageorgiou, 2007). Other environmental factors have been impli-
cated, like the higher prevalence of childhood abuse among women (Brown, 2002) 
and the fact that women face a multitude of practical difficulties and negative life 
events, stemming from their multiple social roles (Nolen-Hoeksema, 1991), which 
include child-rearing and caring for elderly parents. Although the evidence for many 
of these predictors remains mixed, these contextual vulnerability factors are believed 
to interact with more proximal characteristics, such as low self-esteem and person-
ality traits, like neuroticism or behavioral inhibition to increase chances of depres-
sion in women. It is likely that these environmental risk factors, some of which exist 
from an early age, play a critical role in shaping stereotypes, attribution style, nega-
tive thinking content, and self-defeating behaviors, which according to the cognitive- 
behavioral model are the central driving force that drives depression for all 
individuals, including women (Hankin & Abramson, 2001).

A critical cognitive characteristic that may in part explain the gender differences 
in depression prevalence, and plays a central role in cognitive models of depression 
(and related disorders, like social anxiety; Panayiotou & Vrana, 1998), is self- 
focused attention. It appears that ruminative self-focus and self-consciousness 
(Panayiotou & Kokkinos, 2006), that is, a tendency to focus on and regurgitate 
negative thoughts and evaluations about the self, is part of a vicious cycle that main-
tains depression and other emotional disorders. High levels of self-focused attention 
increase negative affect by directing attention to it, while higher negative affect has 
been found to increase self-focused attention, by making the self more salient 
(Panayiotou, Brown, & Vrana, 2007). According to Nolen-Hoeksema (1987) and 
Nolen, Wisco, and Lyubomirsky (2008), ruminative self-focus increases dysphoric 
mood and is maintained by negative reinforcement. It provides the depressed person 
the illusion that one is doing something active: By rethinking the past to identify 
faults and limitations, the depressed person believes that they are helping their situ-
ation, when in fact one does nothing to change one’s life and assume responsibility. 
In essence, self-focused attention is used as an avoidant emotion regulation strategy, 
known to contribute to many forms of psychopathology (Panayiotou, Karekla, & 
Leonidou, 2017). Ruminative self-focus is higher in women than men, perhaps 
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because men are socialized to use more active problem-solving, while women may 
be socialized into more passive roles, talking about their problems and seeking emo-
tional help from others (Panayiotou, Karekla, & Mete, 2014). Such differences in 
coping may contribute to prevalence differences between genders.

8.2  Cognitive-Behavioral Conceptualization of Depression 
Etiology and Maintenance

Although cognitive and behavioral theoretical frameworks to the conceptualization 
and treatment of depression are somewhat distinct, in practice CBT clinicians typi-
cally apply protocols incorporating aspects of both perspectives. With each theory 
emphasizing somewhat different etiological routes to the development and mainte-
nance of depression, ultimately, thoughts, affective reactions, and behaviors and the 
way they mutually affect each other are central to the understanding and treatment of 
depression and other affective disorders, as the review above indicates. CBT thera-
pists understand that most individuals seek therapy because of emotional distress. 
However, as they explain to their clients from the very early sessions of treatment, 
emotions occur automatically and are difficult to change directly. Because emotions 
are mutually connected to and mutually influence thoughts and behaviors, change in 
negative affect and depression is expected to come about after the client is able to 
modulate and change one’s thoughts/interpretations and/or one’s behavior. Central to 
both the cognitive and behavioral perspective is a functional analysis of the client’s 
behavior (including the client’s thoughts). Understanding the ABCs that maintain 
depression, i.e., the Antecedents, Behaviors, and Consequences in repeated chains of 
depressive behaviors (such as oversleeping, overeating, avoiding social interactions, 
thinking thoughts like “I’m useless,” etc.), provides a window into the individualized 
maintenance mechanisms of depression. It also provides hypotheses that therapist 
and client jointly test and experiment with in order to incur therapeutic change. The 
case formulation (Eells, 2007), in addition to the problem list, precipitants of current 
problems, and maintenance mechanisms, typically includes identified predisposing 
factors, both individual and contextual, and the strengths and weaknesses the client 
brings to therapy that might impact its success (e.g., good vs. poor insight, a sup-
portive vs. unsupportive home environment). Therapy takes place in a collaborative, 
hypothesis testing, solution-focused approach where therapist and client are active 
agents of change. As in all therapy, a strong therapeutic alliance and commitment to 
a shared conceptualization are prerequisites for positive outcomes.

8.2.1  The Behavioral Perspective

The role of behavioral withdrawal, which leads to decreased opportunities for posi-
tive reinforcement, plays a central role in the behavioral point of view. This perspec-
tive postulates that depressive behaviors, like staying in bed, overeating, ruminating, 
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using substances, and other depressive patterns, are reinforced positively or nega-
tively and maintained by their consequences, which must therefore be closely moni-
tored and identified, a major goal of therapy. Identifying strategies for reducing the 
reinforcement of depressive behaviors can be an important treatment component 
(Hopko, Lejuez, Lepage, Hopko, & McNeil, 2003). A fundamental goal of therapy 
is to modify behavior directly (Dimidjian, Martell, Addis, & Herman-Dunn, 2008) 
so as to increase the likelihood of positive reinforcement and solve the problems 
that lead to stress. Although focusing on patterns of behavior and their contingen-
cies in the present, this approach does not ignore the client’s history. It suggests that 
patterns of behavior that prohibit one from living a fulfilling life in the present may 
have been reinforced and shaped by one’s past (traumatic) experiences. Behaviors 
that should lead to positive consequences may have been extinguished through pun-
ishment or non-reinforcement (e.g., Ferster, 1981). This elicits depressed mood, 
which in turn makes it less likely for the person to emit such behaviors, in order to 
feel better or solve life problems. Instead, depressed individuals typically engage in 
self-focused attention and rumination (Nolen-Hoeksema, 1987; Panayiotou & 
Papageorgiou, 2007) and try to avoid and escape situations that might result in what 
they predict will be adverse consequences and emotions but may be necessary to 
enjoy a fulfilling life. Avoidance and withdrawal (of many forms) are conceptual-
ized as coping behaviors, reinforced by the short-term relief they produce; in the 
long term, however, they keep one away from engaging with important aspects of 
their lives and relationships. Behavioral activation, the therapeutic approach stem-
ming from this conceptualization, even though more clearly behavioral than cogni-
tive, is a core component in many forms of CBT, including the classical cognitive 
therapy model for depression as proposed by Beck (1979).

Behavioral activation, as part of a more comprehensive CBT protocol or as a 
stand-alone brief treatment (Lejuez, Hopko, & Hopko, 2001), has received empiri-
cal support for its efficacy (Dimidjian et al., 2006), which was deemed equivalent to 
antidepressant pharmacotherapy but with longer-lasting effects. By increasing 
behaviors that may lead to rewards and actively solve life problems, while decreas-
ing avoidance and withdrawal, it aims not to necessarily increase happiness directly 
and immediately, but to improve wellbeing and quality of life through increased 
engagement with ones’ valued life goals and progressive engagement with reward-
ing behaviors. This changed context may in turn work to improve mood. Furthermore, 
the aim of behavioral activation is not, as often misunderstood, to just increase the 
amount of behavior in general (i.e., go to the gym, sort out one’s house). Instead, in 
a collaborative, systematic, and guided manner, it aims to identify important target 
behaviors that are valued by the client and facilitate engagement with them. It does 
so by breaking the behavior down into smaller chunks, or by creating a hierarchy 
based on the difficulty of execution (Hopko et al., 2003). Client and therapist then 
identify and resolve obstacles to execution, practice in and outside of session, and 
increase the probability of success, for example, using prompts and reminders while 
at the same time acknowledging that the required change is challenging and difficult 
for the client to implement (Dimidjian et al., 2008). Cognitive rehearsal, i.e., prac-
ticing the assignment in one’s imagery, may be used to predict difficulties and pre-
pare successful homework completion. In its application the treatment is highly 
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idiographic, in that it is based on the detailed functional analysis of each client’s 
behavioral patterns. Toward this aim, rating scales and record forms are frequently 
used where the client keeps careful track of their behaviors, often several times a 
day. Of importance is that the client comprehends and agrees to the rationale for this 
treatment and engages in it. It is very important that doubts are addressed and the 
pain of the client is heard. Change is not easy (otherwise the client would have 
found solutions without therapy), and one should not be made to feel that their dis-
tress or vulnerability is not valid. Therapists often find that clients are convinced 
that they must first feel better and then engage in meaningful behaviors, rather than 
the other way around. They may in essence be afraid that by being effective in their 
lives their pain won’t be heard—these issues must be addressed with compassion 
and empathy, and the link between decreased goal-directed behavior and lack of 
positive outcomes must be clearly understood.

Behavioral activation is based on collaborative exploration of the observations 
the client makes of their own lives and requires practice and application of what was 
learned in therapy through between session homework assignments. As in all CBT 
treatments, homework is very important, empowering the client and making them 
responsible for their own progress. As such, it is typically reviewed first and exten-
sively as part of the agreed agenda of each session. If goals are not accomplished, 
careful assessment of the contingencies and circumstances is the focus of the next 
session to identify obstacles. It is important that unaccomplished goals are not pre-
sented as client failure, but rather as due to a goal that was not broken down enough, 
to obstacles that were not identified, or to prompts and reminders that were not set. 
It is very important to reformulate and change the assignments, to increase the prob-
ability that success will happen. As Beck has put it, the first step in the goal of pre-
paring a meal may involve boiling an egg (Beck, 1979); success is expected to 
motivate further change. Homework successes are actively praised by the therapist 
(token economy protocols can be used in inpatient settings; Lejuez et al., 2001), and 
the patient and therapist fully review the processes that facilitated success. Then the 
client is called to maintain and/or generalize these new behaviors to ensure that they 
begin to become part of their behavioral repertoires.

8.2.2  The Cognitive Perspective

From a cognitive perspective as described by the influential work of Ellis (e.g., 
Ellis, 1957), Beck (e.g., Beck, 1995), Padesky (e.g., Padesky & Greenberger, 2012; 
Hawley et al., 2017), and others, the interpretation and meaning given to various 
stressors and events by the individual is typically what instigates negative emotions, 
and behaviors, which in turn help to perpetuate and reinforce depressogenic cogni-
tions. However, cognitions, emotions, and behaviors mutually affect each other, and 
therapy must take all three components into account. According to Beck’s model, 
depression involves negative schemas, i.e., mental representations about the self, the 
world, and the future, called the cognitive triad. These “core beliefs” are activated 
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by stressful life events and lead to “cognitive distortions” or “automatic thoughts” 
(e.g., regularly catastrophizing, overgeneralizing, etc.) which tend to be repeated 
across situations. Core beliefs about the self (e.g., perfectionism) hold a central role 
in depression (Hawley, Ho, Zuroff, & Blatt, 2006), and their modification may be 
necessary to achieve change, especially for chronic or recurrent symptoms. These 
central stereotypes are associated with the negatively biased information processing 
discussed above and form a framework into which the world fits: Information con-
gruent with these schemas is attended to preferentially, the world is interpreted 
through their filter, and memory is increased for congruent rather than incongruent 
information. The more these schemas are practiced, by repeated activation in mem-
ory, the more they become reinforced and ingrained (Ingram, 1984).

The goal of the cognitive component of CBT is to increase awareness of the role 
of cognitions and interpretations on mood and behavior, to train the client to iden-
tify cognitive distortions, and to come about with more realistic interpretations of 
situations. The aim is not to attach silver linings to difficult situations, but to realize 
and mitigate the exaggeration, persistent self-blame, and stable, over-general inter-
pretations that often sustain negative thinking. As in all CBT, sessions are relatively 
structured, following a mutually agreed agenda. Homework is always assigned and 
discussed. However, room is allowed for patients who may feel the need to briefly 
discuss something that seems outside the set agenda in order to sustain rapport and 
show empathy.

Several important tools are used in the process of identifying and challenging 
dysfunctional cognitions and core beliefs. The Socratic dialogue involves the pro-
cess of questioning by the therapist about particular depressive situations and cogni-
tions that the client brings into therapy. The goal of elaborate questioning is to direct 
the client’s attention to important details (in light of over-general memory) and to 
help them discover patterns of thinking and behavior that maintain depression. This 
process, in addition to focusing questions, involves empathic reflection by the thera-
pist, summary statements, and synthesizing questions that help the client produce 
their own conclusions about maintenance mechanisms and patterns in their behav-
ior, in a process of “guided discovery” (Kazantzis, Fairburn, Padesky, Reinecke, & 
Teesson, 2014). Through Socratic dialogue the “downward spiral” (Beck, 1995) of 
client’s negative thinking can be identified. With questions like “What makes this 
important?”, “Why would that matter?”, “What would it mean to you if …?”, the 
central fears and concerns of clients can be derived from their generalized state-
ments and ruminations.

Automatic thought records are another crucial tool in CBT. Although various 
versions of these exist, they are essentially a diary of situations that triggered nega-
tive thoughts and emotions and at a later step include the assignment of challenging 
the thoughts and reappraising the situation. The columns of the record typically 
include a brief note of the situation, the thoughts that immediately preceded one’s 
emotional reaction, the emotions experienced and their intensity, and finally the 
rebuttal of the thought with a more balanced, rational one that is produced after the 
available evidence is weighted. A final column showing the outcome (new interpre-
tation and new emotions) may be included. Much practice in session, modeling by 
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the therapists, and guided discovery by the client is required to effectively identify 
and correct dysfunctional automatic thoughts. Role-playing, questioning, and imag-
ery can help elicit them. Practice in identifying and weighing the evidence for and 
against the dysfunctional interpretation, to reach the necessary reappraisal, is 
encouraged by the therapist. Padesky and Greenberger (2012) suggest that the client 
must be fully convinced that the evidence is in favor of the new restructured thought 
and against the distorted one, or the automatic thought will persist. To achieve this 
conviction, specific columns can be added to the thought record, where evidence for 
and against an automatic thought are carefully recorded, with persistent exploration 
of “any other evidence” that still might linger in support of the distortion. Finding 
out collaboratively with the client, through Socratic questioning and self-discovery, 
that the evidence does not support the faulty assumption will facilitate change. In all 
cases, automatic thoughts are treated as hypotheses to be tested. If prior experience 
is not adequate to provide evidence for or against them, therapist and client design 
behavioral experiments (i.e., behavioral assignments that directly speak to the 
assumptions of the automatic thought—e.g., that one will faint if one tries to ask a 
question in class) to assemble new evidence.

Changing core beliefs, the deeply held stereotypes that permeate many life 
domains and which were probably reinforced throughout development, is a greater 
challenge for the CBT therapist and may only need to be undertaken for pervasive 
and chronic emotional problems, during the final stages of treatment. Core beliefs 
are difficult to change because they have been created over a lifetime of reinforce-
ment, potentially in the absence of any alternative evidence, and from there on have 
also shaped the way the world is perceived, understood, and remembered, produc-
ing further supportive evidence for their veridicality. Such schemas can be changed 
using a variety of interventions that aim not only to refute them, but to create new, 
alternative beliefs to replace them. Various interventions can aid in challenging core 
beliefs as described in Padesky (1994). The continuum technique involves drawing 
and discussing continuous dimensions for constructs that are absolute and categori-
cal in the mind of the client, to reinforce flexibility. An example is the use of a “pie 
chart of blame,” where a client who tends to assume that “it was all my fault” is 
asked to draw a pie chart on which to think of any potential sources of responsibility 
for a particular problem and add a representative percentage of “blame” on the pie. 
Through brainstorming of all potential sources of responsibility, a pie is continu-
ously filled in, and the client contemplates about a more realistic portion of the 
blame that can be attributed to themselves. The positive log technique involves 
learning to keep note of all evidence that supports a new, more functional schema. 
Using the historical test for schema technique, the therapist helps the client identify 
supportive and disconfirming evidence for long-held schemas from the client’s own 
developmental history. Overall, the aim in addressing long-standing core beliefs is 
to ensure that new evidence against them, which supports alternative and more 
accurate ideas, is actually believable to the client, who is now asked to radically 
change their view of the self, the world, and the future.
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8.3  Future Directions in CBT and Empirically 
Validated Treatments

Because of the centrality of cognitive biases in the maintenance of depression, as 
noted above, specific interventions designed to modify these biases are continu-
ously tested, either as stand-alone treatments or as components of CBT protocols. 
For example, attention bias modification therapy (ABMT) aims to decrease the 
probability that an individual will look at and focus attention on negative stimuli 
while increasing the probability that they will focus on affectively neutral stimuli 
(or in some cases positive stimuli). This is accomplished through computerized pro-
grams that guide the participant to “choose” to look more at neutral stimuli, when 
these are presented in neutral-negative pairs on the computer screen. ABMT has 
shown promise for various emotional disorders, including depression (Beevers 
et al., 2015; Yang et al., 2015), but contradictory evidence also exists, with the lit-
erature starting to focus on the moderators that determine its effectiveness 
(Neophytou, 2019). Cognitive bias modification (CBM) techniques, through com-
puterized tasks, have also been used to change negative interpretation biases, which 
seem central in maintaining depression (MacLeod & Mathews, 2012; Williams 
et  al., 2015). Although several studies have been implemented with promising 
results, meta-analyses of existing CBM treatments for adult depression show, at 
present, small effect sizes (Cristea, Kok, & Cuijpers, 2015). It remains to be seen 
whether further improvement of these interventions, identification of moderators of 
effectiveness, or combination with other potent components of CBT will improve 
overall treatment efficacy.

Other developments pertain to the recent accumulation of neuroscientific evi-
dence, aiming to identify biomarkers of specific dysfunctions in depression and the 
causes of heterogeneity among those suffering from depressive disorders. With the 
goal of personalized medicine in mind, it becomes progressively important to pre-
cisely identify such deficits and target interventions to the unique causes that may 
underlie depression in each individual. This could become feasible, through neuro-
imaging to identify sub-categories of depression patterns, for example, those whose 
depression stems from a dysfunction of the reward system, with primary symptoms 
of anhedonia, vs. those whose depression derives from resting-state dysfunction, 
leading to increased rumination (Williams, 2016).

Other contemporary interventions, rather than focusing on specificity, are more 
generalized and focus on trans-diagnostic symptoms that are maintained by the 
same core vulnerabilities mechanisms that are shared, for example, between anxi-
ety, depression, and other emotional disorders (Sauer-Zavala et al., 2017). Similar 
trans-diagnostic approaches can be taken to address shared risk factors, like emo-
tion dysregulation, that are common across disorders. Providing interventions that 
train core skills of how to accept, reframe, or problem solve difficult emotional situ-
ations appears to hold promise, especially as an early prevention application for 
those who are at risk for a variety of disorders, including depression (Theodorou, 
2020, unpublished dissertation). When discussing contemporary developments, one 
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should also note the multitude of computer-delivered treatments for depression and 
other disorders that progressively enter the market, often showing equitable effec-
tiveness to live therapy (Richards & Richardson, 2012).

Such developments are promising, stem from the utilization of new technologies, 
empirical evidence, and theoretical frameworks, and help address the fact that tradi-
tional therapies, though effective, do not work for everyone. Depression is common 
and debilitating. However, improved and acceptable treatments that will add to our 
current toolbox of effective interventions can only stem from further developments 
in basic psychological science that more clearly map the etiological and mainte-
nance risk factors in depression and further our understanding of the characteristics 
of people who are most vulnerable to the effects of this category of psychological 
difficulties.
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9.1  Acceptance and Commitment Therapy Applied 
to Cancer Care

Acceptance and commitment therapy (ACT) is a theory-driven behavioral approach 
rooted in functional contextualism and relational frame theory (RFT; Hayes, Strosahl, 
& Wilson, 2012). In contrast to cognitive behavioral therapy (CBT), which aims to 
alter the form, content, and frequency of maladaptive thoughts (Beck, 2011), ACT 
aims to influence the individual’s relationship with thoughts so as to decrease their 
impact on behavior (Hayes, Strosahl, & Wilson, 2012). This objective is achieved by 
analyzing the experience of the individual within a context of personal values, 
encouraging acceptance of one’s thoughts, emotions, and bodily sensations and com-
mitting to behavior change consistent with one’s values (Hayes & Lillis, 2012). In 
doing so, ACT increases psychological flexibility, which is defined as the capacity to 
be more consciously in contact with the present moment and the ability to adapt to 
internal or external situational demands in order to pursue long-term values (Karekla, 
Karademas, & Gloster, 2019; Kashdan & Rottenberg, 2010). Psychological inflexi-
bility (the opposite of psychological flexibility) is regarded as the primary cause of 
psychopathology (Hayes, Luoma, Bond, Masuda, & Lillis, 2006).
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Psychological flexibility is established through six interrelated processes that 
together form the psychological flexibility model (and its inverse the psychological 
inflexibility model): experiential acceptance (vs. experiential avoidance), cognitive 
defusion (vs. cognitive fusion), contact with the present moment (vs. dominance of 
the conceptualized past and future), self as context (vs. attachment to a conceptual-
ized self), values clarification (vs. confusion about what is important for the person, 
behavior incongruous to one’s values), and committed action (vs. inaction, impul-
sivity, or persistent avoidant behaving; Hayes, Strosahl, & Wilson, 2012). These 
components are hypothesized to constitute mechanisms of change via which ACT 
exerts its effects (Forman, Herbert, Moitra, Yeomans, & Geller, 2007; Karekla, 
Karademas, & Gloster, 2019).

Experiential avoidance is the attempt to modify or control situational sensitivity, 
frequency, and form of private events (Hayes, Wilson, Gifford, Follette, & Strosahl, 
1996; Monestès et al., 2018). For dealing with experiential avoidance, ACT pro-
poses active acceptance of all private events (i.e., thoughts, emotions, bodily sensa-
tions, memories) without attempting to alter their form, frequency, or content 
(Hayes et al., 2006). This must not be confused with giving up or tolerating negative 
experiences. Cancer patients are frequently told to adopt a fighting spirit attitude, 
which may in fact involve experiential avoidance of feelings of hopelessness and 
fear of death (Hulbert-Williams, Storey, & Wilson, 2015). Instead, via acceptance, 
patients are supported to acknowledge and experience all aspects of their present 
situation irrespective of social desirability and pressures (Hulbert-Williams et al., 
2015; Karekla, Zacharia, & Koushiou, 2018).

Cognitive fusion is “the tendency for behavior to be overly regulated and 
influenced by cognition” (Gillanders et al., 2014, p. 84). Cognitive fusion con-
sists of the believability of thoughts, dominance of thoughts over characteristics 
of the experience, struggle in taking into consideration alternative viewpoints on 
cognitions, and struggling with attempts to control thoughts (Gillanders et al., 
2014). This happens when individuals become attached to content instead of the 
function of cognitions (Luoma & Hayes, 2003). For instance, a patient who 
smokes may be fused with the thought that he/she has caused his/her cancer and 
may spend a lot of time ruminating regarding the unhealthy choices he/she has 
made, which can cause more distress and helplessness (Hooper, Dack, Karekla, 
Niyazi, & McHugh, 2018; Hulbert- Williams et al., 2015). Cognitive defusion is 
the opposite of cognitive fusion and refers to the ability to observe inner private 
events from a distance so as to gradually understand that they are not rules or 
facts that govern behavior but ways an individual represents the world, and may 
be ineffective under certain conditions (Gillanders, Sinclair, MacLean, & Jardine, 
2015; Karekla et al., 2020).

Contact with the present moment decreases when a person engages in experien-
tial avoidance and cognitive fusion. The conceptualized past and future take control 
of the present to impact how behavior is regulated (Theofanous, Ioannou, Zacharia, 
Georgiou, & Karekla, 2020). ACT promotes an open experience of the external and 
internal events whether perceived as good or bad in the present and promotes 
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present-moment awareness or mindfulness (Biglan, Hayes, & Pistorello, 2008). For 
cancer patients, rather than focusing exclusively on positive, fighting spirit attitudes, 
patients must be allowed to encounter and articulate all aspects, including distress-
ing ones (Hulbert-Williams et  al., 2015). With ACT, emphasis is on the present 
instead of being stuck in the past (“how I used to be, or things used to be”) or future 
(“I will never feel the same again”).

Moreover, individuals with cancer may fail to differentiate between their cogni-
tive and emotional experiences as being separate from their identity/self and may 
result in cyclical cognitive appraisals of the self as being ineffectual or that the situ-
ation is hopeless (Karekla et al., 2018). When a person becomes “fused” with such 
attributes (e.g., “I am a cancer patient”), the way the person views himself/herself 
becomes narrow leading to inflexible behavioral patterns based on these conceptu-
alizations (“self as content”; Luoma, Hayes, & Walser, 2007). ACT promotes the 
ability to be consistently mindful of feelings, cognitions, and other internal states 
(process) and notice that these private events are different from the experiencing self 
(context; Hayes et al., 2006). When a person is fused with one’s experiences, this 
may restrict other occurrences and aspects of the self to be expressed simultane-
ously. For example, “I am a cancer patient” may interfere with “I am a good wife” 
(Karekla et al., 2018), which may cause an attachment to a damaged conceptualized 
self and in turn impact behavior (e.g., medical treatment adherence; Karekla & 
Constantinou, 2010).

Values are intrinsic reinforcers, which provide a chosen direction for one’s 
behaviors and actions despite obstacles faced (Wilson & DuFrene, 2009; Wilson & 
Sandoz, 2008). They are also described as long-term desired qualities of life that 
cannot be attained as an object (Hayes et al., 2006, p. 8). When values are set aside 
and emphasis is placed on achieving immediate goals of feeling or looking good, 
being right, etc., individuals lose contact with what they find meaningful in life 
(Hayes et  al., 2006). For cancer patients, values clarity may help integrating the 
experience of cancer into their autobiography and sense of self (Fashler, Weinrib, 
Azam, & Katz, 2018) and their belief system (Karekla & Constantinou, 2010).

In ACT, living a values-consistent life (i.e., committed action—taking action in 
line with valued directions) is strongly encouraged. Values may be lost or become 
overshadowed by the problems related to the disease and due to cognitive fusion 
(Hayes et al., 2006). It is thus vital to set health-related and other goals in line with 
personal values (i.e., “I will walk for 15 min per day (goal) so as to be healthy 
(value)” instead of “I have to or must walk for 15 min”; Karekla et al., 2018). Then, 
patients commit to specific actions to achieve these valued goals (Hayes et al., 2006; 
Karekla & Constantinou, 2010). It may be easier for individuals to accept aversive 
experiences when they are able to find ways to act that are consistent with valued 
directions (Hayes & Smith, 2005; Karekla, Karademas, & Gloster, 2019). For 
example, “I am willing to receive chemotherapy and face the side effects (i.e., hair 
loss, vomiting, nausea, fatigue) as I value my health, I want to live and be able to be 
there and spend time with my family and friends.”

9 The Acceptance and Commitment Therapy Perspective: Case Conceptualization…



126

9.2  Why Acceptance and Commitment Therapy 
for Depression in Cancer Care?

ACT has effectively been used in the management of several psychological and 
physical health problems, including depression, cancer, and chronic pain (Abad, 
Bakhtiari, Kashani, & Habibi, 2016; Hayes, Strosahl, & Wilson, 2012; Kyllönen 
et  al., 2018; Najvani, Neshatdoost, Abedi, & Mokarian, 2015; Rost, Wilson, 
Buchanan, Hildebrandt, & Mutch, 2012; Veehof, Trompetter, Bohlmeijer, & 
Schreurs, 2016; Wetherell et al., 2011). For example, there is evidence that ACT 
facilitates lower dropout rates (Karekla, Konstantinou, Ioannou, Kareklas, & 
Gloster, 2019), is efficacious for treatment-resistant patients (Gloster et al., 2015), 
and better prepares clients to engage in behavioral change actions, improving thus 
the efficiency and usability of the intervention (Zhang et al., 2018).

ACT in psychosocial oncology care may be particularly beneficial especially 
when it comes to dealing with diagnosis and treatment aftermath, such as psycho-
logical problems related to anxiety and depression (Páez, Luciano, & Gutiérrez, 
2007). While high levels of depression and distress are usually regarded as patho-
logical in clinical practice, what distinguishes ACT from other approaches is its 
rejection of the “assumption of healthy normality” (Hayes, Strosahl, & Wilson, 
2012, p. 5). According to the theory behind ACT, suffering constitutes an inevitable 
component of human experience and can be addressed by approaching difficult life 
situations with psychological flexibility (Karekla, Karademas, & Gloster, 2019). 
This has important ramifications for cancer patients, since a distress response to 
diagnosis and therapy is usual and expected (Fashler et al., 2018).

Subsequent to a cancer diagnosis and throughout treatment, patients face several 
concerns and life-changing decisions not just about their therapy but also regarding 
their future and their families’ future (Arman & Rehnsfeldt, 2003; Brooks, Wilson, 
& Amir, 2011). Some patients may even have to confront their mortality (Zafar, 
Alexander, Weinfurt, Schulman, & Abernethy, 2009). Cognitive behavioral therapy 
(CBT) stresses challenging distorted negative thinking and promoting a more bal-
anced viewpoint (Beck, 1993). Nevertheless, negative thoughts concerning progno-
sis, cancer treatment, and losses in valued life areas like in interpersonal relationships 
and work are probably not distorted (Fashler et al., 2018). The feelings, thoughts, 
and bodily sensations individuals with cancer encounter may constitute accurate 
appraisals of their current situations, and negative illness beliefs and distress may be 
realistic (Fashler et al., 2018). A person having the thought “I might die” and “my 
family will be overwhelmed” can be true; thus a cognitive restructuring approach 
may not be suitable for this situation. Also, insinuations that such experiences are 
distorted with attempts to alter them may increase the frustration of patients and 
lead to detrimental psychological outcomes (Karekla, Karademas, & Gloster, 2019).

Specifically, attempts to suppress or avoid negative emotions and thoughts aggra-
vate psychological problems and quality of life in the long term for cancer patients 
(Hack & Degner, 2004; McCaul et al., 1999; Purdon, 1999). Additionally, adopting 
a fighting spirit attitude (thinking positive) constitutes a mechanism of cancer 
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patients who attempt to linguistically manage the situation in order to protect others 
instead of an accurate description of positivity (Wilkinson & Kitzinger, 2000). This 
happens at the expense of their own mental health as by focusing on adopting a 
fighting spirit, individuals are at risk of heightened experiences of the negative fac-
ets of the cancer experience (Hayes, Strosahl, & Wilson, 2012). That is, in cases 
where their physical health deteriorates, patients are likely to interpret this as a 
personal failure and may encounter difficult emotions, such as shame or guilt 
(Hulbert-Williams et al., 2015).

Conversely, ACT research demonstrates that acceptance of internal experiences 
(emotions, thoughts, memories, sensations, etc.) in contrast to avoidance is related 
to lower psychological distress in several cancer populations (Arch et  al., 2020; 
Gregg, 2013; Jensen et al., 2014; Páez et al., 2007; Politi, Enright, & Weihs, 2007; 
Roesch et al., 2005; Stanton, Danoff-burg, & Huggins, 2002).

ACT is scalable; hence the format, content, number, and length of sessions may 
differ substantially (Fashler et al., 2018). ACT can be used flexibly according to the 
needs of the patient population and severity of symptoms. The six processes of ACT 
can be modeled, taught, and practiced by employing various techniques, including 
metaphors, experiential exercises, and clinical interactions. The flexible structure of 
ACT may be particularly suitable for individuals undergoing cancer therapy and 
encountering adverse psychological effects (e.g., depression). Also, the values clar-
ity work and values-driven committed action emphasis present with novel means so 
as to achieve current life fulfillment even in the face of difficulties (Fashler et al., 
2018). More research is however needed to establish the effectiveness and efficacy 
of ACT for psychological problems faced by cancer patients and also to examine 
whether the proposed psychological flexibility model components are the mecha-
nisms via which treatment exerts it effects.

9.3  Case Conceptualization and Treatment of Depression 
in a Woman with Breast Cancer

To illustrate this approach, we will briefly describe the case of KC, a woman diag-
nosed with breast cancer who is facing psychological problems (depression) as a 
result of the cancer diagnosis and medical therapy and for whom an ACT approach 
was employed. Note that information regarding the case of KC, including the ini-
tials, have been disguised in order to protect the client’s identity, according to the 
General Data Protection Regulation (GDPR).

First, we present the case conceptualization (functional behavioral analysis) based 
on the psychological flexibility model. Then, an ACT-based synthesis of the hypo-
thetical mechanism and a treatment plan are presented. The structure of this case 
conceptualization and treatment plan is partly based on the following resources: Dr. 
Karekla’s lectures at the University of Cyprus and similar approaches presented in 
Constantinou and Karekla (2015); Karekla and Constantinou (2010); Luoma, Hayes, 
and Walser (2017); Persons (2008); Ramnero and Torneke (2008); and Zettle (2007).
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9.3.1  Presenting Problem

KC is a 50-year-old woman, who asked for psychological support because of 
depressed mood and elevated anxiety, following a recent diagnosis of breast cancer 
followed by a lumpectomy. In particular, she reported feeling overwhelmed and 
very distressed about the cancer diagnosis. She stated that she has a very limited 
social support network (only two close friends), from whom however she does not 
feel support. Regarding family members (two siblings), she expressed that she is the 
one who is supporting them both emotionally and practically (financially). She 
expressed that she needed to make all necessary preparations prior to surgery (e.g., 
purchase of a special bra for use after the lumpectomy surgery of breast cancer, 
shopping at home, transportation from the hospital to home, driving) by herself and 
could not expect help from anyone else. She also stated that both of her parents were 
diagnosed with chronic diseases and she was the one who was exclusively “devoted 
to their care” until their death (father died 10 years ago and mother died 1 year ago). 
Additionally, she mentioned that prior to the cancer diagnosis, she was experiencing 
intense pain and was diagnosed with fibromyalgia. She is employed and her job 
status has not changed as a result of her diagnosis and treatment.

9.3.2  List of Presenting Problems

First, a comprehensive list based on KC’s presenting problems is developed encom-
passing all the information presented by the client.

 Thoughts and Memories

“I do not want to die”; “I am just a cancer patient and nothing else”; “I am respon-
sible for my cancer because I was always stressed”; “Who is to blame and what is 
to blame?”; “This is my fault”; “Others are to blame for how I am”; “I want to live 
a better life than the one I am living right now”; “I am tired of maintaining the bal-
ance in my family”; “I have not achieved anything in my life. My partners left me”; 
“I wish I had a partner”; “I have disbelief in the medical system”; “I’ll be a burden 
if I ask the doctors about my concerns”; “I’ll be ungrateful if I express my com-
plaints to the doctors”; “Doctors think their work ends in surgery”; “I’d like to tell 
my doctor that he does not give me the attention that I need”; “I want my doctor to 
listen to me and I hate it when he tells me that I am strong and I will get over it 
soon”; “I must be problematic since I do not have a partner”; “I am all alone; nobody 
understands me”; “I will not be able to find a partner and I am not capable of having 
a family”; and “My friends only expect me to support them and do not support me 
in return.” She presented with vivid memories of the absence of emotion sharing in 
her family and the absence of emotional words and actions (e.g., hugs, kisses) and 
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support from her parents or siblings. She also has vivid memories about a parent’s 
preference for her other siblings. Other memories that cause her discomfort are the 
separation from her previous partners, which she experienced as rejection.

 Emotions/Physical Sensations

Confusion, insecurity, sadness, anxiety, fear, disappointment, embarrassment, 
anger, loneliness, guilt, fatigue, breast pain after surgery, and pain in her joints and 
muscles (especially on the neck, waist, and buttocks) which existed prior to the 
breast cancer diagnosis and surgery but increased after surgery and radiotherapy.

 Behavior

Stopped engaging in any pleasant activities, rumination (negative persistent think-
ing), consumes large amounts of food and sweets, isolates at home, avoids social 
events and communication with her few friends, stays in bed and sleeps instead of 
doing daily activities and chores, “sitting and waiting” for a partner without seeking 
to meet anyone, avoids men when they approach her and when they show interest, 
takes pills daily (painkillers) to reduce physical pain after surgery and radiotherapy 
(this may extend beyond the period recommended by her doctor), and avoids her 
manager and most of her colleagues at work.

9.3.3  Predisposing Factors

Predisposing factors are any factors that characterize an individual’s vulnerability 
for developing psychopathology (Laurila, Laakkonen, Laurila, Timo, & Reijo, 
2008). Family history of psychological problems may indicate possible genetic pre-
disposition or learning from other family members’ behaviors (Nabors, 2020). In 
this case, the client presented a family history of depressive symptomatology. In 
particular, one of her parents was chronically depressed after a relative died.

Temperament as a child may constitute another predisposing factor for the devel-
opment of depressive symptomatology (Wetter & Hankin, 2009; Wilson, DiRago, 
& Iacono, 2014). KC remembers always experiencing more negative instead of 
positive emotions. Higher levels of negative emotionality/neuroticism (a tendency 
to experience negative mental moods) and less stable, lower levels of positive emo-
tionality/extroversion (tendency to experience positive mental moods) are predic-
tors of depression in childhood, adolescence (Wetter & Hankin, 2009), and 
adulthood (Wilson et al., 2014). Also, negative emotionality in the family, expressed 
with negative expressions of emotion (verbal and non-verbal), can lead to negative 
emotions in children and is related to the development of depression (Morris, Silk, 
Steinberg, Myers, & Robinson, 2007).
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Particularly, she mentioned that her parents tended to discourage the expression 
of emotions, and generally there was a lack of discussion and sharing of their emo-
tions as a family. When she expressed emotions (e.g., anxiety, sadness, joy), she 
presented that her parents had difficulty listening, understanding, and validating her 
emotions. Research findings have shown that discouraging the expression of emo-
tions in childhood is an important factor in the development of depression (Silk 
et al., 2011). Parents who respond to their child’s positive feelings in a discouraging 
manner tend to restrict (e.g., guide the child to calm down), punish (e.g., reprimand 
or get angry), and prevent (e.g., respond with distress) the expression of positive 
feelings of their child (Yap, Allen, & Ladouceur, 2008). Thus, children who receive 
these socialization responses learn to suppress the expression of positive emotions 
and fail to develop adaptive skills to regulate their emotions (Denham, Mitchell- 
Copeland, Strandberg, Auerbach, & Blair, 1997).

In addition, it is possible that her parents modeled rumination as a response to 
stressful situations (Nolen-Hoeksema, 1991). Children of depressed parents tend to 
use less effective strategies like their parents, for example, more passive and less 
active strategies to regulate their emotions (Garber, Braafladt, & Zeman, 1991; Silk, 
Shaw, Skuban, Oland, & Kovacs, 2006). That is, they use passive waiting and con-
stantly focus on the source of their discomfort (rumination), aggression, and with-
drawal (Silk et al., 2006).

Various psychosocial factors increase the likelihood of developing depression in 
women with breast cancer (Hopko, McIndoo, Gawrysiak, & Grassetti, 2014). These 
include lack of a close and trusting relationship, reduced social support, poor family 
cohesion and many family conflicts, inappropriate problem-solving skills (e.g., 
rumination), as well as comorbid chronic conditions such as chronic pain (Deshields, 
Tibbs, Fan, & Taylor, 2006; Lueboonthavatchai, 2007; Yan et  al., 2019; Zabora, 
BrintzenhofeSzoc, Curbow, Hooker, & Piantadosi, 2001). KC appears to meet all 
these factors. Also, a previous episode of depression, anxiety, or both increases the 
likelihood of developing depression in women with breast cancer (Burgess et al., 
2005). KC seems to have had a previous depressive episode at around the age of 35, 
when one of her parents was diagnosed with a chronic disease and she became the 
primary and sole caretaker. Also, she presents as an individual who has been anx-
ious about numerous life situations.

9.3.4  Precipitating Factors

Precipitating factors are specific events or triggers to the onset of the current psy-
chological difficulty (Laurila et al., 2008). Beyond the role of early experiences, 
exposure to stressful life events in adulthood seems to be related to the onset of 
episodes of depression (McLaughlin, Conron, Koenen, & Gilman, 2010). In this 
case, KC had a number of such stressful life events: loss of important romantic 
relationships, parents’ illness and exclusive devotion to their care, and subsequent 
death of her parents. Another stressful event is the role she takes as being responsi-
ble for the resolution of conflicts between other family members (i.e., two siblings).

M. Zacharia and M. Karekla



131

The most recent stressful factor that seems to have triggered the onset of depres-
sive mood is the diagnosis of breast cancer. The experience of receiving a breast 
cancer diagnosis and living with cancer is a stressful life event that can trigger a 
depressive episode (Kissane, Maj, & Sartorius, 2011; Schotte, Van Den Bossche, De 
Doncker, Claes, & Cosyns, 2006). Also, depressive symptomatology is more likely 
to occur when a person is experiencing physical pain, particularly chronic pain 
(Ciaramella & Poli, 2001; Yan et al., 2019).

9.3.5  Mechanisms of Maintaining the Problem According 
to the Psychological Flexibility Model

Figure 9.1 shows the psychological flexibility model and the ratings provided for 
this client, based on conceptualizing cases using ACT by Luoma et al. (2017) and 
Wilson (2009). For this client, the level of pervasiveness of each of the six compo-
nents of the psychological inflexibility model was rated on a scale of 1 (limited) to 
5 (very extensive) (Luoma et al., 2017). A description of each of the components in 
relation to this case and how the rating came about follows. The inflexibility aspects 
will be presented, since these difficulties will be targeted in treatment through the 
psychological flexibility components.

Psychological 
Inflexibility

Lack of contact with the Present 
Moment/ Dominance of a 
Conceptualized Past and Future

Experiential Avoidance

Cognitive Fusion

Self as Content/Attachment 
to the Conceptualized Self

Lack of Values Clarity

Values incongruent 
action, Inaction and 
Persistent Avoidance

4

4

5

5

3

4

Fig. 9.1 Assessment of the client’s skills according to the psychological inflexibility model
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 Experiential Avoidance

KC presented that she tends to avoid situations that make her experience emotions 
(calls them “difficult”) regarding the diagnosis of cancer (i.e., social interactions, 
meetings with friends and colleagues). She also avoids expressing negative feelings 
to friends and colleagues, particularly feelings of anger and resentment. She par-
ticularly becomes angry and resentful in situations when her friends and colleagues 
tell her encouraging words about her health and that she is “lucky” to have caught 
the cancer early. She also tends to avoid the physical pain she feels by isolating 
herself at home, taking painkillers and sleeping, and not doing her daily activities/
chores. In addition, she consumes large amounts of food and sweets in an attempt to 
numb negative thoughts and emotions about the cancer prognosis. In her workplace, 
she avoids almost all of her colleagues and her manager because she sees “pity in 
their eyes.” Regarding romantic relationships, she “sits and waits” without seeking 
to meet someone, and when it happens that a man approaches her and expresses 
interest, she avoids him (leaves or does not respond) so as to prevent herself from 
experiencing rejection.

Internal Emotional Control Strategies Excessive rumination/worry and 
distraction.

Overt Emotional Control Strategies Eating large amounts of food and sweets, tak-
ing painkillers, avoiding work, avoiding social situations/events and conversations, 
avoiding intimacy with any man who shows interest, staying at home, and sleeping.

Strategies for Avoiding Emotions and Emotional Control Observed During 
Sessions Changing of subject when difficult issues are discussed (e.g., romantic 
relationships); focusing exclusively and with rigidity on the negatives; focusing on 
who or what is to blame and who is right and wrong; focuses on facts and logic to 
avoid uncomfortable emotions; and exposure to situations that may be meaningful 
yet may create anxiety.

Overall, experiential avoidance appears to be an important control method perva-
sive across all of her life areas. If we were to provide a pervasiveness of experiential 
avoidance rating (see Luoma et al., 2017) on a Likert-type scale of 1 (limited) to 
5 (extensive avoidance), this client would probably receive a score of 5.

 Cognitive Fusion

During sessions she presented with fusion (being stuck) with the idea that she is not 
attractive enough to be loved and that she is not going to find a partner. She also 
presented as attached to her negative thoughts regarding the diagnosis and progno-
sis of cancer and her self-image. She repeatedly presented the thought that she is the 
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one to blame for her cancer because she was “stressed” and with rigid thinking pat-
terns (i.e., “I am just a cancer patient and nothing else”). KC judges herself very 
strictly and in an absolute manner (“I have not accomplished anything in my life”), 
especially when it comes to romantic relationships (“I must be problematic since I 
do not have a partner”). She sees herself as “a burden” and as “ungrateful” when she 
has questions or complaints for her doctors. These thoughts she states prevent her 
from asking questions about the medical treatment and breast reconstruction fol-
lowing the lumpectomy. At times she appeared to get lost in her thinking (missing 
aspects of conversations). In terms of the extent of KC’s cognitive fusion, we rated 
it similar to experiential avoidance with a score of 5.

 Self as Content/Attachment to a Conceptualized Self

Based on the way she talks about herself, KC appears to have a reduced awareness 
of herself as a “whole” and finds it hard to see herself as something beyond just her 
thoughts or the difficulties she is facing. She characterizes herself as “problematic” 
because all the romantic relationships she had to date did not last. She uses words to 
describe herself as a “victim” regarding the family burdens she undertakes, yet she 
does not appear willing to not undertake them. The image she has of herself is that 
she is “a cancer patient and nothing else.” She seems to have difficulty seeing 
beyond her cancer diagnosis and its consequences in her life. Specifically, she seems 
to equate who she is with the diagnostic label and adopts a helpless stance toward 
the problem as now determining who she is or will be in the future. The only area 
where she appears to regard herself as something more than her problems is when it 
comes to her work, where she expresses that she knows that she is a competent 
employee and for that she is appreciated by her colleagues. Regarding the level of 
pervasiveness of attachment to a conceptualized self, we gave her a score of 4.

 Lack of Contact with the Present Moment/Dominance of a Conceptualized 
Past and Future

Often KC appears to “lose herself” in her thoughts about past problems and failures, 
or a catastrophic future. She is mostly attached to the past, since she often ruminates 
and presents a continuous thought run-through of searching for “whys” and wanting 
to attribute blame for her condition and problems. She also thinks that, in the future, 
she will not be able to find a partner and that she is not capable of having a family. 
She occasionally focuses on the present when she expresses her present feelings of 
unhappiness regarding her social and romantic life and the image she has of herself. 
Regarding the level of pervasiveness of a conceptualized past and future, we gave 
her a score of 4.
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 Lack of Values Clarity

Through both the clinical interview and KC’s responses to a self-report measure 
(Valued Living Questionnaire; Wilson, Sandoz, Kitchens, & Roberts, 2010), it 
emerged that important values for her are close emotional/romantic relationships, 
family relationships, parenthood, and friendship/social life. From these, she 
expressed that the most important value is having a close trustworthy romantic rela-
tionship. According to her, she often loses contact with this value and avoids meet-
ing a man due to fear of rejection. Other important values for her are work, education, 
and health/physical care (healthy eating, exercise, sleep). Her education and career 
progress are the only values where she mostly lives in line with (i.e., her behaviors 
match her values and the path she would like to be on), whereas for the rest of the 
values, her behaviors do not align with her values. With the help of the therapist, she 
was able to identify her valued directions and recognize areas she has not been liv-
ing in accordance with what is most important to her. As such, in this area we pro-
vided a score of 3.

 Values-Incongruent Action, Inaction and Persistent Avoidance

KC acts partly in accordance to her values in the professional domain since she is 
very good at her job and receives positive feedback from her colleagues. She also 
acts according to the value of being supportive toward her family, providing practi-
cal and emotional help to her siblings and their children. She states that this does 
give her meaning in life, but she also feels overburdened by this or feels like she has 
to take this on without recognizing that this is a choice she herself makes. KC, how-
ever, behaves incongruently to some of her valued domains, such as when she avoids 
social interactions and meetings with friends and colleagues or avoids experiences 
that could lead to a romantic relationship. Further, she tries to live a life free of 
emotional pain which renders her behavioral repertoire to become quite narrow and 
unsatisfying (i.e., feeling stuck in unsatisfying family roles, lack of meaningful rela-
tionships, sleeping to avoid physical and emotional pain). Therefore, regarding the 
level of inaction and persistently avoidant behavior, we gave her a score of 4.

According to the psychological flexibility/inflexibility model, KC seems to 
encounter greater difficulty with the processes of experiential avoidance and cogni-
tive fusion, whereas lack of present-moment awareness, attachment to a conceptual-
ized self, and values-incongruent behavior follow. To further examine the 
mechanisms that maintain her problems, we next examined chains of “ABCs” 
(Ramnero & Torneke, 2008), where A =  Antecedents, B  =  Behavior, and 
C = Consequences (see Table 9.1). The aim was to further recognize reinforcement 
loops that maintain KC’s behaviors and depression.
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Table 9.1 Indicative ABCs to examine mechanisms that maintain problems

A
Activating events/
antecedents

B
Behavior

C
Consequences (behavioral 
mechanism/function)

Thinks about her cancer 
diagnosis/feels sad
Experiences physical 
sensations: pain in the area 
of the breasts and in the 
armpit (area of the surgery)

– Rumination (“I am just a 
cancer patient and nothing 
else,” “I am responsible for my 
cancer because I was stressed”)
– Isolates herself—stays at 
home, stays in bed and sleeps
– Does not complete daily 
activities and chores
– Does not go to work
– Takes painkillers (maybe 
beyond the time frame advised 
by her doctors)

Emotional and physical pain are 
not exacerbated (negative 
reinforcement)
Immediate emotional relief 
(positive reinforcement)
Friends and colleagues call 
because they are worried and 
express their interest—attention 
and confirmation (positive 
reinforcement)

Feeling tired, pain in the 
joints and muscles

– Rumination (“I am just a 
cancer patient and nothing 
else,” “I must be problematic 
since I do not have a partner,” 
“Who and what is to blame?”)
– Stays in bed, sleeps, and 
avoids daily activities and 
chores
– Takes painkillers (maybe 
beyond the time frame advised 
by her doctors)

Reduction of fatigue when she 
is sleeping (negative 
reinforcement)
Short-term pain reduction 
(negative reinforcement)
Immediate emotional relief 
(positive reinforcement)
Friends and colleagues call 
because they are worried and 
express their interest—attention 
and confirmation (positive 
reinforcement)

Alone at home
Irritable mood, feels lonely, 
sad, as well as anxious and 
fearful of the prognosis of 
cancer
Thought: “I do not want to 
die”

– Consumes large amounts of 
food and sweets
– Avoids all activities that 
could provide her with pleasure

Satisfaction from the taste of 
food and sweets (positive 
reinforcement)
Short-term relief from negative 
emotions (positive 
reinforcement)
Short-term avoidance of 
negative thoughts (negative 
reinforcement)

A man approaches her and 
shows his interest in her

– Avoids the conversation and 
leaves the place

Avoids the possibility of being 
rejected (negative 
reinforcement)
Belief: “I must be problematic 
since I do not have a partner” 
(positive reinforcement)

(continued)

9 The Acceptance and Commitment Therapy Perspective: Case Conceptualization…



136

Table 9.1 (continued)

A
Activating events/
antecedents

B
Behavior

C
Consequences (behavioral 
mechanism/function)

Colleagues/friends tell her: 
“You are lucky. Think 
positive and everything is 
going to be OK”
Emotions: anger, guilt, 
disappointment, loneliness
Thought: “I am all alone; 
nobody understands me”

– Does not express her 
emotions to friends/colleagues, 
leaves the place or hangs up the 
phone
– Avoids social events and 
communication with 
colleagues/friends

Avoidance of perceived conflict, 
which she believes will trigger 
more negative emotions 
(negative reinforcement)
Short-term avoidance of 
negative thoughts (negative 
reinforcement)
Short-term relief from negative 
emotions of anger, guilt, 
disappointment (positive 
reinforcement)
Others do not become aware of 
what she would like to hear 
from them and so continue to 
behave in the same way 
(positive reinforcement of her 
beliefs that “Nobody 
understands me”)

Visits her doctors who try to 
encourage her by telling her 
that she is strong and will get 
over it soon
Low mood, guilt, 
embarrassment, anger
Negative thoughts about 
herself: “I'll be a burden if I 
ask the doctors about my 
questions,” “I'll be ungrateful 
if I express my complaints to 
the doctors,” “I must be 
problematic”

– Remains silent and does not 
ask doctors the questions she 
has
– Does not express her 
concerns

Short-term avoidance of 
negative thoughts about herself 
(negative reinforcement)
Short-term relief from negative 
emotions (positive 
reinforcement)
Avoidance of the possibility of 
experiencing rejection from the 
doctors (negative reinforcement)
Continued belief that she is 
“problematic” (positive 
reinforcement)

9.3.6  Synthesis of the Hypothesized Mechanism

KC appears to have struggled with depressive feelings in the past, yet her current 
depressive symptomatology emerged following a breast cancer diagnosis. Her criti-
cal stance toward herself, her tendency to avoid her negative emotions through vari-
ous behaviors, and the intense ruminative thoughts in response to stressful situations 
may constitute modeling products and ineffectual learning from her parents and her 
history to date.

According to ACT and the psychological flexibility/inflexibility model, depres-
sive symptomatology and problems exist mainly due to experiential avoidance, cog-
nitive fusion, attachment to the past or foreseeing a catastrophic future (lack of 
living in the present), and lack of values-congruent behavior. KC tries to control and 
regulate her emotions through rumination and distraction, eating large amounts of 
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food and sweets, and avoiding social situations and events which she believes may 
cause her to experience negative emotions. She seeks to control emotional and 
physical pain by avoiding her job, by staying at home and sleeping, as well as taking 
painkillers. It seems that through rumination she avoids, in the short term, contact 
with negative emotions. All these dysfunctional behaviors are reinforced through 
both positive and negative reinforcement loops that result in the maintenance of 
these behavioral patterns and exacerbation of depression and lack of contact with 
any pleasurable or valued activities.

From an early age, she adopted certain dysfunctional behavioral coping and 
emotion regulation patterns with difficult and distressing situations, thoughts, and 
emotions, and all these contribute to psychopathogenesis and the maintenance of 
depressive symptomatology. She presents a rigid and absolute way of thinking and 
strictly judges herself (“problematic,” “ungrateful,” “a burden”). She is attached to 
a conceptualized self and seems to treat herself as a problem that needs to be solved. 
She is having a hard time seeing herself as something beyond her thoughts, inade-
quacies, and problems.

She is often not in the present moment, which sustains her depressive symptom-
atology. She is often ruminating about her failures or traumatic experiences from the 
past in terms of her romantic relationships (“I have not achieved anything in my life. 
My partners left me. I wish I had a partner”), which she generalizes to predicting a 
potential catastrophic future. Specifically, she becomes entangled with thoughts 
about a disastrous future of loneliness, inability to find a partner, and being incapa-
ble of forming a family.

Further, her avoidance behavior with the short-term goals of “being right,” “feel-
ing good,” protecting the conceptualized self, and avoiding rejection (by a partner 
or her doctors) prevents her from living in line with her values. When she seeks 
relief from psychological and physical pain through control and avoidance and 
when she is attached to her thoughts, she does not act according to her values (e.g., 
in the areas of romantic relationships, forming her own family, and friendships). 
The context in which her values function at this stage is limited, but she acts accord-
ing to some of her values (to be a good sister, a good employee).

The function of her depressive behavior (rumination, staying at home and sleep-
ing instead of going to work, not doing daily activities/chores, not expressing her 
emotions and thoughts to others, eating large amounts of food particularly sweets) 
has a double reinforcing role. On the one hand, it acts via negative reinforcement 
since she avoids pain, negative emotions (especially sadness and loneliness), and 
perceived conflict (that could bring about more “negative” emotions) and reduces 
fatigue in the short term. On the other hand, it acts via positive reinforcement since 
when she stays at home and does not go to work, she receives attention from her 
friends and colleagues who are worried and call her expressing their interest and 
experiences temporary emotional relief. Also, when she takes painkillers and stays 
in bed ruminating, her belief that she is “problematic” is positively reinforced. By 
eating sweets, she receives satisfaction from the taste of food. As a consequence of 
her lack of expressing emotions and thoughts, individuals do not understand her, 
which reinforces her belief that nobody understands her (positive reinforcement). 
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These functions maintain her depressive symptomatology. In the long term, staying 
at home, sleeping, and not doing pleasant and meaningful activities lead to more 
physical pain, more rumination about herself, and difficult emotions.

9.3.7  Strengths That Can Aid the Intervention

KC reached for help on her own, recognizing the difficulties she is facing and pre-
senting as motivated to make changes in her life. She has a stable job which presents 
her with satisfaction and economic means and from where she has established rela-
tionships with colleagues and her manager. She has a few friends and some family 
members that can provide social support. She also seems to have a good medical 
team that support her and provide her with state-of-the-art treatments. Her cancer 
prognosis is also good.

9.3.8  External Barriers or Obstacles to the Intervention

Although KC does have some friends and family members, the extent that they can 
provide meaningful social support is questionable and needs to be further explored. 
Thus, a lack of a stable social support network or previously learned patterns of 
interaction with her family and friends may act as a barrier to the intervention. KC’s 
health prognosis is good; however, treatments and possible side effects and compli-
cations need to be considered.

9.4  Treatment Plan

Based on the functional analysis and case formulation above, the treatment plan 
follows an ACT perspective and utilizes the psychological flexibility model to pro-
pose intervention targets. As such, the ultimate goal of therapy is to achieve func-
tional and quality living, where the client is able to become fully functional in her 
life, living in accordance to her values and demonstrating psychological flexibility 
in emotional, cognitive, and behavioral areas. It goes without saying that all inter-
ventions are couched within a good therapeutic relationship based on empathy, 
trust, authenticity, unconditional positive regard, and acceptance is paramount. The 
therapy process will be a continuous loop of assessment, treatment, evaluation of 
outcome, and back again as needed.

Treatment will begin by targeting the psychological flexibility processes that 
show more weakness, since it is expected that this will have a greater impact on the 
clients’ functionality and quality of life (Hayes, Strosahl, & Wilson, 1999). However, 
given that the processes are hypothesized to be linked, some concepts will overlap, 
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or some of the exercises may function to target more than one model component. In 
the case of KC, we suggest starting with cognitive defusion and experiential accep-
tance as the first intervention targets while bringing in concepts of self as context, 
present-moment awareness, and values-driven behaviors in the process. In order to 
reduce experiential control and to encourage acceptance, “creative hopelessness” 
will be introduced to highlight the futility of efforts to control depression and physi-
cal and emotional pain. ACT utilizes metaphors and experiential exercises to insti-
gate learning and experientially (vs. verbally) demonstrate concepts, so in this case 
metaphors like the “Person in the Hole” can be used. The pervasiveness and nor-
malcy of experiential control will be discussed in order to reduce her self-blaming 
and validate her struggles with depression and pain (Zettle, 2007). Next, emphasis 
will be placed on the futility and the cost of experiential control through exercises 
drawn from KC’s experiences (e.g., “Don’t think about …” and “Falling in Love 
Metaphor”). There will be a focus on willingness as an alternative to experiential 
control (e.g., “Carrying Your Depression Exercise”; Zettle, 2007). Active accep-
tance of all private events (thoughts, emotions, physical sensations, memories) will 
be promoted without attempting to change their form, frequency, or content (Hayes 
et al., 2006). Some exercises that can be used for this purpose are “Physicalizing 
Exercise” for accepting unwanted feelings and “Sitting with Feelings Exercise” for 
accepting feelings, related thoughts, bodily sensations, and memories.

At the same time, emphasis will be placed on cognitive defusion. This involves 
some psychoeducation of how emotions and thoughts evolved in humans and nor-
malizing that thoughts and emotions are not by their nature problematic, and all have 
a function and a role to play in our lives. Experientially we will present when thoughts 
and emotions become problematic, when we are trapped in them and give them all of 
our attention by holding the content of our thoughts as literally true and then believ-
ing that the only way we can function is by getting rid of them. The goal is to keep 
some distance from her thoughts, make some space for her thoughts to exist and to 
be able to see her thoughts as they are, as thoughts and nothing more. Techniques and 
exercises that can be used are “The mind in the third person” technique; the exercise 
“Your mind is not your friend” so as to promote observing the process of self-evalu-
ation rather than responding to the content and the self- evaluation; the technique 
“Thank your Mind” which can be used to recognize the troublesome content of her 
mind and help her understand that her mind is functioning fine and that efforts to 
control her mind (i.e., stop or change the content, frequency, and form of her thoughts) 
are ineffective; and the “Milk, Milk, Milk” exercise which can be used to focus on 
distinguishing self-evaluations from descriptions (self-evaluations versus descrip-
tions) and encourage her to describe her thinking (e.g., “Now I have the thought 
that … I am problematic”). In addition, the exercise “Why, why, why” and the “Flat 
Tire Metaphor” can be used to defuse reason giving, that is, to emphasize how rumi-
nation can prevent her from living her life according to her values.

Similarly, and through this process, self as context will be promoted. The aim is 
for the client to start to experience herself as an arena of experiences, including the 
experience of cancer, and as a safe place from which she can engage in exposure. 
The “observing self” will be identified, and metaphors and experiential exercises 
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will be used to become aware of, understand, and distinguish the “observing self” 
from the “thinking self” (e.g., utilize the “Chessboard Metaphor” or “Furniture in 
the House Metaphor”). The therapeutic relationship will be used to model the pro-
cesses of ACT in session, to reduce attachment to the conceptualized self and pro-
mote self as context.

At the same time, contact with the present moment will be fostered, i.e., flexible 
and present-moment awareness to current situations and events (internal and exter-
nal). Mindfulness techniques will be utilized to learn to live in the here and now and 
to be able to utilize the senses to return to the present moment when the mind starts 
to wonder and become entangled with thoughts and feelings. The aim is to experi-
ence external events in the environment and internal events as they occur without 
being absorbed by thoughts about the past or the future. Mindfulness will promote 
relating to internal private events in a nonevaluative manner. Exercises will be done 
both in session and outside therapy, such as mindful eating and breathing, “Soldiers 
in the Parade,” “Sky Metaphor,” “Leaves on a Stream,” and “Watching the Mind- 
Train.” There will also be encouragement to perform daily activities with mindful-
ness (e.g., to eat, drink, and walk mindfully). There will be no focus on “fighting 
spirit attitudes” but instead on being able to experience and express all her feelings, 
thoughts, and physical sensations in the here and now, including unpleasant ones.

Further identification of important values and areas which give her meaning will 
follow, by identifying the things for which she chooses to live for. This process will 
help identify pleasurable and reinforcement providing activities for KC. Committed 
actions directed toward her values even when experiencing physical pain, negative 
thoughts, and negative emotions (e.g., loneliness, grief, guilt, embarrassment, anger, 
etc.) will be promoted. In the long term, the treatment will aim to empower her by 
improving her self-image and helping her develop a more compassionate attitude 
toward herself.

Regarding the values work, values will be explored as long-term desirable life 
directions, which cannot be achieved as objects and “can be instantiated moment by 
moment” (Hayes et al., 2006, p. 8). The difference between values and goals will be 
highlighted. In the initial assessment of values, the following exercises can be used: 
“Which hero do you admire?”; “Revisit the wishes of your childhood”; “Epitaph 
Exercise”; and “What do you want your life to stand for?”. Relevant goals for each 
value can be discussed and identified. KC will be encouraged to choose small and 
achievable committed valued actions at each time and for each day. There will be a 
discussion that certain goals are more long-term and various graduated steps may be 
required. Behavior activation techniques will also be utilized here.

A modest level of action will be set and then gradually KC can progress to more 
ambitious levels of action. In addition, obstacles and barriers to commitment will be 
managed in collaboration with the client (Zettle, 2007). Adverse physical sensations 
(e.g., pain), thoughts, and emotions that are obstacles to making a committed action 
will be discussed, and ways of responding to these unwanted experiential barriers 
will be explored. The “Passengers on the Bus Metaphor” and the “Swamp Exercise” 
(“Are you willing to go through the swamp and get dirty for what gives you meaning 
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in life, for your values?”) will be used. The practice of ACT techniques in contexts 
outside treatment will be encouraged.

Finally, for any areas where we identify lack of skills (e.g., communication and 
expression of emotions and needs), skills training, exercises, and practice will be 
carried out (e.g., assertiveness training, saying “no,” social and relationship skills, 
etc.). As aforementioned, a continuous evaluation and monitoring of outcomes will 
be taking place, so at any point we identify areas where additional skills or modifi-
cations are needed; these will be carried out accordingly with the aim of achieving 
psychological flexibility and valued-based living.

9.4.1  Termination and Relapse Prevention

Termination will be decided in accordance with KC ensuring that she will continue 
to apply and further develop what she has learned and achieved in therapy. Various 
techniques that can act as reminders and prompts can be introduced, such as the 
prompt card proposed by Zettle (2007). In this exercise, one side of the prompt card 
includes the FEAR acronym addressing obstacles to willingness (Fusion with 
thoughts, Evaluation, Avoidance, and Reason giving for experiences) and the other 
side includes the ACT acronym (Accept your reactions and be present, Choose a 
valued direction, Take action).

For relapse prevention, the external (i.e., situations) and internal (i.e., thoughts, 
emotions, physical sensations) warning signs likely to trigger relapse will be 
addressed. Then, in collaboration with KC, an individualized relapse prevention 
plan will be developed that will include ways in which she can support herself and 
ways she can get support from her family or friends. Here too as in all other aspects 
of the intervention, KC will be guided and encouraged to identify, discuss, and use 
her strengths to enhance her psychological flexibility and resilience.

9.4.2  Assessment of Progress

Only a few sessions have been done with KC thus far. Progress noted so far include 
that she is now able to see herself through another context, that of a successful 
woman in the professional domain. Also, she seems to be able to see other aspects 
of herself now, such as being intelligent, being a good sister, and being a good 
friend. She now articulates goals and values for her life that are heartfelt and mean-
ingful (romantic relationships, health, friendship). Additionally, she started engag-
ing in actions according to the value of being physically and psychologically 
healthy. For example, in addition to starting therapy and being committed in the 
therapeutic process, she began personal training and is more willing and has started 
to expose herself in situations that are in line with valued life directions (i.e., meet 
with friends and express her thoughts and feelings to them).
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The evaluation of progress and intervention effectiveness will be continuously 
carried out in collaboration with KC and particularly in evaluating goals achieved in 
accordance with valued areas. Additionally, progress will be evaluated through clin-
ical observation by the therapist within the sessions and the way the client herself 
regards her progress or demonstrates changes in her life. The following self-report 
scales can also be used to evaluate progress: Hospital Anxiety and Depression Scale 
(Zigmond & Snaith, 1983), Greek Psychological Inflexibility in Pain Scale (Vasiliou, 
Michaelides, Kasinopoulos, & Karekla, 2019), Greek Acceptance and Action 
Questionnaire–II (Karekla & Michaelides, 2017), Greek–Cognitive Fusion 
Questionnaire (Zacharia, Ioannou, Theofanous, Vasiliou, & Karekla, 2021), 
Cognitive and Affective Mindfulness Scale Revised (Feldman, Hayes, Kumar, 
Greeson, & Laurenceau, 2007), Valued Living Questionnaire (Wilson et al., 2010), 
and the Psyflex (English version: Firsching et al., 2018; Greek version: Paraskeva- 
Siamata, Spyridou, Gloster, & Karekla, 2018). Additionally, risk assessment will be 
performed at frequent time intervals and managed if necessary. Ideally, it would be 
good to corroborate progress with more objective assessments and maybe in the 
reports of others in her life. The overall prognosis appears good for KC.

In conclusion, this chapter illustrated the acceptance and commitment therapy 
approach to case conceptualization and treatment plan for a client presenting with 
depression following a diagnosis and lumpectomy for breast cancer. The ACT 
approach appears to be an effective therapeutic approach transdiagnostically for 
psychopathological conditions, including depression, with outcomes (both func-
tionality and quality of life improvements and depressive symptom reductions) and 
effect sizes paralleling that of other empirically supported interventions (Twohig & 
Levin, 2017). ACT via its psychological flexibility model is malleable and can be 
easily adapted to the specific needs of real-life client cases who often present with a 
multitude of problems and comorbidities, such as the case illustrated here.
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CBT is widely used for depression and there is plenty of evidence to support its 
efficacy. However, its support for treating bipolar disorder is still modest, and where 
it is strongly supported as a form of treatment, it mostly refers to mania or depres-
sion separately. Even though pharmacological treatment remains broadly the go-to 
intervention modality for treating bipolar patients, research on its efficacy has pro-
duced mixed results (Geddes & Miklowitz, 2013). Thus, focusing only on address-
ing the biological aspects of bipolar disorder has several limitations. Geddes and 
Miklowitz (2013) supported that to achieve best results in treating bipolar disorder, 
professionals and researchers ought to continue to strive for combination in 
addressing the neurobiological and psychosocial underpinnings, as well as modify-
ing treatments to suit the needs of the individuals diagnosed with the disorder.
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Swartz and Swanson (2014), in their systematic review of bipolar-focused treat-
ments, reported that combining psychotherapies targeting bipolar disorder specifi-
cally to medication treatment proved to be superior every time to medication alone, 
especially in reducing symptoms and improving relapse prevention. A more recent 
meta-analysis by Chiang et al. (2017) focused more on the efficacy of CBT as a 
psychotherapeutic mode of treatment for bipolar disorder. The authors noted the 
need to explore the efficacy of CBT for bipolar disorder since it had shown to be 
promising as an adjunct to pharmacotherapy. Results from reviewing 19 RCTs with 
1384 bipolar I or II patients supported that CBT had mild to moderate effect sizes in 
reducing relapse rates, improving depressive symptoms, mania severity, and overall 
psychosocial functioning.

10.1  Case Introduction

The case report will describe the background, treatment, and outcome of the appli-
cation of a manualized cognitive-behavioral therapy protocol in a private practice 
setting. To protect the client’s confidentiality, the pseudonym “Anna” will be used 
in the discussion of the case. Demographic and other information have also been 
altered to further protect identification of the client. The author is grateful to the 
client, who provided permission to use their clinical information for the purpose of 
the case presentation.

At the time of the referral, Anna was a married woman in her late 30s who sought 
treatment following an episode of major depression. She was recommended to ther-
apy by her then psychiatrist who indicated that she needed to “build up resilience” 
and to “identify and cope with stressors.”

10.2  Presenting Complaints

Anna reported the onset of depressive symptoms 6 months prior to her coming to 
therapy. The onset appeared to be due to “feeling like a failure” following work- 
related financial problems and having to close her small family business. Anna 
reported having reduced appetite, no motivation to work, fatigue and inability to 
sustain sleep, poor concentration, hopelessness, anhedonia, and feeling unable to 
emotionally respond to her young child (feeling “soulless”). She indicated that hav-
ing to close down the business that left her husband without a job, the communica-
tion issues with her father who was trying to help her family financially by offering 
Anna and her husband work in his family business, and her failure to gain pleasure 
from her new job role were the top three factors causing her distress.

While she had been prescribed SSRIs by the psychiatrist since the beginning of 
the current episode, she continued to exhibit several symptoms that affected her 
daily functioning. As a result, she reported feeling “incompetent,” that her 
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self- esteem had been impacted negatively, and she took on the blame for all the fam-
ily failures. With these in mind, the identified goals in seeking psychological ser-
vices were to clarify her future professional steps, to address her relationship with 
her father and the communication issues that arise from the tension between them, 
and to set boundaries between the roles she tries to fulfill in her daily life.

10.3  History

Anna stated that she had experienced one other episode of depression in the past but 
had never sought systematic treatment before. The episode developed following a 
return to her home country from studying abroad. She indicated that her family 
placed great pressure on her to return with her then boyfriend and to marry. In addi-
tion, there was the expectation of her joining the family business. She went forward 
with fulfilling all three expectations in order to appease her father and because she 
felt she could not do otherwise. At the time, her boyfriend provided her with what 
she felt was enough support to get through the episode without seeking any medical 
or psychological assistance. She also reported having a stable source of support 
from friends throughout her life as she was outgoing and always actively involved 
in various social activities.

The family of origin was reported to be very close. Anna felt closer to her mother 
due to her mild-mannered nature and for receiving support in her role as a mother. 
On the other hand, her relationship with her father was reported to have been con-
flictual due to father’s high and strict expectations. She reported having good rela-
tions with her brother and his family. However, she reported that she always felt that 
her father had higher expectations of her. These expectations put a lot of pressure on 
her from a young age and apparently this didn’t change with time. All family mem-
bers either were or have worked at the family-owned business. Anna invested a lot 
of her time to the job and used to find great pleasure in promoting the business. Even 
though the business was quite successful, it was also a cause of great distress and 
arguments between the family members. Differences of opinion with regard to han-
dling changes in the business led to greater interpersonal difficulties, which in turn 
led to her husband leaving the business and her doing the same some years later. 
Following these major employment changes, business investments left her and her 
husband exposed to financial instability and threat. She managed to rebuild the busi-
ness and had to seek additional work via her father’s family business once more in 
order to safeguard her family’s finances.

Anna’s family has a long history of mental health issues. Her mother reportedly 
has experienced several depressive episodes throughout the client’s lifetime. 
Moreover, Anna’s brother and a cousin had also been diagnosed with depression 
with psychotic symptoms and had sought medical treatment outside the country. 
Anna stated that her father was very critical and unaccepting of the diagnosis, while 
her mother was very supportive despite feeling sadness for both her children having 
been diagnosed with depression. Her and her family’s medical history is 
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unremarkable. She also denied any current use of illegal substances at the time of 
the initial assessment but did report smoking heavily on a daily basis, due to 
increased stress, and being a social drinker. She did report a previous history of 
using cannabis with her husband. However, she stated that she had managed to stop 
the use on her own some time before the episode onset.

10.4  Assessment Strategies

One of the main challenges in working with Anna was assessing objectively her 
baseline functioning at the time of referral, as well as assessing treatment effective-
ness throughout and at the end of the intervention. While measures have been trans-
lated in Greek and are used in research and practice alike, very few of those are 
standardized in the local population. This makes it particularly difficult to extract 
any accurate results and to infer conclusions. Of those standardized, very few would 
have been appropriate for assessing the present case, and they are not widely avail-
able for use outside of research centers. Thus, there were ethical and legal obstacles 
to consider. Therefore, treatment effectiveness was primarily measured by the cli-
ent’s report of increased psychological stability and witnessed by the therapist, as 
well as reports from family and friends who were identified as being key support 
people to Anna.

Based on the initial assessment and the consultation with the psychiatrist, the 
original diagnosis given was major depressive disorder, severe without psychotic 
features, recurrent. However, as will be discussed below, based on information 
obtained during treatment and other observations, the diagnosis was changed to 
bipolar I disorder and cannabis use disorder.

10.5  Clinical Case Formulation

Anna reported having fragile self-esteem as she has always found the approval of 
others very important. At the time of intake, she felt that she had reached one of her 
lowest points due to thinking that she had let everyone in her immediate and 
extended family down as a daughter, a wife, a mother, and an employee. Subsequent 
to the negative thoughts and evaluation of her experiences, symptoms of depression 
began. Ongoing conflict between her spouse and her family of origin also contrib-
uted to the worsening of her relationship with both her husband and her father. As a 
result of these intra- and interfamilial problems, the depressive symptomatology 
worsened. Thus, a connection has evolved between her depressive symptoms, the 
interpersonal problems experienced within the family and work settings that are 
interconnected, and her negative cognitions. The levels of dysfunction in her family 
and the conflict contributing to her relapses are supported by research indicating 
that expressed emotion in such families can pose a very high risk for the individual 
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as can the occurrence of negative life events (e.g., Johnson & Miller, 1997; Miklowitz 
et  al., 1988). Furthermore, negative cognitive styles have also been found to be 
interconnected to depressive attitudes and attributional styles when combined with 
negative life events (e.g., Reilly-Harrington et al., 1999). Both appear to hold true in 
Anna’s case.

At the same time, her manic episodes were also clearly connected to her negative 
cognitions and in trying to overcompensate for her core beliefs developed as a child 
that she “has to be good to be loved and respected” or that she is “worthless.” In her 
attempts to prove her loved ones wrong about what she perceived their view of her 
to be, she would engage in behaviors that were self-destructive (e.g., taking on a lot 
of responsibility for the family business’ success, trying to manage too many things 
at the same time and be perfect at them). Cycling through the lowered and elevated 
mood was inevitable, especially as she used cannabis and/or alcohol at times on a 
consistent basis to regulate the changes.

On the basis of the relationship among her problems, Anna and the therapist 
decided to address her negative thinking first before tackling the interpersonal dif-
ficulties in an attempt to give her time to adjust her view of herself, to develop suf-
ficient coping skills, and to then tackle issues that left her feeling most vulnerable to 
negative self-criticism. Her symptoms of depression and her cannabis use were not 
included as goals in the treatment plan. It was assumed, on the basis of the relation-
ship among the various difficulties, that such complaints would also diminish as the 
thinking and behaviors would become more balanced and as the interpersonal prob-
lems would be addressed since these were identified as the major triggers to these 
problems.

10.6  Treatment

10.6.1  Choice of Treatment

In choosing a treatment model for Anna, her presenting problem of depression led 
to choosing CBT as the treatment of choice given the body of evidence supporting 
its effectiveness. Once the diagnosis was changed to bipolar disorder, it only seemed 
natural to maintain the same treatment modality because the client appeared to 
respond positively to the structured format of the work. According to Otto, Reilley- 
Harrington, and Sachs (2003), CBT has been found to benefit progress in treating 
bipolar disorder. It has been identified that CBT for bipolar disorder targets six 
areas. These areas concern relapse prevention, medication adherence, early detec-
tion and intervention, stress and lifestyle management, treatment of comorbid con-
ditions, and treatment of bipolar depression (Otto et al., 2003).

Otto et al.’s (2009) CBT guide was chosen even though it clearly states that it is 
targeted for patients receiving treatment in specialist clinics for bipolar disorder. 
The primary reason for the choice had to do with the fact that Otto et al. developed 
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the program with a focus on relapse prevention particularly in high-risk situations. 
This seemed to fit Anna’s identified needs.

The guide outlines an up to 30-session program separated into 4 sections: the 
depression phase; the contract phase; the problems-list phase; and the well-being 
phase. Treatment Phase 1 (Sessions 1–9) concentrates on establishing mood stabil-
ity by mood charting and activity scheduling, cognitive restructuring, and core 
beliefs work. Treatment Phase 2 (Sessions 10–13) is the contract phase. Treatment 
Phase 3 sees the client build skills such as problem-solving, social skills, relaxation, 
and anger management. Treatment Phase 4, the last one, helps the client pay atten-
tion to improving well-being and the end of treatment. The program also has a fam-
ily component wherein the client’s family members attend psychoeducation sessions 
to learn more about the disorder and they have to work with the client and the thera-
pist to achieve best results (Otto et al., 2009).

10.6.2  Treatment Implementation

Overall, treatment lasted 1.5  years in total including the follow-up sessions and 
amounted to 44 sessions in total, covering materials at a varying rate depending on 
Anna’s progress and life events. All sessions lasted 45–60 min. The case study 
focuses on how CBT for bipolar disorder was used with Anna and in particular how 
it was delivered in the context of a private practice taking into consideration risk and 
additional complexity. The manual was used throughout treatment, and the exer-
cises assigned for homework or completed during session were the ones outlined 
within the manual.

10.6.3  Treatment Phase 1

Sessions 1 and 2 Engagement and Rationale for Treatment: In the first two ses-
sions, Anna provided extensive background information relating to her current and 
past difficulties, the most recent depressive episode, intrafamilial problems, and 
other psychosocial issues that contributed to her experiencing mental health diffi-
culties. Session 1 focused on history taking of interpersonal and financial issues, 
and assessing current functioning.

Session 2, on the other hand, focused on Anna identifying her primary goals, as 
well as identifying her own strengths and weaknesses. As noted above, Anna’s main 
goals were to define what she will do with her professional life, how to set clear 
boundaries in her different roles, and how to improve communication with her 
father by being more assertive and less fearful of his reactions to her choices. In 
terms of weaknesses, she identified that she can be very stubborn especially when 
she is wrong and that she holds grudges. Perhaps her biggest negative attribute was 
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her engaging in significant self-blaming when something felt like a failure or went 
wrong, by taking on more responsibility than was due. Her dynamic personality was 
identified as both a positive and negative attribute that contributed to her persever-
ance all these years but also gave her trouble when she needed to be focused on 
tasks. Anna identified that she was kind, full of love for her family and friends, giv-
ing and supportive to her loved ones, and an all-around pleasant person to be in the 
company of. Contact with her first psychiatrist was done as part of the assessment 
phase in order to coordinate treatment and establish shared therapeutic goals. 
Furthermore, the rationale of the model used was emphasized.

Sessions 3–7 Cognitive Restructuring:Cognitive restructuring was introduced in 
Session 3, as is in the manual, without covering mood charting and activity schedul-
ing first. The rationale was that the client reported experiencing increased distress 
over “negative thinking.” The session was primarily spent on psychoeducation 
around automatic thoughts, the distortions, and the purpose of completing thought 
records. This led to her admitting in the following session that she “wants to feel 
loved by everyone!” The statement was examined in the context of her life’s mean-
ing and motivation for her actions but also as a source of distress, disappointment, 
and unrealistic expectations. Homework continued to be in the form of completing 
thought records.

Session 5 was spent identifying scenarios throughout the week relating to the 
aforementioned statement and to her depression in general as she did not complete 
the written component of the homework. Anna easily identified events and auto-
matic thoughts and was able to work through the thought records in session identi-
fying where her thinking was unrealistic and where it set a precedent for feeling 
depressed. The main themes identified related to interpersonal difficulties at home. 
Mood charting and activity scheduling were also introduced to monitor symptoms 
and activity levels.

Session 6 was planned for continued work on cognitive restructuring, mood 
charting, and activity scheduling. However, several instances of conflict in the fam-
ily during the previous week steered Anna into experiencing mood swings and 
impulses for reducing medication and several “good ideas” for businesses, reduced 
sleep, and other difficulties. Contact with the psychiatrist proved difficult, and a 
recommendation for finding a local-based doctor was made. A short behavioral 
management plan was created where Anna had to follow two rules before acting on 
her impulsive thinking: (a) a “48 h Before Acting Rule” where clients are encour-
aged to wait at least 2 full days with 2 full nights’ sleep before acting on new ideas 
or plans and (b) a “Two-Person Feedback Rule” where at least two trusted people 
have to help the client to test whether an idea or plan is good (Newman, Leahy, 
Beck, Reilly-Harrington, & Gyulai, 2001). It was also agreed that no major deci-
sions or life changes would be made during a manic or depressive episode. Anna 
agreed with the plan and decided that she wished for the one person of the two to be 
the therapist. The family was asked to attend the next session. Thus, the following 
session was attended by Anna with her husband and mother. There was a medication 
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change and Seroquel was added to the standard SSRI. The family was provided with 
psychoeducation on bipolar disorder.

Sessions 8–12 Redefining Treatment and Establishing Support: A full-on 
manic episode was reported by Session 8 by Anna’s husband as she had not been 
taking her medication as prescribed. Anna reported that her negative thoughts and 
feeling “unappreciated” reached a level where she thought that stopping would help 
her be more productive. She counterbalanced her elevated mood by smoking can-
nabis daily. Furthermore, Anna reported that she had previously had experiences of 
elevated mood where she also exhibited increased religiosity, once to the point of 
feeling like she had special healing powers. She negated having similar experiences 
since that one time but was concerned about it and felt ashamed. A change to a local 
psychiatrist was made in order to better monitor medication intake. We reviewed 
treatment goals and provided psychoeducation on mania and its management. By 
Session 9, Anna had achieved some mood stability, and we resumed treatment by 
focusing on cognitive distortions around mania and hypomania. Coping skills (e.g., 
progressive muscle relaxation) were also reviewed, and the need to have regular 
activity planning (e.g., exercise) was revisited.

Session 10 continued to cover activity scheduling and introduced weekly plan-
ning to help Anna achieve a balance in number of activities, their intensity, and time 
investment as it became evident from the thought records that this was a major chal-
lenge and destabilizing factor. Unfortunately, Session 11 was cancelled due to hav-
ing a minor depressive episode and not having completed any of her homework. 
Anna came to her next session with her husband, who began by doubting the effec-
tiveness of treatment, feeling uncertain about the future, and trusting that either 
medical or psychological treatment will be effective in helping Anna “get back to 
her normal self.” This was addressed in session with Anna present, who stated her 
investment to working things through in therapy. Then, the session was redirected to 
identifying antecedents of the depressive episode and working through thought 
records to address the mood changes. Given all the intrafamilial difficulties that 
came to rise and the influence that people’s opinion had on Anna and her investment 
in treatment, it was agreed that the work on core beliefs would be put on hold until 
the contract phase is completed. Both Anna and the therapist felt that this would 
minimize therapy-interfering behaviors, as well as help Anna feel more in control of 
her treatment, her decisions, and her life overall.

10.6.4  Treatment Phase 2

Sessions 13–16 Contract Phase: While the work with the thought records and 
activity planning was ongoing, work on the second phase of treatment began as 
Anna’s mood became more stable and we wished to start on relapse prevention in 
Phase 3 following the work on core beliefs.
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In Session 13, we reviewed the various mood episodes in order to help Anna start 
completing her treatment contract. The psychiatrist was also informed of the con-
tract development process. Anna identified the people she’d wish to have as her 
support system that, apart from the therapist and psychiatrist, included her husband, 
her mother, and two very close friends. Psychoeducation provided on decision- 
making skills aimed at helping Anna with her experiencing problems that needed to 
be addressed within her marriage. The next two sessions continued to review activ-
ity scheduling as an ongoing process and to filling in the contract.

In working on the contract in Sessions 14 and 15, Anna was better able to iden-
tify the things she does when she is feeling well (e.g., taking care of her appearance 
on a regular basis, attending work, and keeping up with family and social activities 
throughout the week) and the things she can do to better help herself feel well (e.g., 
takes her medication as prescribed, keeps a regular sleep schedule, takes care of 
family finances). She was able to name her behaviors, thoughts, and emotions that 
were early signs of depression (e.g., difficulty concentrating, thoughts that others 
don’t care when they really might, having no energy and feeling emotionally numb, 
having trouble sleeping or sleeping too much, staying away from people, and stop-
ping activities), the triggers (e.g., relationship breakups and especially conflict in 
the spousal relationship, using drugs or alcohol, difficulties at work), the coping 
skills needed to effectively address these in terms of things she can do to help her-
self (e.g., contacting her treatment providers, contacting two specific friends for 
support, maintaining a regular activity schedule and not staying in bed all day, 
ensuring that she’s taking her medication and is not using substances), and how oth-
ers can best assist her (e.g., by not doubting her when she’s telling them that she is 
feeling depressed and by contacting her treatment providers). Similarly, Anna iden-
tified thoughts, behaviors, and emotions as early signs of elevated mood (e.g., rac-
ing thoughts and feeling particularly creative, thoughts of having special powers, 
feeling inpatient and irritable, doubting that anything bad might happen, excessive 
talk and being sociable, easily fighting without reason), triggers for hypomania or 
mania (e.g., relationship breakup, seasonal changes, work-related problems, drug 
use), and coping skills for herself (e.g., maintaining regular schedule and avoiding 
substances, contacting support persons), as well as instructions for others (e.g., talk 
to her trusted people in her support system, talk to the priest who is her spiritual 
guide, preventing her from driving and putting her in a room with minimal 
stimulation).

The contract meeting with the support system was planned for Session 16 but 
instead occurred in Session 17. Anna called previously to the session to report “bad 
thoughts” about her family, finances, and her relationship, thus needing to take one 
more session to process these through the thought records. Once that was done, 
Session 17 was attended by the four people named in her contract as her support 
system. All attendees, including Anna, found the session and the document as rep-
resentative of Anna’s situation, and a helpful document to follow to best help Anna 
through her treatment and onward. Anna reported feeling content and proud of her-
self for the first time in treatment and that she felt in charge of her life.
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10.6.5  Treatment Phase 3

Sessions 18–22 Mood Charting and Skills Building: Session 18 started with 
Anna reporting feeling somewhat elevated mood due to being upset with her hus-
band and their relationship overall. This was an opportunity to introduce problem- 
solving skills. The work continued into Session 19, where Anna reported reduced 
mood due to her father calling the therapist for the first time and attempting to influ-
ence the treatment process and progress. Anna’s concerns regarding their relation-
ship, especially with regard to dysfunctional communication, were addressed in 
session.

Session 20 addressed anger management skills following another episode where 
Anna experienced increased agitation and anger toward her husband. The therapist 
chose to revisit thought records and mood charting with Anna as a means of moni-
toring her effectiveness and reducing risk of relapse. However, Session 21 revealed 
that Anna hadn’t completed her homework and felt that it ought to be considered 
necessary only in “serious situations.” The therapist provided psychoeducation on 
the necessity for consistency in order to achieve desirable results in treatment. We 
went on to discuss interpersonal effectiveness skills, especially in dealing with set-
ting boundaries. Despite her reaction in Session 21, Anna came to Session 22 with 
her homework done and reporting that it had been “useful” in reviewing her medica-
tion with her psychiatrist, in further identifying situations in her daily life that could 
pose a risk for her, and in putting the use of the contract in place.

Sessions 23–30 Core Beliefs and Skills Building: The first half of the next ses-
sion focused on reviewing Anna’s mood chart. That resulted in spotting dysfunc-
tional behaviors such as increased sleep and increased activity levels in order to 
catch up for lost time leading to increased irritability and increased mood as a result. 
While thought records were partially helpful, Anna’s ongoing relationship problems 
with her husband needed to be addressed at a different level. Thus, the therapist 
referred them to couples’ therapy. The second half of the session addressed Anna’s 
concern regarding new job opportunities and the introduction of core beliefs as 
actively job seeking left Anna troubled as to how to inform her family that she’d be 
leaving the family business again.

Session 24 dealt with a crisis that related to Anna’s relationship with her hus-
band. Both her mother and husband had called the therapist prior to the session in 
great concern over Anna’s mood swings. In session, Anna indicated that she was 
sensing increased irritability and reactivity with regard to her continuing marital 
problems and had had mild suicidal ideation, which resulted in her using substances 
to calm herself down. Contact with the psychiatrist was made to monitor medication 
intake and to have a session urgently, as well as to assess potential need for hospi-
talization. Case management via out-of-session contact, implementing the contract 
with the support system, and having a crisis session with the psychiatrist helped 
manage the episode without hospitalization.
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In Session 25, Anna felt more hopeful primarily because she had another job 
interview. The therapist worked with Anna on the potential risks for relapse relating 
to the notable mood swings noted in the last few weeks. Anna stated that while she 
was “feeling down” because of her relationship with her husband, she felt glad that 
things were looking up professionally. Anna and the therapist  re-addressed chal-
lenging core beliefs relating to respect (“I have to be good to be appreciated”) and 
focused on applying her decision-making skills. The same theme continued into 
Session 26; however Anna reported that because of her keeping up with her medica-
tion and sleep schedule, and in reaching out to her support system, she had managed 
to return to her baseline faster and more effectively. She also stated that couples’ 
work would start the same week. This helped with furthering work on challenging 
core beliefs. Specifically, Anna identified early-on experiences where she adopted 
the view that her self-worth depended heavily on her perceived love and respect 
received from others. These occasions primarily stemmed from interactions with 
her father and from witnessing her parents’ relationship. In addition, Anna identi-
fied core beliefs such as “I am incompetent” and “I have to be perfect to be loved.”

Session 27 found Anna feeling irritable following the first couple’s session. The 
therapist addressed problem-solving skills and ongoing use of thought records and 
mood charting as a means of helping with stabilization. Unfortunately, couples’ ses-
sions proved to be a major destabilizing factor for Anna, as she came to Session 28 
with no homework completed and wishing to discuss only the emotional turmoil 
that was causing her instability at the time. By Session 29, Anna returned to imple-
menting her homework and feeling more efficient and effective. Skills for interper-
sonal effectiveness, problem-solving, and anger management were revisited in 
session. Moreover, assertiveness skills with regard to family interactions were cov-
ered as part of Session 30 as Anna reported increased worry regarding family inter-
actions and reduced communication.

Sessions 31–38 Skills Building and Relapse Prevention: In Session 31, Anna 
reported on her continuous efforts to implement skills learned and how that helped 
her feel more effective and competent. A review of treatment progress was made 
and re-worked on the developmental trajectory of goal attainment leading to termi-
nation. Anna reinstated her focus on her life goals of becoming independent from 
parents and to stop being codependent with her husband. She went on to state that 
her adjusted expectations coincided with adjusting her core beliefs to “I am worthy.” 
In contrast, the next two sessions presented with challenges since Anna reported 
that her mood had lowered following the most recent couples’ session and increased 
use of cannabis as a result. These events coincided with her feeling angry and disap-
pointed connected to her feeling “incompetent.” Thus, work in session focused on 
remastering skills needed to achieve her goals relating to her core beliefs. This work 
continued into Session 34.

By Session 35, Anna started actively working on relapse prevention. She reported 
having started a new job, feeling excited, and higher levels of energy. We revisited 
triggers for manic episodes and how she regains balance by following her contract. 
In Session 36, Anna reviewed a recent event that could have presented a threat to her 
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self-esteem and that she reported having managed effectively. We reviewed how her 
current behavior connected to her adjusted core beliefs and life goals. Session 37 
also focused on relapse prevention and maintenance. We reviewed treatment prog-
ress and formed termination plan that would include a group meeting of the support 
system. Anna and the therapist agreed on a maximum of another six sessions includ-
ing the group and termination sessions. The need to work toward termination was 
affirmed in Session 38 where Anna reported continuous improvement since she had 
established a regular schedule by having a stable job, returning to an active social 
life and to practicing her favorite sport, as well as spending quality time with her son 
and family.

10.6.6  Treatment Phase 4

Sessions 39–44 Well-Being and Termination: Session 39 introduced the notion 
of well-being and connected it to her meaning of life as it had been defined in the 
early sessions and redefined later on while challenging core beliefs and identifying 
new life goals. This became more evident when she cancelled Session 40 due to 
having a family activity with her son.

In Session 41, she reported the end of couples’ sessions and a goal for ongoing 
commitment to working on shared issues. With regard to her individual goals, Anna 
reported experiencing three stressors and having dealt with two effectively on her 
own. The third one related to her family sharing personal information regarding her 
diagnosis without her consent. Anna reviewed her plan of action for addressing this 
issue with the therapist prior to implementing it. The efficiency and mood stability 
was evident in Session 42 also. Anna stated that she felt she had achieved a substan-
tial amount in treatment and that she “will keep on working on things that need to 
be addressed.” The group session was held during Session 43 where her mother, 
husband, and two friends attended the session. They were all able to identify notable 
changes in Anna including her skills and mood stability. Most notably, her husband 
attempted to question the continued use of medication to which Anna contradicted 
him stating that she felt she needed even the low dose to help keep her mood stable 
and would consult only with her psychiatrist and therapist as needed for medication 
changes.

Session 44 was the termination session. Anna and the therapist appraised treat-
ment as a whole. We reviewed goals attained and the ones that remain ongoing 
life goals.
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10.7  Complicating Factors

In working with Anna, several challenges were identified early on. Both therapist 
and client addressed them as they were identified and on an ongoing basis in order 
to achieve stability and reduce relapse.

Firstly, achieving stability in medical treatment proved to be a challenge. The 
initial obstacle to having stability was that she had initially sought the professional 
help of her brother’s psychiatrist who only practiced part-time in the country. As 
this was a major challenge to coordinating care, Anna was encouraged to seek the 
support of a local psychiatrist. Additionally, the use of cannabis played a role in the 
client’s wish to “return to her old self” by reducing her medication at will and with-
out notice particularly when she felt drowsy and using the cannabis to self- medicate. 
Anna reported “feeling slowed down” by the medication and that she couldn’t think 
or feel as alert as she was prior to beginning the combination of an SSRI and an 
antipsychotic drug. She would resort in reducing the dosage of the antipsychotic 
drug, which in turn would lead to a hypomanic or manic episode, which in turn 
she’d try to slow down by increasing her cannabis use. In turn, that sometimes led 
to a depressive episode. The added obstacle in this factor was her husband’s feed-
back and verification of these observations that reinforced her behavior. Through 
ongoing support, psychoeducation, and communication with her family and psy-
chiatrist, the “team” worked together with Anna to reduce the medication to a level 
that was acceptable to her and that helped her feel more “awake” while keeping her 
mood stabilized. In time and by the end of treatment, the cannabis use had signifi-
cantly decreased to the point that she reported no use at closure. A relapse plan was 
discussed as part of follow-up.

Secondly, initially Anna relied heavily on outside feedback for evaluating her 
self-worth. As a result, she suffered from the instability in her relationship with her 
husband. About a third of the time into treatment, it became apparent that her 
decision- making relating to her health and life in general was heavily influenced by 
her husband’s feedback on her appearance, her functioning, and her role as a mother 
and wife. From being her biggest supporter, he ended up being her biggest critic and 
thus her biggest trigger for either a depressive or manic episode. This contributed 
greatly to her relapses but also to her returning more determined to work on believ-
ing in herself, to focus on restructuring her core beliefs to reflect her view of herself 
and the world, and to work on maintenance. Similarly, her family’s initial reaction 
to the diagnosis and treatment left the client feeling unloved and rejected. This was 
especially true of her father’s reaction. While her mother came in for the contract 
meeting and subsequent family meetings, her father refused to come in but contin-
ued to “monitor” treatment by calling the therapist. This was addressed in time by 
the therapist and with coordinated action by Anna. In the end, her family of origin 
was a stable support system that encouraged her to re-establish herself.

One final factor is that of applying a phasic model of treatment in a “real-world,” 
private practice setting. Several challenges outlined above and below occurred that 
contributed to derailing the treatment plan following the contract phase. The 
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therapist had to revisit skills with Anna and to work on helping her stabilize her 
mood and re-establish the indicated route by the manual authors. However, framing 
these episodes which Anna identified as “failures” as an anticipated part of an ongo-
ing process in life helped reduce the shame and to work through the episodes one at 
a time, regardless of how difficult they were emotionally, or how slow the process. 
This also meant that the treatment was individualized to address Anna’s needs.

10.8  Follow-Up

Follow-up sessions were completed as indicated by Otto et al. (2009) at 1, 3, and 
6 months post-treatment. At these reviews, Anna described what skills she had been 
practicing well and how she had used her skills to support herself. She reflected on 
the things that continued to trouble her and the concerns that connect to these trou-
bles. Her primary concern at the time of follow-up was her relationship with her 
husband and how their ongoing issues would be resolved. She maintained that she 
was coping well with the ups and downs but that the decision-making process was 
proving to be especially complicated. Nonetheless, her mood was relatively well 
balanced primarily due to keeping up with her medication regime, her work sched-
ule, social life, and motherhood. Therefore, while she had achieved her goal of 
becoming independent from her family of origin, her goal of working on her rela-
tionship with her husband remained. Planning for positive events was not an issue 
any more, and the support she received from those close to her was reported as 
ongoing. Remarkably, as a “side effect” to treatment, her cannabis use had reduced 
significantly to the point of not having used since the end of treatment.

10.9  Discussion

This case study illustrates how a structured psychotherapeutic intervention for bipo-
lar disorder can be effective even with several confounding variables. It is recog-
nized that only tentative conclusions can be drawn from a single case study.

10.9.1  Treatment Implications of the Case

One of the major factors that appeared clearly to play a role in the progress and 
process of therapy in this case was the development of a good, solid therapeutic 
relationship with the client. While it can be considered a given in any therapeutic 
model that for therapy to work one needs to establish a good therapeutic relation-
ship to start with, it cannot be emphasized enough when applying a manualized 
treatment. Beck, Rush, Shaw, and Emery (1979) termed this “collaborative 
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empiricism,” where the client and therapist form a team to work together in research-
ing cognitions. Moreover, it has been found that the strength of the treatment alli-
ance can predict fewer manic symptoms (Strauss & Johnson, 2012). In this case, it 
helped with the client feeling trust in the therapist and the therapist’s intention to 
help the client through life’s difficulties, as well as feel accepted without being 
judged or scrutinized for her “failures” in life. It was evident in the reduced sense of 
shame experienced by the client whenever there was a relapse in that she was not 
afraid to be honest in therapy, to report the incident, and to work together with the 
therapist and her support network to get back on track. This is of importance as 
shame can be a major destabilizing factor in treatment progress and outcome 
(McMurrich & Johnson, 2009).

Moreover, the opportunity to build a safety network with the use of the contract 
offered opportunities to promote growth in the client and concurrently ensure her 
and her child’s safety in crisis situations. By identifying and naming her own trig-
gers and coping skills, and by communicating these to the people she chose to have 
surround her while in treatment, the client reported feeling in control of her treat-
ment, that people respected her wishes and followed her lead in providing the assis-
tance she felt and identified as being the most helpful for her when she was the most 
vulnerable and feeling “out of control” with life. In turn, the safety network 
expressed a sense of relief and competence in knowing what to do, how to do it, and 
when to do it since they were given clear behavioral benchmarks by which to assess 
the client’s functioning and well-being, rather than assuming action based on their 
own understanding and assessment of the situation. For them, having access to the 
therapist assisted in providing another level of security.

In line with the medication effectiveness research, the medication regime proved 
to be a challenge and a critical aspect in Anna’s stabilization. One of the factors that 
contributed to medication adherence in this case on an individual level was the 
experience of relapses with significant mood swings and the aftermath of these 
relapses. The intermittent questioning of the medication, its use and usefulness, as 
well as what constitutes the necessary or desirable dosage for Anna to feel stable but 
not blunt led to her seizing her medication at different occasions. The resulting 
instability, especially when she experienced another depressive episode, was detri-
mental to her changing her mind, collaborating with her psychiatrist, and sticking to 
the agreed regime. Moreover, through psychoeducation and ongoing support by the 
therapist and her support system, the client worked with her psychiatrist to regulate 
the medication at a level that was effective for her.

One final major challenge was the treatment itself. On one hand, having a treat-
ment team offering services under one roof in a “one stop shop” format has noted 
benefits when managing cases that require coordinated care. This is especially true 
when applying a manualized treatment in an individual-based setting. Even though 
the therapist and psychiatrist were in close and ongoing contact, consistent com-
munication was not feasible between two people working out of two separate pri-
vate practices due to practical reasons (e.g., being able to reach each other over the 
phone and depending on availability to talk). On the other hand, one needs to take 
into consideration the costs of providing such services in a private practice setting. 
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The up to 30 sessions plan proposed by Otto et al. proved to be unfeasible in this 
case given the relapses that occurred while Anna was in treatment. The treatment for 
both psychotherapy and medication was covered out of pocket as mental health 
services are not a modality that are usually covered in their totality by health insur-
ance plans. In addition, manualized treatments are not oftentimes offered in the 
public mental health system where clients have access to services at a reduced cost 
due to variability in psychologists’ psychotherapy training. Thus, costs can accrue 
or be prohibitive for an individual seeking treatment.

10.9.2  Recommendations to Clinicians and Trainees

It is essential to accurately assess the client’s situation and context. This will enable 
the therapist to identify and choose the best modality of treatment for them while 
placing an emphasis on using evidence-based treatments. This approach will help 
reduce identified risks, promote collaborative services, and provide structure espe-
cially for clients who report “feeling out of control.”

At the same time, when considering the application of manualized treatment in a 
“real-life” setting, one has to take into consideration the obstacles that may arise 
and the need to have and to give the client the time they need, thus providing an 
individualized plan of action. In the context of Anna’s case, this meant alternating 
between phases based on what was needed and going over the recommended num-
ber of sessions to give both the therapist and the client the time to reflect, recover, 
and truly focus on the treatment. The added sessions didn’t necessarily cover new 
materials or ones already covered. Rather, they focused on going over with Anna’s 
practical behavioral strategies as a response to dealing with the transient or ongoing 
at times negative cognitions and distortions. This is based on the concept of “flexi-
bility within fidelity” coined by Kendall and colleagues (Kendall & Frank, 2018; 
Kendall, Gosch, Furr, & Sood, 2008) which proposes striking a balance between 
focusing on the client’s wishes and needs and the therapist’s provision of a struc-
tured intervention. Supervision for trainees or peer consultation for clinicians can be 
a particularly useful tool when undergoing such a process to provide support to the 
therapist trying to achieve the balance between the two.

Lastly, trainees and clinicians alike need to consider the challenges on a personal 
level of taking on the treatment and case management of such cases in the private 
sector. The work can be taxing emotionally and timewise. Even though one may 
derive satisfaction in helping clients through their struggles, one may wish to con-
sider the importance and the need for self-care either in their caseload balance in 
terms of number of “challenging” cases they take on, or in seeking support via 
supervision or consultation to safeguard treatment adherence and ethical practice. 
Alternatively, if one wishes to focus on providing such services in the private sector, 
the clinician is strongly encouraged to consider building a professional team.
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CBT and psychodynamic therapists often look at each other suspiciously and harbor 
deep concerns about the effectiveness and validity of each others’ approach. Indeed 
differences in both theory and practice are substantial, as can be observed by the 
chapters in this volume, written by experienced scholar/clinicians representing each 
view (and related approaches). Also, the two perspectives differ in the degree to 
which they rely on empirical data to support their effectiveness and their proposed 
mechanisms of disorder etiology and therapeutic change. This creates an additional 
difficulty in making comparisons. This brief discussion makes an attempt to sum-
marize the main differences but also domains where the various approaches inter-
sect, as shown by the chapters in this volume. We consider it a problem, for purposes 
of maintaining a fruitful dialogue among experienced clinicians across orientations, 
that the different schools do not recognize each other’s value, in spite of the fact that 
several meta-analyses show effectiveness for each type of therapy and at least some 
meta-analytic evidence provides support for their equitable effects.

Unfortunately, in spite of its value for the current discussion, the meta-analytic 
evidence is not entirely conclusive when it comes to efficacy comparison. There is 
a large amount of data and randomized clinical trials reliably supporting the efficacy 
of CBT for a variety of disorders, and a number of meta-analyses show greater effi-
cacy for CBT compared to psychodynamic treatment (PT), including with regards 
to depression (Grawe et al., 2004; Svartberg & Stiles, 1991; Tolin, 2010). However, 
these findings are somewhat skewed by the fact that fewer empirical studies exist to 
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test psychodynamically oriented therapy, which is often not manualized or time- 
limited, and few well-conducted comparative studies exist. Other meta-analytic 
studies tend to find comparable effects for CBT and structured short-term psycho-
dynamic psychotherapy (STPP; e.g., Leichsenring, 2001) as well as other therapies 
(Shedler, 2010). With regard to P, PT  several recent studies support that it is an 
effective treatment (Jacobsen et  al., 2007; Keller, 2013). As Professor Benecke 
writes, there is hardly any doubt about the effectiveness of the methods (Benecke, 
2016; Wampold & Imel, 2015). Findings, however, should still be received with 
some caution as both CBT and STPP are not always applied in practice with the 
same structured, manualized manner included in the efficacy studies. More research 
is clearly needed to offer more conclusive data. In the absence of such empirical 
support, let us focus on some descriptive aspects to help us compare and contrast 
these approaches. The reader can gain understanding of the richness of each indi-
vidual approach by looking at the chapters of this volume.

Psychodynamic teaching is based on the following concepts: the unconscious, 
the conflicts derived from it and from drive and motivation theory, affects and their 
defense processes, transference and countertransference, as well as formative rela-
tionship experiences (representations).

The “unconscious” goes back to Freud (1900). Freud distinguishes three forms 
of consciousness: the unconscious, the preconscious, and the conscious (“The 
Topical Model”; 1923). With “preconscious” mental processes are meant, which 
easily enter consciousness when focusing attention on these preconscious contents. 
According to Freud, the unconscious is a psychological instance whose function is 
to keep psychodynamically acting impulses, ideas, feelings, and desires away from 
consciousness because they are conflictual, thus relieving the person of neurotic 
stress. (“Neurotically relieved” means that the individual is relieved but at the price 
that neurotic symptoms develop.) It is a dynamic term. Another construct that is 
closely linked to the unconscious is the defense mechanisms that Anna Freud (1936) 
defined in detail. The defense switches on “automatically” and aims to regulate 
painful feelings, impulses, affects, etc., by keeping these contents unconscious. 
Although it has an ego function with protective and coping tasks, it is ultimately 
dysfunctional in the context of neurotic conflicts (Mentzos, 1984. Hoffmann, 
Hochapfel, Eckhardt-Henn, & Heuft, 2004). The question of what makes people 
mentally ill, in this case depressed, is answered today by psychodynamic theory as 
follows:

 1. Man or woman has basic needs. If these needs are not met in the first years of 
life, the person concerned becomes susceptible to mental illness. The disappoint-
ment of these needs leads to the development of neurotic conflicts, which become 
pathogenic in later life.

 2. The individual becomes ill due to structural deficits that arise in the course of the 
individual’s psychological development and manifest themselves in threshold 
situations in life.

 3. Trauma.
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The following needs are relevant for the manifestation of depression: First is 
need for attachment—search for love and attachment in the relationship with others. 
For example, the mother is very hardened due to her own biographical experiences 
and has not learned to love. The child cannot recognize: “I am lovable, but my 
mother cannot love.” It thinks, “I’m not lovable myself.” It experiences itself help-
less and learns to resign itself quickly (e.g., Bowlby, 1969). The second is the need 
for regulation of the own self-esteem (Kohut, 1979). The third is need for autonomy 
and individuation which is an equally central theme (Mahler, Pine, & Bergman, 
1978). In the separation phase (second year of life), in which the child’s first major 
development of autonomy takes place, the second disturbance of depressive vulner-
ability lies (Blatt & Homann, 1992). During this period, the child begins to develop 
a sense of self-worth and identity. Disorders here can lead to the formation of anger 
and resentment in interpersonal relationships and to a devalued self-image, which is 
associated with pronounced feelings of shame, guilt, and a feeling of not being 
enough. The children remain bound to the primary persons but in an insecure-
ambivalent or insecure-avoiding way. In a third focus of disturbance in the oedipal 
period of the fifth and sixth years, we encounter the consolidation of the superego. 
Here, the depressively vulnerable children have an increased tendency to feel guilt 
and shame and a tendency to self-criticism and feelings of failure. This is probably 
also where the characterological paths finally separate: whether the children tend 
toward the dependent- and object-related type and regressively avoid the Oedipus 
conflict or whether they develop in the self-critical and autonomous direction and 
expand their progressive defenses. The specific way in which the depressives have 
failed to cope with the Oedipal situation lies in their avoidance and evasion. They 
avoid Oedipal confrontation with the respective same-sex parent. This is how self-
doubt as a man or woman comes about this is how self-doubt as a man or woman 
comes about, because their is a lack of identification with the same-sex parent, and 
tendency to feelings of guilt and depression, because a man who is Oedipally fixated 
feels like a failure and therefore cannot compete because he is prone to feelings of 
guilt (Will, Grabenstedt, Völkl, & Banck, 2008. Busch, Rudden, & Shapiro, 2016). 
A large part of these needs or conflicts is also presented in Dr. Charis’ Chap. 6 on 
the basis of the problems analyzed there (“anaclitic” (fears of abandonment; depen-
dency) versus “intIn a thirdrojective” (hash self-criticism; perfectionism)). Neurotic 
conflicts are mobilized by triggering situations, whereby their pathogenic effect 
comes into play and the person concerned becomes depressed. For psychodynamic 
therapy it is important to record the triggering moments, because these provide 
information about the psychodynamic background of the disorder on which the 
therapy is based. For example, the fact that a patient becomes depressed after the 
death of his mother diagnostically indicates a conflict with his inner image of his 
mother, which is updated by the death of the real mother. In this case, the conflict 
could be, “I did not get enough love from my mother, but until now I had the uncon-
scious hope that one day I would experience enough love. But now that my mother 
has died, my last hope is also disappointed!” As a result of the actualization of the 
conflict at hand, the conflict is formed during a certain phase of psychological 
development in the first 6 years of life, the intensity of the affect becomes stronger 
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(in the case of grief and other depressive symptoms), and the defense and depressive 
symptoms are formed as a solution to the conflict. Furthermore, from a psychody-
namic point of view, the structure of the personality plays an important role in the 
manifestation of depression, whereby conflict pathology and structural pathology 
are not mutually exclusive. What is “structure of personality”? This refers to basic 
psychological functions of the ego, the degree of maturity of which determines the 
personality of a person. Basic qualities of mental functioning (so-called structural 
level) are recorded. An important example of this is the structural concept of men-
talization. At this point I would like to refer to Chap. 3 by Dr. Bilger in this book. 
The working group of the OPD (Arbeitskreis, 2006) comprises structural abilities in 
four areas, whereby these abilities have an internal and external reference: ability to 
perceive oneself and the important others, to control (i.e., to regulate impulses, 
affects, self-esteem in the case of offenses; to regulate relationships by taking one’s 
own interests and those of the others into account appropriately), to communicate 
(emotional communication: developing and experiencing one’s own affects, fanta-
sies; allowing and expressing feelings toward the others; empathy), and to bond 
(being bound to inner and outer objects). For example, if people cannot be helped 
because they are not bound, this can increase their depression.

Other important concepts of psychodynamic theory are transference and repre-
sentations. Representations (unconscious inner psychic relationship patterns) are 
formed as a result of relationship experiences mainly in childhood. Thus self- 
representations and representations of significant others, so-called object represen-
tations, develop. They represent condensations of early affective experiences, but 
they are not always the reflection of past real experiences. They can be understood 
as a kind of unconscious templates that are activated by interactions in everyday 
life. The representations have a strong influence on the way the person experiences 
the world, and as a result they shape their relationship behavior, which can be dys-
functional. Luborsky and Chrits-Christoph (1998) speak of “core conflictual rela-
tionship themes,” meaning unconscious beliefs that are expressed in everyday 
situations. A baby, for example, who experiences with his depressed mother that his 
mother is not really present for the child, first tries to make his needs clear. In the 
course of time and if his mother’s response is still lacking, the baby begins to look 
away and avoid eye contact. It turns more and more to a self-comforting behavior. 
Probably such people have the expectation that they will not get an answer to their 
activities and that they will not get any help in regulating their own affects and 
arousals. This confirms the findings of René Spitz (Spitz & Wolf, 1946), who stud-
ied babies in American children’s homes in the 1940s who had experienced compa-
rable states of loneliness and had developed early childhood anaclitic depression. 
Such a child may become convinced that it is unable to reach the object and is 
therefore thrown back on itself. He may internalize this as a disinterest in the object, 
and he may feel at the mercy of his own affects, emotions, fantasies, and fears and 
may gain the attitude that he has to cope with himself, even if he is not able to do so 
at all. In later stages of development, it may internalize disappointment and rejec-
tion as an essential part of object relationships (object representations), and it may 
link the question of why the mother rejects it with guilt attributes and say to itself: 
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“I am to blame for the reasons that I am doing so badly” (self-representation). 
Examples of this can be found in Chap. 6 by Dr. Charis. The representative offices 
form the basis for the so-called transfer. It is the tendency to revive earlier relation-
ship patterns out of the need to satisfy unfulfilled infantile desires and longings, to 
resolve unresolved conflicts, or to prevent ascending fears. According to Freud, 
transmission is a misunderstanding of the present in terms of the past (Freud, 1912). 
The transference of depressive people is explained in more detail in Chap. 5 by 
Professor Busch. Behavioral therapy also understands representations as the pre-
cipitation of early experiences that strongly determine behavior.

Psychodynamic therapy (PT) has empathy and a strong therapeutic alliance as an 
important prerequisite for successful treatment. It enables the patient to engage with 
the experiences underlying his pathogenic beliefs with the associated negative 
affective content and thus gain emotional insight. These new experiences are inter-
nalized by the patient according to psychodynamic ideas. New representations 
arise. The analytic functions of the therapist are internalized, for example, the way 
in which he works out connections and commonalities, how he deals with affects, 
etc. (Thomä & Kächele, 2006). A depressive patient recently told me, “When I 
recently wrote an e-mail to the administration of my employer and they did not 
answer me, I thought, ‘What would my therapist say or do now?’ So I decided to 
call them instead of giving up like I usually do.” An important questionnaire for 
recording the therapeutic alliance is the Working Alliance Inventory by Horvath and 
Greenberg (1989). The influence of the therapeutic alliance on the success of treat-
ment is considered an important moderating factor for success. A direct curative 
effect is not assumed (Kazdin, 2009). It is very important that the therapist behaves 
differently than the patient’s unconscious relationship expectations that have arisen 
from early experiences suggest.

In addition, countertransference is of central importance in psychodynamic ther-
apy. Countertransference is understood to be the therapist’s inner psychological 
reactions, for example, emotions, fantasies, etc., due to the patient’s interactive 
influence on the therapist. It is important as a therapist to become aware of these 
mostly unconscious inner reactions, because they become like a key to the inner 
world of the patient. An example of this is the countertransference in Chap. 6 by Dr. 
Charis “Therapy.” The core of psychodynamic work is the transmission of emo-
tional insight. Emotional insight serves to help the patient to consciously experience 
emotionally the desires and affects (guilt, fear, anger, grief, etc.) that have been 
warded off until then and to become aware of the until then unconscious attach-
ments in old relationship patterns. A mere remembering without the activation of 
affects in the here and now of the treatment situation is not healing (Freud, 1912). 
As a result of emotional insight, infantile unconscious aspects of the individual 
become conscious and thus lose their unconscious power over their experience and 
actions. The classical means of conveying emotional insight is the work of interpre-
tation. It is the formulation of an assumption about an unconscious context of mean-
ing. The therapist first tries to grasp and formulate the patient’s current main problem 
and then to understand his unconscious background so that he can establish a causal 
connection. For this purpose the patient needs a space to unfold his unconscious 
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pathogenic patterns. After this patient work, the therapist tries to gently guide the 
patient toward the latter’s unconscious and painful affects. If this succeeds, new self 
and object representations are created, which contribute to the patient’s better qual-
ity of life. Here is an example with a depressive patient from the therapeutic every-
day life. After the end of the first 12 therapy sessions, Mr. S initially shows himself 
willing to submit another application to the health insurance company so that the 
costs for the therapy still to be carried out can be covered. But by reflecting on him-
self, he realizes that he himself does not really want to prolong the therapy because 
he thought that the most important issues had been discussed and that he was feeling 
better. However, the therapist has the hypothesis that the depressed patient does not 
want to continue the therapy because he fears something, e.g., being disappointed. 
Against this background, the therapist decides on the following interpretation: Mr. 
S does not want to prolong the therapy because he probably has the concern that he 
will get more involved with the therapist and could be disappointed. This interpreta-
tion puts Mr. S in a reflective mood. He then explains to the therapist that he is afraid 
he might disappoint the therapist because he is not good enough. Therefore he does 
not want to stay in therapy any longer. Mr. S then asks for a week to think about it. 
At the next session, he says that he himself had also come to the conclusion that 
there was actually a lot to discuss, so he wanted to stay in therapy.

Let us now turn to the fundamental concepts on which cognitive behavioral ther-
apy (CBT) approaches lie. Although historically evolving out of the psychoanalytic 
tradition, early founders of this approach, like Beck, Ellis, Bandura, and others, 
placed more emphasis of the therapeutic process in the “here and now,” that is, in 
the current determinants and maintenance factors of behavior, as compared to its 
developmental roots. Therapy comes about when the contingencies and mecha-
nisms that maintain current symptoms and maladaptive behavioral patterns are 
modified to encourage more adaptive responses. The therapy is an active, solution- 
focused process, where the therapist acts as a coach, teacher, and role model but 
where the client is an active agent, engaging in exercises, planned activities, and 
experiments that will enhance discovery and generalize therapeutic gains outside 
the therapy session. Based on a general commitment to scientific validation, the 
CBT therapist will collaborate with the psychiatrist and other mental health profes-
sionals where the science indicates that such a collaboration will enhance outcome, 
e.g., where pharmacotherapy or family therapy has been shown to improve therapy 
effectiveness. Examples of treatment approaches for depression in both private 
practice, hospital setting and the health sector, are presented by several of the 
authors of Chaps. 4, 10, and 9 in this volume, including Jackson et al., Karayianni, 
and Zacharia and Karekla.

In CBT, strong emphasis is placed on current thoughts, emotions, and behaviors, 
the inter-relationship among them, and what triggers and maintains them. Also, 
CBT, as most contemporary therapies, recognizes the fact that humans are biopsy-
chosocial animals and that psychopathology also has a biological side, as clearly 
demonstrated in Chap. 1 by Chatzittofis in this volume, and takes into consideration 
contemporary findings from neuroscience, experimental psychology, and genetics 
to inform understanding of the reasons why a particular client is vulnerable to a 

C. Charis and G. Panayiotou



173

particular cluster of symptoms, as in the case of depression. Similarly, individuals 
live in social contexts, which influence and shape their perceptions and schemas and 
selectively reinforce behaviors. The social context of depression is nicely addressed 
in Chap. 2 by Orphanidou and Kadianaki.

Having said this, a comprehensive case formulation based on CBT approaches 
does not remain at the level of describing current maintenance patterns for behavior. 
Predisposing factors, like family history, traumatic events, and temperamental char-
acteristics, for example, trait neuroticism, are assessed and evaluated for their con-
tribution to the current clinical presentation. Precipitants of the current clinical 
episode and triggers of repeated episodes, whether environmental, interpersonal, or 
internal (i.e., specific thoughts or experiences), are identified and recorded. Also, 
the strengths and weaknesses that the client brings to therapy are considered as they 
may impact the outcome. Based on a science-informed model of generating and 
supporting or refuting hypotheses about the pathogenic mechanisms, CBT propo-
nents stress this approach’s links to empiricism and typically rely heavily on proto-
cols that have been shown reliably to be effective on the basis of randomized clinical 
trials. However, given large individual differences in response, adapting and adjust-
ing the implementation of protocols to the circumstances of individual clients is 
encouraged, as seen in the case study by Karayianni in this volume.

Starting with the fundamental difference between PT and CBT, it is apparent that 
they have a different approach to their disease models and the therapy strategies 
used. While PT considers the therapeutic relationship as a main vehicle of change, 
CBT and behavior therapy focus on learning principles and experiences. Patients 
learn particular patterns of behavior through social learning and modeling of impor-
tant figures (Bandura & Walters, 1963) and through operant and classical reinforce-
ment principles (Pavlov, 1897; Skinner, 1938; Watson, 1924). Through such 
principles, they don’t only learn overt behaviors but also more covert behaviors such 
as stereotypic/irrational thoughts and assumptions (Beck, 1967; Ellis, 1957) and 
emotional responses such as phobic reactions (Wolpe, 1969). The therapist, then, is 
called to act as a role model and coach and facilitate the patient to identify the con-
tingencies that maintain dysfunctional behaviors, thoughts, and emotional responses 
and collaboratively shape the contingencies to create new, corrective learning expe-
riences. Chapters 8, 9, and 4 by Panayiotou, Zacharia and Karekla, and Björgvinsson 
et al. clearly delineate the theoretical underpinnings and therapeutic methods that 
characterize behavior and cognitive aspects of therapy as well as third wave 
approaches. However, the value of the therapeutic relationship is not any smaller in 
CBT. Like PT, CBT “utilizes” the therapist as a vehicle of change. The therapist acts 
as a role model, demonstrating adaptive behaviors and responses both as part of role 
plays and psychoeducation and as part of the interpersonal interactions with the cli-
ent. The therapist, using the significance of the relationship with the patient, moni-
tors reinforcement contingencies, providing praise and differential reinforcement 
for patient behaviors.

More elements exist where these approaches intersect, in spite of their funda-
mental differences. As shown by a large body of both classical and more recent 
psychotherapy research, in addition to the specific curative elements of each 
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psychotherapeutic approach, all psychotherapies share common characteristics or 
elements that explain a substantial amount of variance in the observed improve-
ment. These include the fact that the problem of the patient receives meaning 
through the formulation of the reported problems, the fact that there is normaliza-
tion of one’s experience, benefit from empathy and support offered by the therapist, 
and gaining hope about solving one’s difficulties, among others.

Turning to the central similarities between PT and CBT, we can identify com-
mon elements in conceptualization and active treatment components, albeit with 
different emphasis and terminology. In terms of the interpersonal elements of psy-
chotherapy, any seasoned therapist, irrespective of their theoretical approach, will 
stress the value of a trusting therapeutic relationship, as discussed above in the con-
text of PT. The work alliance is regarded as a necessary prerequisite for the patient 
to engage in the treatment (Kanfer, Reinecker, & Schmelzer, 2000) in both 
approaches.

Another determinant of success is that (as discussed in Chap. 6 by Charis on 
psychodynamic therapy) therapist and patient need to arrive to a shared understand-
ing of the problem (insight). In CBT terms, this will lead to a common agenda 
between therapist and patient, while in more psychodynamic terms, the client will 
gain insight into the sources of their difficulties. There will be little progress if the 
client does not “buy into” the conceptualization and the rationale for the proposed 
interventions. Unless the client is convinced that the therapist hears and empathizes 
with their pain, and that the proposed interventions, through the jointly understood 
mechanism of change, will ultimately lead to a reduction in pain, the client will have 
difficulty engaging with the therapy. He or she may find themselves diverging to 
other topics of discussion beyond the agenda (or the central topic), terminating 
early, or participating without making progress. Such an attitude in psychodynamic 
terms might constitute resistance rooted in similar reasons: The client doesn’t feel 
heard, acknowledged, or valued and has reasons (or reinforcement contingencies as 
would be called in behavioral terms) to maintain one’s current behavior. In other 
words, to the client, the costs of losing the current pattern of behaviors ultimately 
appears to outweigh the benefit of adopting new, adaptive ways of coping. This cost 
entails the fear of change and of meeting new challenges that is an inevitable obsta-
cle in all therapy. We often tell our trainees that in order for clients to feel comfort-
able letting go of old, well-practiced but maladaptive ways of coping, they need to 
learn, practice, and feel sure about the new ways they are told about in therapy. 
Expecting them to drop their old ways before having over-learned and accepted new 
approaches as suitable for them, and trusting that their therapist is acting on their 
best interest, is like pulling the carpet from under their feet! Thus, both CBT tradi-
tions and psychodynamic therapy rest on the necessary element of therapeutic trust 
and a common understanding achieved between client and therapist. In terms of 
differences in this domain, indeed the therapeutic relationship plays a stronger ther-
apeutic role in PT, through transference, an element less important in CBT. However, 
it should be noted that experienced CBT therapists closely observe the interpersonal 
process of therapy, and note patterns of interactions that likely reflect similar 
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maladaptive behaviors in the outside world, using them as examples to train in new 
skills and identify negative automatic thoughts.

Another common element pertains to the formulation of the problem itself, as 
understood by therapist and client. As noted above, irrespective of the theoretical 
approach, an understanding of the mechanisms that connect different presenting 
problems and provide a glimpse of how these problems might change instills hope 
and provides meaning. Using a case formulation, based primarily on the clinical 
interview and secondarily on test results and low-level clinical inference (Eells, 
1997), may be a common element for the psychotherapies discussed in this volume. 
Almost inevitably, these formulations, irrespective of the theory, will contain ele-
ments about the way the client sees/interprets themselves, the world, and their future 
(i.e., automatic thoughts, core beliefs, introjected views of the self, unconscious 
representations/schemas), many of which were based on past experiences and rela-
tionships. Although PT may invest a much greater percentage of time exploring the 
historical sources of these cognitions and stereotypes, CBT, though focusing more 
on the present and future, acknowledges the role of the past in formulating current 
thinking and behavior. Indeed, as indicated in Chap. 8 by Panayiotou, CBT may 
focus on historical examples as evidence in order to help the client dispute maladap-
tive core beliefs. Thus, in spite of the emphasis of CBT approaches on the present, 
both CBT and psychodynamic approaches often take a developmental perspective 
in their case formulations, identifying the learning sources of strongly held beliefs 
and stereotypes in the past.

Some of the core therapeutic techniques used by the approaches described in this 
book may rest on similar underlying psychological mechanisms, in spite of being 
described differently by each approach. A central approach to CBT, and especially 
behavior therapy, involves exposure, used primarily to treat anxiety problems, OCD, 
and PTSD (but also eating disorders and substance use). Exposure, systematic 
desensitization (Wolpe & Wolpe, 1988), or progressive application of new skills in 
domains that were previously avoided is also central to behavioral activation, as 
discussed by Panayiotou. Although a cornerstone of CBT, known to be a potent 
active component of therapeutic change, exposure-like components are found in 
many non-CBT therapies such as paradoxical intention, emotionally focused ther-
apy, self-psychology, and interpersonal psychotherapy. Furthermore, having 
thoughts, feelings, fantasies, and other mental material that was previously uncon-
scious (because it was intolerable) become part of awareness (and thus become to 
some degree tolerable) is a central mechanism of psychodynamic therapies. It is 
considered to lead to catharsis, ridding the person of intrapsychic pain. In spite of 
the differences in concepts, presumed mechanisms and terminologies, being con-
sciously “exposed” to this mental content and to painful realities, are perhaps not 
dissimilar to exposure therapy, as practiced, for example, in PTSD and OCD. Through 
learning that one can tolerate and cope with what was previously considered as 
intolerable, integrating it with one’s current self-concept, and dismissing one’s con-
scious or unconscious predictions that this contact would be catastrophic (Craske, 
Treanor, Conway, Zbozinek, & Vervliet, 2014) seems to be another common ele-
ment that brings on substantial therapeutic strides, across therapeutic traditions.
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Inevitably, most patients will seek therapy because of difficult emotions, whether 
these involve anger, anxiety, depression, or flat and inappropriate affect, leading to 
interpersonal ineffectiveness. Another similarity then between both (and all) psycho-
therapeutic approaches is the focus on emotions. Difficulties in emotion regulation 
and emotion processing are paramount in psychopathology, and all of human suffer-
ing. Ineffective attempts to regulate unwanted emotions, which may be called coping 
in CBT and defense mechanisms in PT, are necessarily the target of therapy, irrespec-
tive of perspective, and a fundamental hypothesized mechanism of the presenting 
problems. Emotion regulation through avoidance (e.g., denial, substance use), rumi-
nation, or blaming can lead to maintenance of problems. Therapy will help in the 
identification of emotions and their triggers of these maladaptive ways of regulating 
them and help substitute them with more adaptive ways. In PT terms, this understand-
ing will be called insight. In CBT, this knowledge comes about from the process of 
collaborative discovery. Although the mechanism through which this change is 
achieved may be somewhat different, the goal and the result are quite similar across 
perspectives (Westen, 1994). Patients, either through the corrective experiences 
offered by the therapeutic relationship, or the new learning experiences jointly 
decided through homework and other exercises, acquire the ability to tolerate affect 
that was previously intolerable and to respond to affect-laden situations in more flex-
ible ways, consistent with the demands of the context but also with one’s values and 
life goals. Recent developments in third wave approaches like acceptance and com-
mitment therapy (see Chap. 9 by Zacharia and Karekla) specifically encourage emo-
tional awareness through mindfulness and acceptance, and attempt to decrease 
avoidance, which is believed to play a defensive role against unwanted experiences—
such terminology is not far divergent from traditional PT conceptualizations.

Many other similarities can be identified: Experienced and respectful practitio-
ners can see similar processes unfolding in the process of therapy that ultimately 
lead to improvement. These reflect common elements but also distinct curative 
components that may have different names and follow different procedures but ulti-
mately help to address dysfunctions in similar underlying processes and mecha-
nisms. Developments in neuroscience, genetics, and biology may help us to describe 
more specifically in the future the specific changes in brain circuits and psychologi-
cal systems that our therapeutic efforts help to modify in ways that produce clini-
cally significant change. In the meantime, respectful dialogues between practitioners 
across perspectives can enrich our understanding of our own work and help us see 
our patients as the complex and interesting beings that they are.
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