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Following a brief overview of the diagnogic criteria and epidemiology of major
depressive disorder, we describe the current major empirically-suppoted theories of depression
and thetherapies based onthem. We begin the discussion of assessment by describing diagnogic
assessment tools. Next, we discuss usng the general theories and therapies of depression
described in thefirst part of the chapter to create aconaeptudization and treatment plan for a
paticular paient. We condudewith areview of assessment tools and strategies for monitoring
the process and outcome of therapy, and a brief discussion of some future directionsof
assessment of depression.

We focusthis review on major depressive disorder (MDD), both because spaceislimited
and because the empirical suppot for thetools we describeis strongest for MDD. However,
many other mooddisorders (induding dyshymic disorder, adjugment disorder with depressed
mood, schizodafective disorder, bipolar disorder, and cyclothymic disorder) share features with
MDD, and many of the assessment tools described bdow will be hdpful in those cases. For a
discussion of assessment issues related specifically to bipolar disorder, thereader may consult
chapter ##in this volume by Johnon, Miller, and Eisner (200X).

The Nature of Major Depressive Disorder
Diagnostic Criteria

MDD is an episodic mooddisorder characterized by depressed mood or anhedonia (loss
of interest and pleasure in life) tha has persisted for mog of theday, nearly every day, for at
least two weeks and is accompanied by five or more of thefollowing symptoms: weight gain or
significant weight loss not assod ated with dieting, decrease or increase in appédite, insomnia or
hypesomnia, psychonotor agitation or retardation (observable by others), fatigueor loss of

energy, feelingsof worthlessness, excessive or ingppropriate guilt, diminished ability to think or



concentrate, indecisiveness, or suiciddity (American Psychiatric Assodation, 2000) The
symptoms cause clinicaly significant distress or imparment in sodal, occupdiond, or other
important areas of fundioning and are not dueto thedirect physological effects of asubdance
(e.g., adrug of abuse, amedication) or ageneral medical condition (e.g., hypothyroidism).
Epidemiology of Major Depressive Disorder

Major depressive disorder is a prevalent and debilitating nationd health problem. In the
Nationd Comorbidity Survey Replication (Kesder, Chiu, Demler, Merikangas, & Walters,
2005) MDD had the highest lifetime and 12-month prevalence (17%and 7%, respectively)
estimates of 14 major psychiatric disorders. MDD affects over 13 millionindividuds per year in
the United States (Kesder et a., 2003) Estimates of themondary cost of MDD exceed $43
billion ayear in treatment and logt produdivityN atoll slightly greater than the cost of heart
disease (Greenbeag, 1993) (Stewart, Ricci, Chee, Hahn, & Morgandein, 2003) (Mintz, Mintz,
Arrudg & Hwang, 1992)foundtha adispropationae number of depressed individuds were
unemployed (11%) or experienced profoundimparment onthejob (44%). According to the
World Health Organization, MDD accounted for the fourth greatest burden of all diseases
worldwide and will moveinto Gecond placeOby 2020 (Lopez & Murray, 1998. MDD is more
1.5 times more common in women than men. Mood disorders are significantly less common
amongindividuds of Hispanic and African ethnicity. MDD is assodated with high rates of
comorbidity with other psychiatric disorders. Comorbid anxiety disorde's are common, with
rates ranging from 37 with separation anxiety to 62% with generalized anxiety disorder. Other
common comorbid condtionsindudesubgance abuse, pan, and other somatoform disorders,
eating disorders, dementias, and persondity disorders. Thereis a growing consensustha the

longterm outcome of MDD isrelatively poor(Fava, Rafandli, Grandi, Conti, & Belluardo,



1998) with therisk of MDD becoming a chronic problem increasing subgantially with each
episodeexpeaienced (Solomonet al., 2000)
Theories of Depression

We describe several of themajor behavioral, cognitive, emotionfocused, and
interpersond theories of depression and the therapies based on them. We present theories with a
subdantial evidence base tha have given rise to evidence-based therapies. However we do not
review those evidence bases here. Some recent reviews are provided by (S. D. Hollon, Stewart,
& Strunk, 2006;Nathan & Gorman, 2002)

Behavioral models

Behavioral approaches view depression as resulting from an excess of maladaptive
escape or avoidance behaviors and a dearth of behavioral respongs capable of produang
postive reinforcement (Ferster, 1973) (P. M. Lewinsohn,1974) Lewinsohn (1974)posted that
depressed individuds lack, or have experienced life events or stressors tha caused them to lose
theability to obtain postive reinforcers, and tha until they learn to obtain postive
reinforcement, they will beinactive, withdrawn, and dysphoiic. Lewinsohndeveloped atherapy
based on his theory tha hdpsdepressed individuds increase the postive reinforcement they
experience by learning to identify and carry out positive activities, learn and practice relaxation,
and improvethdar sodal skills.

(Ferster, 1973)proposd tha depression arises and is maintained because individuds
have oriented thar livesin service of escape or avoidance ingead of the pursuit of postive
reinforcement. Ferster proposed a fundiond andytic approach to depression tha focused on
decreasing thereliance on escape or avoidance behaviors and expanding an individud @

behavioral repertoireto increase the availability of postive reinforcements. AlthoughFerster



never developed a manudized therapy, the essence of his modd is well-represented in thework
of Jacobson and colleagues who rekindled interest in this behavioral approach by
conceptudizing depressed individuds as having devel opad a narrow repertoire of behavior tha
predominantly features escape or avoidance of aversive stimuli and consequences (Jacobn,
Martell, & Dimidjian, 2001;Martell, Addis, & Jacobson, 2001) In contrast to cognttive theorists
(described in the next section), these theorists view the symptom of ruminaion as an avoidance
behavior tha prevents adgptive approach behaviors. Based on this theory, Jacobson and
colleagues devel oped a treatment for depression called behavioral activation (BA), which strives
to promote a broader repertoire of behaviors and to reduce escape and avoidance behaviors,
induding ruminaion.

Cognitive models

Cognitive modds of depression indudethelearned hd plessness and hopdessness
theories (Abramson, Metalsky, & Alloy, 1989:Abramson, Seligman, & Teasdde, 1978) Beck®
cognitive theory (A. T. Beck, 1967, 1979, the mindfulness-based modd of (Segd, Williams, &
Teasdde, 2002) and thetheory of chronic depression developed by (McCullough,2000) The
reformulated learned hd plessness theory (Abramson et al., 1978 and the hopdessness theory
(Abramson et a., 1989 are cognttive diathesis-stress modds of depression which follow from
theorigind learned hd plessness theory (Seligman, 1974) Thereformulated hdplessness theory
and the hopédessness theory propo that individuds become depressed when they experience
stressful life events and make internd, stable, and globd attributonsaboutthe causes of negative
events, and/or externd, undable, and specific attributonsaboutthe causes of postive events.
Althoughthe hopdessness and hd plessness theories have not directly led to the development of

apaticular therapy, these theories certainly suggest interventionstha can beimported from



cognitive and behavioral therapies and can be useful in the case conaeptudization process (i.e.,
identification of pessimistic causal attributions and the deficits in motivation/onset of depression
symptoms tha arise).

(A. T. Beck, 1967 1976)3 cognitive theory of depression, like the helplessness and
hopdessness theories, isa diathesis-stress theory. Tha is, it proposs tha depression results
when avulnerability factor in an individud (thediathesis) istriggered by a stressor. Beck®
theory proposs tha individuds who have negative and distorted schemas of theself, world, and
future (the Ohegative cognitive triadQ are at inareased risk for depression when life events
activate those schemas. (A. T. Beck, 1976)describes schemas as organized, enduring
representationsof knowedgeand experience, generaly formed in childhood,which guidethe
processing of current information. Beck@ modd views symptoms as comprised of emotions
automatic thoughs, and behaviors tha are connected and influence oneanother. Cognitive
therapy of depression (CT; (A. T. Beck, Rush, Shaw, & Emery, 1979, which was predicated on
Beck@ theory, is designad to hdp the patient modify his’her distorted automatic thoughts and
maladaptive behaviors to reduce depressed feelingsand emotiond states, and to changeor
replace the problematic schemas, to reduce the person®@vulnerability to future episodes of
depression. Thetherapist may aso hdp the paient changehisher life circumstances so asto
reduce activation of problematic schemas.

Mindfulness-based cognitive therapy (MBCT; (Segd et a., 2002) is based onthe
premise tha previoudy depressed individuds are vulnerable for relapse or recurrence because
dysphoiia can reactivate paternsof thinking that can maintain and intenafy the dysphoric states
throughescalating and self-perpetuaing cycles of ruminative cognitive-affective processing (J.

Teasdde, 1997;J. D. Teasdde, 1988) MBCT combines elements of traditiond CBT for



depression (A. T. Beck et al., 1979)with components of the mindfulness-based stress redudion
program (MBSR) developed by Kaba-Zinn and colleagues (e.g., (Kaba-Zinn, 1990)to provide
individuds with metacognitive awareness of their thoughs, tha is, Q . . acognitive set in which
negative thoughs/feelingsare experienced as mental events, rather than asthe selfO (p. 275 and
by hdping them develop the capecity to decenter, tha is, to observe their thoughs and feelings
astemporary, ohjective eventsin themind rather than as truereflectionsof the self (Fresco,
Mooreet a., in press)

(McCullough,2000)proposd a cognitive theory of chronic depression that states (as do
thelearned hdplessness and learned hopdessness theories described above tha the chronically
depressed person lacks Qperceived fundiondity,Oor the ability to perceive a @ontingency
relationship between one@ behavior and consequences.O(p. 71). Without perceived
fundiondity, the person loses the motivation to take action, with theresult tha she suffersa
dearth of postive reinforcers and an excess of punishers. To address this deficit, McCullough
developeal the Cognitive Behavioral Andysis System of Psychotherapy (CBASP). In CBASP,
thetherapist guides the paient throughdedailed examinaions(assessment) of specific
interpersond interactions and hdpsthe paient learn to identify and remediate ther passive and
ineffectud behaviors. Thegoal isto teach paientstha they actudly do have the power to get
wha they want in interpersond transactions

Emotion models

Historically, the prevailing theoretical approaches within clinical psychology, notably the
psychodynamic and cognitive-behaviora traditions, viewed emotionsin negaive terms (cf.
(Mennin & Farach, 2006) However, clinical psychology is beginning to consder and undestand

theimportance of emotiond systemsin adgptive human fundioning and experience.



Contemporary perspectives on emotion post tha there are multiple pahways to emotion
generation and expression, induding hard-wiredQor lower order systems, and more controlled,
higher order systems. Thetwo systems are viewed as sepaate butinteracting, and responsble
for different aspects of emotiond experience (Clore & Ortony, 2000. Similarly, (J. J. Gross,
1998) p. 275 defines emotion regulation as Qhe processes by which individuds influence
which emotionsthey have, when they have them, and how they experience and express these
emotionsOResearchers are also paying more attention to postive emotions which are
hypotesized to widen the array of thoughs and actionstha come to mind and hdp the
individud build new approaches to solve problems by hdping them generate enduiing persond
resources (e.g., asoda suppot network) (Frederickson, 2001)

We focushere on three applicationsof emotion theory to depression and its treatment.
First, (Beevers, Wenzaff, Hayes, & Scott, 1999)reviewed evidence tha depressed individuds
use maladgptive emotion regulation strategies (in particular, they over-use suppression), and
describe strategies, many drawn from current CB and mindfulness-based therapies, to hdp
depressed individuds improve ther emotion regulation abilities.

Second, (Gray, 1973 1982 proposd atheory of emotion tha accounts for symptoms of
depression and anxiety and for postive emotions He described emotionsas resulting from two
affective-motivationd systems, the Behavioral Activation System (BAS), and the Behavioral
Inhibition System (BIS). The BAS respondsto signds of reward and nonpunshment (saf ety
signds) by facilitating approach and appéitive behavior, and postive affect like elation, and
interest. An undeactive approach system is seen as causng depression and anhedonia, and an
overactive approach system is seen as causng mania and impulsivity. The BIS respondsto stimuli

tha signify norreward, purishment, novdty, and dange'. It orients the organism@ attention toward



the stimulus suppresses ongoing behavior, activates withdrawal behavior, and generates anxiety
and other negdive affect. (D. Watson, Wiese, Vaidya & Tellegen, 1999)have theorized that the
BAS and BIS opaatein amutudly inhibitory way, with an undeactivation of the BAS typically
accompanied by an overactivationin the BIS. Consistent with Gray® two-system dimensiond
modd, Watson and Clark (D. Watson et a., 1999) propo%d tha emotiond states have two
dimensons which they labd Pogtive Affect (PA or Postive Activation) and Negaive Affect (NA
or Negaive Activation), where a high degree of Positive Activation resultsin states such as active,
elated, enthugastic, excited, and a high degree of Negdive Activation resultsin states such as
fearful, hodile, distressed, guilty.

Third, psychotherapy researchers have begunto paint to theimportance of workingin
therapy with al patients, induding depressed paients, to promote (rather than dampen)
emotiond arousal. (Samoilov & Goldfried, 2000)post tha avital part of psychotherapy isin-
session emotiond arousal tha promotes Qeorganization of undelying emotiond themes,
assimilation of new information, and formation of new implicit meaning structuresO(p. 383)
Further, thisemphasis on emotionis evident and prominent in avariety of empirically suppoted
treatments, induding process experiential therapy (cf. Pos Greenbeg, Goldman, & Korman,
2003)and increasingly important from a behaviord (cf. Jacobson et a., 2001 and cognitive
behaviora perspective (cf. (A. M. Hayeset dl., in press); (Samoilov & Goldfried, 2000)

Interpersonal models

Interpersond psychotherapy (IPT) was developed by thelate Gerald Klerman and Myrna
Weissman, and ther colleagues as atreatment for MDD (Klerman, Weissman, Rounsville, &
Chevron, 1984) Klerman et a.@ interpersond modd of depression emphasizes thereciprocal

relationsbetween biological and interpersond factors in causng and maintaining depression.
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Problems or deficitsin oneor more of four areas of interpersond fundioning (unresolved grief,
interpersond disputes, role trandtions and interpersond ddficits[e.g., soda skills deficits or
sodal isolation]) are conceptudized as contributing to theonset or maintenance of depression,
andthePT therapist intervenes to address the patient@ deficitsin that area.
Purposes of Assessment

We discuss assessment for diagnoss, assessment for case conceptudization and
treatment planning, and assessment for treatment monitoring and treatment outcome. Assessment
of al of these phenomenacan be affected by many factors, induding medicationsor other
treatment the paient is receiving, the paient@ medical status, life stressors, and even higher
level of emotiond arousal. Thereis some overlap in todls used to assess diagnoss,
conceptudization and treatment planning, and treatment monitoring. For example, self-report
measures of depressive symptoms are ussful for assessing all of these phenomena

Assessment for Diagnoss

In addition to discussing diagnoss of MDD in this section, we also briefly discuss
diagnoss of other disorders and problems on Axis |, and we discuss diagnosson Axes I, 111,
IV, and V. We take this approach because al of thisinformationis needed to diagnog MDD
(e.g., information aboutlife stressors such as bereavement, are needed to deerminewhether the
paient has MDD), and because thisinformation isalso needed to develop a case
conceptudization and treatment plan and to monitor the process and outcome of treatment.

We encourage cliniciansto use thetools described here (and summarized in Table 1) to
obtain an accurate diagnoss, because the treatment efficacy, epidemiology, and psychopahology
literatures are organized by diagnoss, and theclinician will want to draw ontho< literatures.

Additiondly, our methodfor developing an individudized case conagptudization and treatment
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plan calls for theclinician to begin the process of conagptudizing and planning treatment for any
paticular case by relying on atemplate tha is based on oneor more of the disorder-focused
theories of depression that we described earlier in the chepter.
Assessment of Depression

Semi-Structured Interviews

The Structured Clinical Interview for DSM-1V-TR (SCID; (First, Spitzer, Gibbon &
Williams, 2002)is themog frequently-used ingrument for assigninga DSM-1V diagnoss or
resolving issues of differential diagnoss. The Axis| SCID requires between 60 and 90 minutes
to administer and allows theclinician to identify current and lifetime Axis| disordea's. The SCID
hdpsaclinician differentiate between unipolar and bipolar depression because it allows the
clinician to assess thelifetime course of the disorder, notjus a sngpshot at onepointin time. The
SCID was fashionead after thetraditiond interview in which clinicians consdered and tested
several diagnogic hypoheses ssmultaneously. Each section beginswith a YES/NO probe
followed by queiestha ask for elaborations This strategy has two main advantages: 1)
diagnogic decisionsare known to theinterviewer during theinterview, and 2) interviews are
shorter, because irrelevant sectionsare not exhaugively probed. (Ventura, 1998)reported high
inter-rater agreement for current diagnoss based on the SCID, with an overall weighted kappaof
.82. Kappas for MDD are goodto excellent (range=.80t0.91; Venturaet a., 1998) A
streamlined clinician version of the SCID is available from American Psychiatric Publishing
(www.appi.org). Theresearch versionis available from theNew Y ork State Psychiatric Ingitute

(www.scid4.0rg) in an unboundhard copy version pgper version or an electronic version tha

allowstheclinician to evaluae jug the diagnogic modules tha are mog relevant to his or her
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clinical setting. Thiswebgte also provides citationsto published studies attesting to the supeior
validity of the SCID relative to general clinical interviews.

The Anxiety Disorders Interview Schedule, Lifetime version for DSM-1V (ADIS-IV-L;
(Brown, Dinardo, & Barlow, 1994)is a semi-structured interview for thediagnoss of DSM-1V
anxiety, mood, somatoform, and subgance related disorders. A 0-8 clinician severity rating
(CSR) is assigned for each diagnoss based on the severity of the patient@ distress regarding his
or her symptoms and the degree of interference in dally fundioning related to these symptoms. A
CSR of 4 or highe isconddered clinically significant. A disorde is designaed asthe prindpd
diagnossif itisgiven aCSR tha is at least onepaint highe than any othe clinically significant
diagnoss. If thegod of theinterview is ssimply to confirm the presence of current and lifetime
diagnoss, the ADIS-IV-L takes roughly the same amountof time to administer as the SCID.
However, the clinician may want to make use of the extensve probes for assessing the specific
imparment assodated with a particular disorder, the client's strengths, hypotesized etiological
factors and situaiond antecedents, and a"Diagnogic Timeline' approach to assist theclinician
in tracking theonget, remission, and temporal ordering of diagnoss that are uniquefeatures of
the ADISIV-L. Asddailed in Table 1, thenomms are adequée; theinter-rater reliability,

content validity, condruct validity, and validity generalization are good;and clinical utility is

excellent. The ADIS is available from Graywind/Oxford University Press (www.oupcom).
Self-Report Measures
Many self-report scales of depression have been developed, but we focuson two: the
Beck Depression Inventory becausg, it is so widdy used in randonized controlled trias, and the
Quick Inventory of Depressive Symptomatology-Self-Rated (QIDS-SR), because it has good

psychonetric quditiesandis easily available.
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The Beck Depression Inventory Second Edition (BDI-11; (A. T. Beck, Steer, & Brown,
1996)isa21l-item self-report ingrument tha assesses the presence and severity of symptoms of
depression. The BDI-11 isthe successor to theorigind BDI (A. T. Beck et al., 1979. TheBDI-I1I
retainsthefamiliar four-point scale for each item ranging from 0 to 3 used in the origind version
of the BDI, andretainsthe scoring system (each of the 21 items corresponding to a symptom of
depressionis summed to give a single score for themeasure). The BDI-II differsfromtheBDI in
tha, ontwo items, there are optionsto indicate either an increase or decrease of appdite and
deep, and paients are asked to congder each statement as it relates to the way they have felt for
the past two weeks, to more accurately correspondto the DSM-IV criteriafor MDD. Cut score
guiddinesfor theBDI-Il are given with therecommendaion tha thresholdsbe adjusted based
on sample characteristics and purpo< of the assessment. Asdetailed in Table 1, the norms of the
BDI-Il are good,and thereliability and validity are excellent.

The Quick Inventory of Depressive Symptomatology-Self-Rated (QIDS-SR; (Rush et d.,
2003)is a 16-item self-report measure tha is designed to assess the severity of depressive
symptoms. The scale evaluaes all the criterion symptom domaeinsin the DSM-1V criteriafor
major depressive disorder. The QIDS-SR is a shortened version of the 30-item Inventory of
Depressive Symptomatology (IDS-SR); theIDS-SR, in addition to assessing depressive
symptoms, also assesses many symptoms of anxiety. TheQIDS-SR andIDS-SR, arein turn,
adaptationsof clinician-rated versonsof thelDS and QIDS. Both the QIDS andthe DS were
designed to be maximally sengtive to symptom change Asindicated in Table 1, thenoming,
reliability, and validity of the QIDS-SR are excellent. (Lamoureux et al., 200§ conduted ROC
andysisin asample of 125primary care patients who completed the QIDS-SR andthe SCID and

condudeal tha a score of 11 onthe QIDS-SR provided the best bdance of sengtivity (Sn = .81)
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and specificity (Sp =.72) and correctly classified 75% of the sample asto their MDD status The
clinician-rated and self-rated versionsof the IDS and QIDS as well as copiouspsychonetric

information aboutthe scales are available free for download fromthe Interng (http://www.ids

gidsorg). Themeasures are available in 13 languayes.
Assessment of Psychiatric Comorbidity

The SCID and ADIS, described above are useful for assessing comorbid disorders, and
thelDS, described above assesses some anxiety symptoms. The Mood and Anxiety Symptom
Questionnaire-Short Form (MASQ;(Clark & Watson, 1991) (D. Watson & Walker, 1996;D.
Watsonet al., 1995) described in detail bdow on p. xxx) assesses depressive symptoms, anxiety
symptoms, and postive emotions Other tools for comorbid disorders and problems are
described in other chapters of this volume.

Assessment of Axis Il Disorders

Patients with MDD commonly suffer from persondity disorders (i.e., Axis|l diagnos),
which are discussed by Widige (Chapter xx, this volume).
Assessment of Medical Comorbidity

Mog mental hedlth professionds do not have thetraining or expertise to directly assess
medical problems. However, it is essential to assess them, as they can cause, exacerbate, or result
from MDD. We recommend that the clinician ask the paient to obtain a physcal examinaionif
shehas nothad onein thelast year to becertain that medical conditionstha might be causng or
contributing to depressive symptoms have been identified and are beng treated. In some cases, a
written report from thetreating physcian can beuseful in guiding treatment for depression.
Assessment of Psychosocial and Environmental Problems

AxislV of theDSM-IV-TR isused to identify psychosoda and environmental problems
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tha may play arole Gn theinitiation or exacerbation of amental disorder,Omay Qlevelop asa
consequence of a person® psychopahology or may conditute problems tha should be
conddered in the overall management plan.O(APA, 200Q p. 31). Assessment of these
phenomenais particularly important in view of thefact tha (a) mos of the psychosodal theories
described abovepropos tha depression results from thetriggeing of diatheses by stressful life
events and (b) depression often leadsto negaive psychoda consquences for pdientstha are
often afocusof treatment and/or can interfere with treatment.

The Life Experiences Survey (LES; (Sarason, Johrson, & Siegd, 1978 isasdf-report
scale listing 57 events, with three blank spaces provided for write-in events. Participants are
ingructed to circle or write in events tha hgopened to them during the past month, to providethe
date on which theevent occurred, and to indicate the type and extent of theimpact theevent had
onther life. Impact israted on a scale ranging from -3 (extremely negative) to 3 (extremely
positive). The LES possesses goodtest-retest reliability (rs=.5310.88), is not contaminated by
sodal desirability biases, and predicts a number of stress-related dependent measures, induding
maladjugment (Sarason et al., 1978)

Assessment of Functioning

The Global Assessment of Functioning Scale (GAF, AxisV, DSM-1V-TR; (American
Psychiatric Assodation, 2000)is asingle rating used to evaluae an individud's overall level of
psychological, soda and occupaiond fundioning. Vaues onthescale rangefrom 1 (lowest
level of fundioning)to 100 (highest level of fundioning), and are divided into ten 10-point
intervals. Each interval is anchored with detailed, behaviorally-oriented descriptors. Validaion
studies conduded with both inpdients and outpaients have indicated that the GAF correlates

highly with validated measures of overall severity of illness and changes in severity and with
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therapists and relatives ratingsof paient fundioning, and has goodinter-rater reliability
(Endicott, Spitzer, Fleiss, & Cohen, 1976)

The Quality of Life Inventory (QOLI; (Frisch, Comdl, Villanueva, & Retzlaff, 1992.
The QOLI assesses the degree to which an individud is satisfied with 16 areas of hisor her life,
induding health, standad of living, friendships relationship with family, and community. Each
areais rated onae ona 0-2 scale of importance to theindividud & life and again on a scale of -3
to 3 of how satisfied theindividud isin that area. Thetotal score has been shown to beinterndly
congstent, ! = .98, and has demongrated goodtest-retest reliability; »’s rangefrom .80to .91
(Frisch et a., 1992) QOLI scores were also postively correlated with scores on a clinician-
administered life satisfaction interview, peer ratings of life satisfaction, and five self-report
measures assessing life satisfaction and subjective well beng.
Overall Evaluation

Cliniciansin practice often neglect diagnoss. We emphasized itsimportance, especially
theimportance of alifetime diagnogic assessment to distinguish between unipolar and bipolar
mooddisorder. The SCID and ADIS are both useful for this purpose. We also described two self-
report measures of depressive symptoms (BDI and QIDS/IDS) tha are useful in assessing the
severity of depressive symptoms in all psychiatric patients. The BDI is suppoted by extensve
nomiative and benchmarking data, but the QIDS/IDS are quickly catching up and are available
free from thelnternet. The psychometric qudities are excellent for the interview measures of
diagnoss and the self-report measures of symptom severity; adequae for the measures of life
stress are adequae, and goodto excellent for the measures of fundioning.

Assessment for Case Conceptudization and Treatment Planning
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Assessment for case conaeptudization and treatment planning requires two types of
trandation. Oneisfrom disorder-level (and sometimes symptom-level) coneeptudizationsand
treatment plansto the case-level conagptudization and treatment plan. Mog of the modds we
reviewed aboveare conaeptudizationsand therapies for a paticular disorder (usudly MDD). A
few of themodds also provide conceptudizationsand interventionsfor symptoms (e.g., the BA
formulation of rumination as avoidance behavior). A conceptualization (or formulation) at the
level of the case isahypothesis about the causes of all of the patient(® symptoms, disorders, and
problems and how they are related, and the case-level treatment plan describesdl of thetherapies
the patientisreceiving for those symptoms, disorde's, and problems. The threelevels (symptom,
disorder, and case) are nested. A disorder condsts of a set of symproms, and a case condsts of one
or more disorders and problems. Thus, acase-level formulation generally consists of an
extragpaation or extenson of one or more disorder- and symptom-level formulations

The second trandationisfrom nomothetic to idiographic. A nomothetic formulation and
treatment plan is general (e.g., tha depression results from a dearth of postive reinforcers and
can betreated by increasing the postive reinforcers an individud receives (P. M. Lewinsohn&
Gotlib, 1999. An idiographic case formulation and treatment plan describes the mechanisms
tha are causgng and maintaining the symptoms, disorders, and problems, and the plan for
treating them in aparticular individual. For example, theformulation that Joe® depressive
symptoms of lack of enjoyment and satisfaction, reduced interest in others, inertia, fatigue and
anorexiaresult from theloss of intellectud stimulation, respect from clients and colleagues, and
income he suffered when heretired from hisjob as a crimind attorney; accordingly, the planto
treat Joe® depressive symptoms involves heping him identify and access new sources of

postive reinforcement.
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General Issues about Idiographic Assessment

Thepsychometric qudities of idiographic assessment tools are rarely studied (Haynes &
O'Brien, 2000) Moreover, often these assessments are simply thetherapist@ observationsin the
therapy session (e.g., the paient arrives 15 minutes late and does not apologize or explain) or
rough-and-ready ratings such as a countof the number of daysthat suicidd thoughs occurred,
or arating of intendty of depressed mood usng a subjective units of distress (SUDS) onascae
of 0to 100. These data might berecorded in the clinician@ progress note in the clinical record,
onapagoe-and-pendl log or persond digital assistant (PDA).

We use three strategies to strengthen idiographic assessment tools and strategies. First, as
we describe bdow, we use evidence-based nomothetic formulationsand therapies as templates
for theidiographic formulation and treatment plan (Haynes, Kaholokula, & Nelson, 1999; these
tell the clinician which phenomenato assess. Second, we recommend tha theclinician rely on
basic prindples of behavioral assessment, induding collecting data at multiple time points, from
multiple observers, usng multiple methods(Haynes & O'Brien, 2000. Findly, we recommend
tha clinicianswork collaboratively with the paient to collect datato monitor the progress and
process of treatment, to be sure that thetargets of assessment are hdpful to the treatment process
(S. C. Hayes, Nelson, & Jarrett, 1987).

Case Conceptualization

A case conaeptudizationis a hypothesis aboutthe mechanisms causng and maintaining
oneor more of a particular patient® symptoms, disorders, and problems; theformulation might
also indudebiological mechanisms. Thecase-level conaeptudization accounts for all of the
paient@ symptoms, disorders, and problems, notjus the depressive symptoms or disorders. The

formulation describes the symptoms/disorders/problems, the mechanisms caugng them, the
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precipitants of the symptoms/disorders/problems, and the origins of the mechanisms. 1t dso
describes therelationships among the symptoms, disorders, and problems.

Symptoms/Disorders/Problems

We recommend devel oping a comprehensve Problem List that describesall of a patientd
symptoms, disorders, and problemsN tha is, al of thedifficulties and deficits the patient has
across these domains psychological/psychiatric symptoms, interpersond, occupaiond, school,
medical, finandal, housng, legd, leisure, and mental health or medical treatment. We focus
primarily on strategies for assessing depression and related problems; the other chapters of this
volume describe strategies for assessing other disorders and problems.

The Problem List overlapscongderably with Axes| BIV of aDSM diagnoss. It will likely
includethe Axis| depressve disorder, eithe stated as the disorder, or by listing its symptoms. The
Problem Ligt will alsoincludeany sgnificant Axis |l disorders or symptoms, important Axis|l|
disordes, and problems described on Axis1V. Thus, al theassessment tods described above for
diagnoss are hdpful in formulating aProblem Ligt.

However, theProblem Lig differsfrom diagnosis because, in the Problem Lig, the clinician
beginsto trandate the DSM information into terms that that facilitate conceptudization and
intervention from the point of view of one or more nomothetic modds described above. Thus for
example, a cognitive-behavior therapist might describe a patient@ symptoms of depressionin the
Problem Ligt by identifying some of their behaviora, cognitive, and emotions aspects. For example,
Qoan,Oa patient treated by the first author, reported depressive symptoms that induded emotionsof
sadness, lack of satisfaction in anything, disgust in hersdf, irritability, and guilt, cognitionstha
included, OQ@n afailure, OGN abad mother, 0AG@N lazy and unproductive,OA®n boring and

uninteresting,Oand behaviors of inactivity, procrastination, and avoidance of socia contacts,



20

Themain strategies used to collect a comprehensve Problem List aretheclinica
interview, self-report measures, observationsof the paient® behavior, and communicationswith
family members or other treatment providers. A good general strategy is the GunndéOapproach
(Mash & Hundey, 1990) in which theclinician beginswith a broad-based assessment of al the
important domains before obtaining more detailed information about problems and disorders tha
are identified by the broad-based screen. We focushere onthe use of self-report tools and direct
observation; (Turkat, 1987 provides an excellent discussion of the use of theclinical assessment
interview to obtain a case conaeptudization.

Self-Report Measures. Thetendgon tha aways confronts the clinician is the pressure to
move quickly to address the patient@® current concernswhile taking thetime to obtain the
information needed to develop agoodformulation and treatment plan. Self-report tools hdp
resolve this tendon by alowing the clinician to collect consderable information quickly. The
clinician can send these to the paient in themail before theinitial interview and ask the patient
to bring the completed materialsto theinitia interview or send them in advance of theinterview.
To congruct aProblem List, the therapist will want to use self-report measures of depression
(described above aswell as self-report measures of other problems the paient has described in
thetelephonecontact prior to theinitia interview or that emergeduringtheinitia interview;
useful measures are described in other chapters of this volume.

Observation. Direct obervation can aert thetherapist to problems (e.g., adisheveled
appearance, or pooreye contact) tha paients may not acknowedge recognize, or verbdize. For
example, thefirst author observed tha a depressed paient, Sam, had averbd report (of intense
distress) that was discrepant from his facial expression (of calm). When thetherapist painted this

out, Sam noted tha thefailure of hisfacia expressionto reflect hisinternd distress was
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contributing to his marital problems; heand hiswife had had arecent magjor blowup resulting
from her feeling uncared aboutwhen he appesred blasZ and unanaerned when he said goodbye
as shewas beng wheeled into surgery. In this case, thetherapist@ observation of the patient®
behavior in thetherapy session contributed to a conceptudization hypotesis aboutthe
relationship between Sam@ depressive symptoms and his marital difficulties.

Assessing Hypothesized Mechanisms

Thedecision aboutwha phenomenato assess for case conceptudization purposes flows
from the nomothetic modd(s) thetherapist uses to conceptudize the patient depression, and the
modds the therapist uses are typically based on his orientation or training. When the therapist@
orientation admits several possible modds (e.g., cognitive and behavioral), the decision about
wha phenomenato assess may also be based on results of someinitial assessments, asin the
case of the cognitive-behavior therapist who electsto first condder usng Beck@ cognitive modd
to conceptudize the case of a paient whose chief complaint is, @ have aton of negaive
thoughs.OOf course, as s'he collects more assessment daa, theclinician may find that another
modd provides a better fit for the patient3 case (Haynes et al., 1999)

We describe measures for assessing the mechanisms of the behavioral, cognitive,
emotion-focused, and interpersond modds of depression described above these measures are
summarized in Table 2. As already noted, there isquite a bit of overlap amongthe modds. Thus
for example, clinicianswho use Beck® cognitive modd, the behavioral activation modd, or
Lewinsohn®behaviora modd, may all wish to assess the patient( activity level usng the
Activity Schedule described in the Behavioral Mechanisms section bd ow. Symptoms and
mechanisms also overlap. For example, an Activity Schedule assesses both a symptom

(behavioral inactivity) and amechanism (e.g., pleasant events). We describe assessment of
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phenomenasuch as pleasant events and automatic thoughs here in the mechanism section, even
though they can also be seen as aspects of symptoms.

Behavioral Mechanisms

The Activity Schedule (presented origindly in (A. T. Beck et al., 1979gee dso pp. 126-
127 of (Persons Davidson, & Tompkins 2001 for aversion of it that cliniciansmay reproduc
for clinical us) isessentially acaenda tha allows the patient to log hisor her activities during
each day of theweek. It isidedl for assessing how the paient spendstime and can also beused to
track behavioral homework assignments, such as recording pleasant activities. The Activity
Schedule can be useful to clinicianswho are conagptudizing and treating depression usng any
of thebehavioral, cognitive, emotion-focused or interpersond modds described above

The Pleasant Events Schedule (PES). The PES (MacPhillany & Lewinsohn,1982)
published in (P.M. Lewinsohn,Munoz Youngen, & Zeiss, 1986)is a self-report inventory of
320potentialy reinforcing activities. Respondents assign ratingsfor each event for the frequency
of occurrence over the past 30 days on a 3-point scale ranging from O (not happened) to 2
(happened often; seven or more times) and a pleasantness rating on a 3-paint scale ranging from
0 (not pleasant) to 2 (very pleasant). The PES has been used extensvely in research related to
thebehaviora modd of depression with generally goodreliability and adequae to goodvalidity
(e.g., (Grosscup & Lewinsohn,1980) MacPhillamy & Lewinsohn,1982;(Nezu, Ronan,
Meadows, & McClure, 2000) The PES and suppating materials can be downloaded free of

chargeat http://www.ori.org/Research/scientists/lewinsohnPhtml.

The Cognitive—Behavioral Avoidance Scale (CBAS; (Ottenbreit & Dobson, 2004)isa
31-item self-report measure tha assesses four first order factors of cognitive and behavioral

avoidance that are relevant to behavioral modds of depression. The oveaal measure



23

demondrates goodinternd consstency (o =.91) and thefirst order factors of cognitive nonada
(e.g., QWhilel knowtha | have to make some important decisionsaboutschoolwork, | jus do
notget down to it.Q, cognitive sodal (e.g., O just wait outtengon in my relationshipshoping
that it will goaway.Q, behavioral nonodal (e.g., O avoid trying new activities tha hold the
potential for failure.Q and behaviora sodal (e.g., O avoid attending sodal activities.Q) have
internd congstendes ranging from.75to0 .86. TheCBAS is arelatively new measure, and thus
extengve validity data are notyet available. Until new published studiesin clinical samples
emerge, thevalidity is best regarded as adequée.

Thetherapist whois usng Lewinsohn@behavioral theory or behavioral activation theory
to conaeptudize depression will want to collect information aboutthe antecedents and
conequeances of target behaviors, especialy of rumination, depressed mood,withdrawal, and
passivity. Tomes have been written on thetopic of collecting daa aboutthe antecedents and
conequeances of problem behaviors for behavioral andysis (Haynes & O'Brien, 2000;Kazdin,
2001;D. L. Watson & Tharp, 2002) Sometimes the clinician can obtain thisinformation by
interview, carefully asking aboutthetarget behaviorsidentified in the case conaeptudization, but
typically, data mug be collected between sessionsto flesh outthefactors controlling atarget
behavior. Patients can record thisinformationonadiary card, or log them onthar PDA, perhgs
even in respon® to atimer tha promptsthem to do so. To identify antecedents, the patient can
identify thefollowing: where, when, with whom what was going on, wha thoughs were you
having, wha sensationsdid you havein your body, wha feelingswere you having, wha were
you doing?To identify consequences, the paient can identify: externd eventstha occurred,
emotiond reactions valence of the experience, badily sensations and behavioral reactions

Cognitive Mechanisms
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To assess the automatic thoughs described by Beck@® theory, the therapist can use a self-
monitoring diary (such asthe Daily Record of Dysfunctional Thoughts (A. T. Beck et al., 1979
forms provided by (Greenbager & Padesky, 1999, or the Thought Record (Personset a., 200])
tha provides places for the depressed patient to identify an activating Situation, the emotions
behaviors, and automatic thouglis triggeed by tha situaion, and coping responss (both
thoughs and behaviors) that can be used to aleviate distress. Emotions behaviors, and
automatic thoughs are typically obtained by smply asking the paient to report them while
recalling the specific conaete event tha triggeed them. (J. S. Beck, 1995 offers strategies for
eiciting this information when a direct and straightforward approach fails, induding asking
patients to report images and asking them to vividly imagine and recreate the event tha triggeed
negative panful emotions Rersearch measures of automatic thoughs that may aso be useful
clinically indudethe Automatic Thoughs Questionnare-Negaive (ATQ-N;(S. D Hollon &
Kenddl, 1980)and the Automatic Thoudhts Questionnare-Postive (ATQ-P; (Ingram &
Wisnicki, 1988)

The Dysfunctional Attitude Scale (DAS; (A. N. Weissman & Beck, 1978)conssts of two
40-item, factor-andytically derived questionnares tha tap into the depressed person®
unredistic, distorted andillogical bdiefs aboutthesalf, world, and future. It isthemos widdy
used research tool to assess the schemas described in Beck@ cognitive theory. Form A of the
DAS isthemore widdy used of thetwo measures. (A. N. Weissman & Beck, 1978)reported
excellent internd congstendes ( o > .90) across several samples. The content validity of the
measure is good,and condruct and generdization validities are adequae (Nezu et a., 2000)
Two criticisms of the DAS have been raised: first, (S. D. Hollon,Kenddl, & Lumry, 1986)

reported that DAS scores were elevated in non-depressed psychiatric popuktions (such as
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schizophrenia and bipolar patients), suggesting that these cognitionsare not specific to unipdar
depression and, second, many studies have foundtha DAS scores of remitted depressed subjects
were not different from a nonpgchiatric control groupN suggesting that dysfundiond attitudes
are mood-state dependent (Persons& Mirandg 1992). Neverthdess, if theclinician is aware of
these weaknesses, the measure can beclinically useful.

The Attributional Style Questionnaire (ASQ); (Peterson et al., 1982 is aself-report
inventory tha assesses causal attributionsdescribed by the hd plessness and hopdessness
theories. Thescale asks respondents to rate six hypothetical postive and six hypoheica
negdive events tha can befurther divided into categories of achievement and interpersond.
Participants are asked to vividly imaginea hypotheical negaive or postive event, identify the
onemgjor cause if tha event were to actudly occur, and rate tha cause alongattributiond
dimendons Each dimensonis scored onaoneto seven Likert-type scale with the highe end
representing arespon® endasing internd, globd or stable causes and the lower end representing
externd, specific and ungable causes. Generally, a Composte Negative (CN) score is computed
by summing or averaging thevalues of the 18 internd, stable and globd items for the negative
events. A similar Composte Pogtive (CP) score from the postive hypoheical eventitemsis
also computed. Alterndively, to be more congstent with hopdessness theory (Abramson et al.,
1989) agenadity scoreis computed by averaging the values of thetwelve stability and
globdity items across negaive events to produce a score tha ranges from oneto seven. The
ASQ has demondrated adequae internd consstency (o =.70D.75; (Sweeney, Andason, &
Bailey, 1986) Recently, (Fresco, Alloy, & Reilly-Harrington, 2006)assessed a large sample of
college students for current and lifetime psychopahology and reported adequae to goodinternd

congstency for CN (a =.79) and CP (o = .82). The CN composte also demondrates adequéae
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test-retest reliability (» = .70t0.73; (Colin, Sweeney, & Schaeffer, 1981) (Petersonet d., 1982;
(Sweeney et a., 1986 in both psychiatric and undergraduae popuktions Thevalidity of the
measure is adequae (Nezu et al., 2000.

The Experiences Questionnaire (EQ; (Fresco, Moore et al., in press) isan 11-item self-
report measure of decentering. Fresco et a. used both exploratory and confirmatory factor
andysis techniques to examinethefactor structure of the measure in two consecutive large
samples of college students and a sample of depressed paients. The measure showed good
internd congstency, rangingfrom! = .81t0.90,and goodconaurrent and discriminant validity.
In astudy of paients with MDD randonly assigned to either cogntive therapy (CT) or
antidepressant medication treatment (ADM), (Fresco, Segd et al., in press) foundtha CT
respondes evidenced significantly greater gainsin decentering as compared to CT non
respondes or ADM paients (irrespective of responde status). Further, among acute treatment
respondes, high pod-treatment decentering, as compared to low pog-treatment decentering was
assodated with a more durable treatment response in the subsequent eighteen months

The Coping Style Questionnaire (CSQ,; (McCullough,2001) was developed to facilitate
the process of teaching paientsin CBASP to learn to identify and make needed behavioral and
cognitive changes to achieve the outcomesthey desirein of thar interpersond interactions The
CSQ isanotso much aquestionnare asit isaform the paient completes for a particular
unsuccessful (or successful) interpersond interaction; the CSQ hdpsthepaient and therapist
identify and remediate the paient@ ma adaptive interpretationsand behaviors in the situation.

Emotion-Focused Mechanisms

The Emotion Dysregulation Composite Scale (EDCS; (Mennin, Holaway, Fresco, Moore,

& Heimberg, in press) is a46-item self-report measure assessing the dimensonsof heghtened
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intendty of emotions poorundestanding of emotions negative reactivity to emotions and

mal adaptive management of emotions The EDCS was derived with exploratory and
confirmatory factor andysis from several existing self-report measures of emotion regulation and
emotiond intelligence. (Mennin et d., in press), in alarge, unselected sample of college students,
foundtha the subscales had acceptable to goodinternd consstency and tha all four facets of
emotion dygegulation significantly predicted conaurrent levels of self-repart depression
symptoms. Further, negaive reactivity and poorundeastanding of emotionsremained statistically
significant after controlling for conaurrent levels of sodal anxiety and general anxiety.

The Emotion Regulation Questionnaire (ERQ; (J. J. Gross & John,2003) isa10-item
rationdly derived measure of two aspects of emotion regulation: reappraisal and suppression.
Thereappraisa subsale, conssting of 6 items, assesses the ability to modify or changethe
emotionsoneexperiences (e.g., A control my emotionsby changing theway | think aboutthe
situation 1@n inQ. Thesuppression subscale, congsting of 4 items, assesses the ability to avoid
or prevent the expression of emotions(e.g., Q control my emotionsby not expressing themQ.
(Fresco, Moore et al., in press) reported theinternd consstency was goodfor both the
reappraisal subscale (o = .84) andthe suppression subscale (o = .82). Thereappraisal scale was
significantly and postive correlated with decentering (r = .25), butwas unoorrelated with
depression symptoms (» = .14) or depressive rumination (» = .14). Convasely, the suppression
subscale was significantly and negaively correlated with decentering (» = -.31) and significantly
and postively correlated with depression symptoms (» = .39), and depressive rumination (r =

.31). TheERQ isavailable free onthelnternet (http://www-psych.stanford.edu/~psyphy)).

The Mood and Anxiety Symptom Questionnaire-Short Form (MASQ;(Clark & Watson,

1991) (D. Watson & Walker, 1996;D. Watson et al., 1995 isa62-item ingrument designed to
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assess discrete dimensonsof depression and anxiety symptoms as proposd by (Clark &
Watson, 19913 tripartite modd. Items are rated on a 1 (Giot at allQ to 5 (QxtremelyQ Likert-
typescale and are divided into four subscales: General Distress AnxiousSymptoms (GDA),
Generd Distress Depressive Symptoms (GDD), AnxiousArousal (AA), and Anhedonic
Depression (AD). The GDA subsaleis comprised of 11itemsindicative of anxiousmood but
provides little discrimination from depressed mood The GDD subscale is comprised of 12 items
indicative of depressed mood, but provides little discriminaion from anxiousmood TheAA
subgcale contains 17 items detailing symptoms of somatic tenson and hypearousal, andthe AD
subscale contains 8 items assessing depression-specific symptoms, such as aloss of interest in
pleasurable activities and low energy, and 14 reverse coded items assessing postive emotiond
experiences. The AA and AD subgcales evidence relatively low zero correlationswith one
anothe (rs.25t0 .38), whereas the GDA and GDD subscales evidence more overlap (rs > .50)
(Watsonet a., 1995) The MASQ has been used primarily in research contexts. However, we
mentionit heae because it isoneof thefew measures available of postive emotionstha aso
assesses anxiety and depression in a manne tha provides excellent conaurrent and discriminant
validity (Watson & Walker, 1996. Inquries aboutthe MASQ can bedirected to David B.
Watson, Ph.D. (david-watson@uiowa.edu).

Interpersonal Mechanisms

(M. M. Weissman & Bothwell, 1976)developead the Soda Adjugment Scale-Self Report
(SAS-SR), ab54-item self-report measure tha assesses 6 sodal role areas. Thedomainsare
work/homemaker/student, sodal and leisure activities, relationshipswith extended family,
marital partner role; parental role, and role within the family unit. Interna congstency of the

measure is adequée (o =.74). Themeasure has good known-groupsvalidity, distinguishing
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samples from the community, of patients with depression, and paients with schizophrenia, from
oneanothe onthebasis of total score. The SAS-SR is available for purchase from Multi-Health

Systems, Inc. (www.mhscom).

Precipitants

Hypothesized precipitants of the current depressive episodeare important to assess
because mog of the nomothetic formulationsof depression are diathesis-stress models, proposing
that symptoms and problems result from the activation of psgychdogical and/or biologica diatheses
by oneor more stressors. Stressors can be internal, external, biologica, psychologica, or some
combination of these. Measures of psychosodd stressors were described above in the section that
discusses the assessment of Axis1V of the DSM (Psychosocial and Environmental Problems). In
addition, theclinician will want to ask the patient about precipitants of the current and previous
depressive episodein theclinical interview, perhaps by conductingaforma illness higory timeline
to identify triggers of episodes of mood disorder (Frank, 2005).

Origins

The origins pat of the formulation offers a hypothesis about how the paient learned or
acquired the hypathesized mechanisms of the formulation. So, for example, within a helplessness
theory formulation, originsfocuson the events or experiences that taught the patient that outcomes
wereindependent of his behaviors. Originscan beone or more externd environmental events (e.g.,
the death of aparent, or early abuse or neglect), cultural factors, or biologcd factors (e.g., an
unusudly short stature that might elicit teasing from peers), including gendics.

To generate hypaheses abouthow paients acquired the conditioned maladaptive
respongss, learned thefaulty schemas, developed an emotiond vulnerability or emotion

regulation deficit, and/or acquired a biological or genetic vulnerability, it is essential to collect a
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family and soda history that identifies key events and factorsin the paient@ uplringing and
development, especially ahistory of early traumas, neglect, and abuse. In addition, theclinician
will want to obtain afamily history of depression and other psychiatric disorders, which can shed
light on both biological and psychosodal causes of the problematic mechanismsin question.

Tying All the Elements Together

After collecting al theinformation described abowe, theclinician usesit to lay out abrief
formulation tha describes wha mechanisms, activated by wha precipitants, caused by what
origins, are caugng wha symptoms, disorders, and problems, and how all the patient’s
symptoms, disorders, and problems are related. Theformulation accountsfor al of the patient®
problems and their relationshipsin themos parsimoniousway, with the fewest mechanisms
(Persons 1989) So, for example, aformulation for a depressed paient, Peter, read:
As aresult of many experiences in childhoodand adolescence when hewas brutally teased and
humiliated by hisfamily, especially his older brother (ORIGINS), Peter learned the schema Q@n
inadequae, aloser,Oand GDthers are critical, attacking, and unsuppotive of meO(MECHANISM
HYPOTHESES). These schemawere activated by a recent poor peformance evaluaion at work
(PRECIPITANT). Asaresult, Peter has experienced symptoms of anxiety and depression at
work, with which hehas coped by avoiding tackling important work projects and withdrawing
from collegial interactionswith both peers and supeiors at work. The avoidance, although
negatively reinforced by theimmediate redudionin anxiety it produces, has had some negaive
conequeances, causing Peter to miss some deadlines, which has resulted in criticism from his
colleagues and boss, and led to inareased symptoms of sadness, feelingsof worthlessness, self-
criticism and self-blame, low energy, difficulty working, andloss of interest in others. Peter is

usngdrugsand alcohol a home in the evening. This use is negatively reinforced by the
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immediate redudion in anxiety and depression it produces, but exacerbaes Peter@ pre-diabetic
medical conditionQ(SYMPTOMS AND PROBLEMS AND HOW THEY ARE RELATED).

Psychometrics of Idiographic Case Conceptualizations

Two studies of theinter-rater reliability of cognitive case formulationsof depressed
paients showed tha clinician raters identified approximately 65% of paient® problemsona
criterion problem list developed by theinvestigaor; inter-rater reliability coefficients of schema
ratingswere .72t0 .76) when ratingswere averaged over five judges (Persons& Bertagnolli,
1999;Persons Moongy, & Padesky, 1995. Two uncontrolled trials show tha naturalistic (often
induding adjund therapy, induding phamacotherapy) cognitive-behavior therapy of depressed
(Persons Bodrom, & Bertagnoli, 1999 and depressed anxiouspatients (Persons Robets,
Zalecki, & Brechwald, 2006) guided by a cognitive behavioral case formulation and weekly
progress monitoring producd outcomes similar to those of depressed patients who received CBT
or CBT plusphamacotherapy in therandomzed controlled trials.
Treatment Plan

To develop aninitial Treatment Plan, the clinician works with the patient to set
Treatment Gods, develop an Intervention Plan, and make decisionsabouttreatment Moddity
(e.g., individud vs. group), Frequency, and Adjuncts (Persons In preparation).

The Intervention Plan

Theheart of the Treatment Plan istheIntervention Plan. The Intervention Plan identifies
the changesin the mechanisms described in the case conceptudization that the treatment will
attempt to produce. For example, for the case of Peter, described above, the therapy sought to
changetheneggaive automatic thoughts, ma adgptive behaviors, and schemasthat caused his

symptoms of depression and anxiety.
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Treatment interventionsusudly focuson symptoms, and are guided by theformulation of
the symptoms. Thus BA identifies the symptom of rumination as avoidance behavior and uses
interventionsto promote behavioral approach and re-engagement with one® environment,
whereas Beck@ modd typically tackles ruminations by he ping patients changethe content of
thar thoughs. Thus often theclinician carries outinterventionstha target overt symptoms, but
interventionsare generally guided by and donein the service of changing the undelying
mechanisms tha are hypotesized to cause and maintain the symptoms.

Asthisdiscussionindicates, agoodformulation is needed to make a goodtreatment plan.
However, other factors are a'so important, and we mention them briefly but do not describe
deails of assessing them because they are not specific to assessment of depression. These factors
indudethe patient® uplringing and persond history, treatment history, strengthsand assets,
values and preferences, readiness to change and soda suppots, as well astheavailability and
cog of treatment optionsin the community where the paient lives. We do focusherein some
detail on assessment of Treatment Gods, as goodassessment of godsisindispensable to the
process of monitoring outcome and progress, which we take up later in the chapter.

Setting Treatment Goals

Goal Attainment Scaling

Clinicianswho wish to take a systematic approach to assessing idiographic treatment
gods can use God Attainment Scaling (Kiresuk & Sherman, 1968) which is an appealing
measure because it has both nomothetic and idiographic features and allows for assessment of
affirmatives (gods and objectives tha are postively valued by the paient) rather than negdives
(psychopdhology). GAS calls for patient and therapist to identify, at the outset of treatment, 3 to

5 godsthat will bethefocusof treatment. A 5-point scale is used to definethe outcome level for
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each god, asfollows: -2 (much less than expected), -1 (somewha |ess than expected), O
(expected level of outcome), +1 (somewha more than expected), or +2 (much more than
expected). Before treatment, abehavioral or other specific referent is chosen to define each level
of outcome. For example, for Joan® god to Qeduce irritable outbursts toward her daughter,Oshe
and her therapist agreed tha the expected outcome level (score of 0) was that shereduce
outbursts to ona/month. Scores are assigned to each god, at a pre-determined time or at theend
of treatment, by the patient and therapist who work togeher, or, if data are beng collected for
program evaluaion purposes, by an independent evaluator. If needed, a single summary score
summarizing the patient® overall progress can be calculated, typically by averaging the scores
across al scales. Thus the GAS does not so much measure absolute changein a content area,
but, ingead represents a measure of perceived ability to changea paticular problem, or, stated a
bit differently, theamountof changetha occurred relative to what was expected or predicted.

Thereliability and validity of the GAS are adequéte (see Table 2). (Cardillo & Smith,
199443 1994b)reported inter-rater reliability codficientsin therangeof » = .52to r = .99 over a
rangeof types of popubtionsandraters (see also areview by (M. J. Lambet, 1994) In asample
of Veterans Administration hogital paients, (Cardillo & Smith, 1994b)foundtha the GAS was
related to changeduring treatment and tha the content of gods onthe GAS showed good
conmrdance with gods selected by a three-personteam who reviewed the patientsCelinical
records (Haynes & O'Brien, 2000 p. 124)described the measure as Onformally standardizedO
because general outlines, but not precise procedures, for obtaining GAS scores are provided, and
variationsin themethodscan affect thereliability and validity of the scores.

Overall Evaluation
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We describe here (and in Table 2) measures to assess the psychological mechanisms
described by themajor current evidence-based theories tha thetherapist can usto aid in the
process of case conceptudization. The therapist® choice of measure will generally be dictated by
thetheory sheisudngto conceptudize the case. However, the psychometrics of individudized
case conceptudization (Bieling & Kuyken, 2003; (Haynes, Leisen, & Blaing 1997 and
treatment planning are weak, and thisistruenotonly for depression, butfor mog other disorders
and problems. Therefore, we recommend tha cliniciansrely on basic prindples of behavioral
assessment, and collect idiographic data (as described in the next section) to test therr
formulation of hypoteses and monitor treatment progress for each case they treat.

Assessment for Treatment Monitoring and Treatment Outcome

In addition to monitoring outcome of therapy (Kazdin, 1993) thetherapist also monitors
theprocess (i.e., what isgoing onin thetherapy?), and, moreover, monitors process and outcome
in away tha allows patient and clinician to test hypotheses abouttherelationshipsamong
themN for example, to test the hypohesis that an increase in the number of a depressed paient@
pleasurable activities is assodated with a decrease in severity of depressive symptoms (Persons
in press). Process hastwo pats: the therapeutic relationship, and mechanisms of change. The
clinician and patient can monitor outcome and process at three time points. at each therapy
session, within thesession, and over longe time periods We discuss each in turn, focusng
primarily onmonitoring at each therapy session. Measures useful for monitoring outcome and
process are summarized in Table 3.

Session by Sesssion Monitoring

Assessing Outcome
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To monitor idiographic target benaviors and gods, thetherapist can give the paient a
Daily Logto track a particular behavior or symptom or problem, such as bout of depressed
mood, arrival ontime at work, sodal activities, cryingjags or similar. Thislog can beused in
conjundion with, or ingead of, the GAS. Joan@ clinician gave her aform to monitor irritable
outbursts with her son, noting the date, time, situation, content, and intensity (scored 1, Gaharsh
word,Oto 10, Gafull-blown outburst, theworst 1@re ever had or could imagine havingQ.

Asdescribed previoudy, the QIDS-SR and the BDI-I1 are ussful for monitoring change
in depressive symptoms across the course of treatment.

Combined measures of symptoms and fundioning have been developed to monitor
changeduring treatment for depressed (and indeed for nearly al psychiatric paients). Thethree
best-established and mog-studied of these are the Outcome Questionnare-45 (M .J. Lambert et
al., 1996, the Clinical Outcomesin Routine Evaluaion Outcome Measure (CORE-OM;
(Barkham et al., 2001]), and the Treatment Outcome Package (TOP; (Kraus Seligman, & Jordan,
2005) Oneof the strongest features of all three measuresis tha they alow theclinician to
compare outcomes of his or her paients to outcomes of large benchmarking samples tha have
been established for al of the measures. However, althoughthe CORE-OM scales are available
ontheinterne (www.coreims.co.uk) and can befreely phobcopied, thebenchmarking featureis
notyet available to usersin the USA, and therefore we review the OQ-45 andthe TOP here.

TheOQ-45((M .J. Lambert et a., 1999) isa 45-item self-report scale that assesses four
domains subjective discomfort, interpersond relations sodal role paformance, and postive
aspects of satisfaction and fundioning. Respondents answer each questionin the context of thar
experience ove the past week usng a 5-point Likert scale. Theclinician obtainsatotal score on

the measure and subscale scores on thefirst three domainslisted above and uses the scoring
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manud or software packageto classify each client as an improver, nonresponde, or deteriorator
based on benchmarking data from alarge sample of clients that Lambert and his colleagues have
collected. Internd consstency for theundegraduae sample and for a sample of 504 Employee
Assistance Program clients was .93 for each sample (M .J. Lambert et a., 1996) Thetota score
on themeasure has goodtest-retest reliability (.84) over aninterval of 3 weeks for asample of
157 undegraduaes. The measure is sendtive to changein clients and stable in untreated
individuds (Vermeersch, Lambert, & Burlingame, 2000) Repeated testing does not, itself,
produce changes in scores (Durham et a., 2002) Conaurrent validity codficients for thetotal
score rangefrom .55t0 .88 on several measures of psychopahology (M .J. Lambet et a., 1996.
Themeasure has goodtreatment utility, as Lambert and colleagues (M .J. Lambert et al., 2003)
have shown tha psychotherapy paients have better treatment outcome when cliniciansuse the
information to adjug treatment as necessary (i.e., when the paient is classified as a nonresponde
or deeriorator). There is also some evidence tha obtaining additiond daa onthetherapeutic
aliance and the patient( readiness for changecan be useful in adjuging trestments to enhance
patient outcome (Whippleet a., 2003. Themeasure is available from: American Professiond
Credentialing Services LLC.

The (Treatment Outcome Packageis a 93- item scale tha assesses fundioning, qudity of
life, and mental hedlth symptoms and isintended to provide atheory-neutral core batery for
outcome monitoringin clinical and research settingsacross all diagnoss and levels of care.
Respondants indicate the presence of symptomsin thelast month ona6-pant Likert scale. Items
aredivided into 11 subscales. Psychometrics of the measure were presented by (Krauset al.,
2005) Internd consstency for the 11 subscales ranged from .53 (for the mania subscale) to .93

(for thedepression subscale) in a sample of psychiatric inpaients. Test-retest reliability over one
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week in 53 community mental health center clients who provided data prior to receiving
treatment was high, ranging from .87 to .94, except for the mania subscale (where reliability was
.76). Validity of themeasure is mixed. Convergent validity for some scalesis excellent (the
depression subscale correlates .92 with the BDI), and poorfor others (the psychoss subscale
correlates -.28 with theMMPI -2 schizophrenia scale). The measure did a goodjob of
distinguishing patients from non-pdients. In logistic andyses, 80%to 89% of participants were
correctly classified as patients or members of thegeneral popuktion. The measure(3 sendtivity
to changeappears adequae.

The GAF (Endicott et a., 1976)andthe QOLI (Frisch et a., 1992)have goodtreatment
sengtivity.

Monitoring the Therapeutic Relationship

Deteriorationsin thequdity of therelationhip between patient and clinician can be
difficult to detect, butthey are vital to address, because they can lead to unilateral terminaion by
the patient. (Castongug, Goldfried, Wiser, Raue, & Hayes, 1996)foundthat alliance ruptures
were commonin CT for depression, especially during sessionsin which theclinician focused on
chdlenging negdive cognitionsof the patient. (Safran, Muran, Samstag, & Stevens 2001)
suggested tha clinicians should be aware tha pétients often have negaive feelingsaboutthe
therapy, should look for subtle indicationsof ruptures, and take theinitiative to explorewha is
trangoiring.

TheCB clinician traditiondly informally assesses the qudity of thetherapeutic
relationship at each session by asking the patient for feedback aboutthe session at theend of the

session (A. T. Beck et al., 1979. Objective scales to measure the therapeutic relationsip indude
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the Working Alliance Inventory (WAI; (Horvath & Greenbeag, 1986) (Tracey & Kokotovic,
1989) andthe Revised Helping Alliance Questiomare (HAQ-11; (Lubasky et a., 1996).

The WAI assesses factors common to al trestments assodiated with the collaborative
efforts of the paient and therapist. The 12-item paient version of the WA assesses three
integrated components. Godss (the outcomes of therapy agreed uponby paient and therapist),
Tasks (thetherapeutic processes tha take place during sessiong, and Bond (thekey elements of
rappott Btrug, acceptance, and confidence), aswell as atotal score (Horvath & Greenbeyg,
1989) The WAI demondrates excellent internd consstency (! =.93; (Horvath & Greenbayg,
1989)and goodvalidity (Fischer & Corcoran, 199), with paient ratingsserving as better
predictors than therapist ratings(Tryon & Kane 1990).

TheHAQ-1l isa19item self-report scale tha measures the alliance between patient and
therapist. Internd congstency for thescaleis excellent (! =.90) and test-retest reliability has
been foundto ber = .78 over three sessions(Luborsky et a., 1999. Conaurrent validity
demondrated by correlationsbeween theHAQ-11 and the California Psychotherapy Alliance
Scale ranged between » = .59 and » = .71 In ademondration of the measure® treatment utility,
(Whipple et ., 2003)showed tha outcome of psychotherapy (on the OQ-45) was postively
related to theclinician®@ obtaining weekly feedback o the patient® HAq-11 scores. TheHAQ-II is

available for download on thelnterng at http://www.uphsupenn.edu/psycther/HAQ2QUES.pdf.

Assessing Mechanism

Here thegod isto measure thetreatment targets that are described in the case
formulation, such as frequency of pleasant events, distorted thoughs, postive thoudhts, use of
decentering skills, rumination, activity level, and interpersond interactions The measures

described abovein the section titled Mechanisms can be used for this purpo<e. In addition,
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simple count and logscan also be used. For example, when Joan was working in therapy on
increasing he postive thoughs aboutherself and her experience, shetallied them ona golf-
score counter each day, and wrote thedaly tally on alogtha shebroughtto he therapy session.

Putting It All Together

It isdauntingto try to monitor outcome, the therapeutic relationship, and mechanisms a
each therapy session. Fortunaely, these phenomenaoften overlap. Thus for example, in Joan®@
case, the countof postive thoughs was a measure both of mechanism and outcome. To ease the
data collection process, patients at thefirst author® Center arrive five minutes early for each
session and complete the BDI and other measures relevant to thar care (e.g., aself-report
measure of anxiety), which are kept in the waitingroom, and present them to theclinician, who
scores and plots the measure(s) at thebeginning of the session. The session-by-session daa plot
iskept at thefrontof theclinical record to remind theclinician to review the measure with the
patient and plot the score at the beginning of each session; thenotion here, of course, isthat the
outcome daafeed into and inform the naure of the session (Persons 2001) Theclinician can
ask the patient to bring thealliance scale to the next session, or to leave it in adrop-off boxin the
waiting roomafter the session.
Monitoring During the Therapy Session

Mog monitoring durning thetherapy session hgppensssmply by observation (e.g.,
paient@ facial expression, nonvebd behaviors, and emotiond arousal (Samoilov & Goldfried,
2000) and even theclinician@ emotiond responss (e.g., feeling pulled by the patient to step
forward and solve a problem, (cf. (McCullough,2000). Sometimes more systematic measures
can be used, such as collecting areport onasimple 0 to 100scale of intengty of depressed mood

or of theurgeto quit therapy. To track outcome during thetherapy session, theclinician can
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monitor symptoms that are relevant to the patient@ treatment gods, induding passivity,
assertiveness, pasond hygiene disorganization, irritability, and promptness. These daa often
complement the patient@ self-report. To monitor the therapeutic relationship, theclinician
carefully monitors the Geel Oof the patient-clinician interaction at every moment, attending to the
paient@ behaviors aswell asto theclinician® emotiond responses. Theclinician can also assess
the relationghip by asking aboutit directly: @®n noticing that aboutfive minutes ago you and |
seemed to get into asort of atusse. Did you notice tha?OData on mechanisms can be collected
durnngthetherapy sessionin several ways, induding on some of theinterventionformstha are
described abovein the Mechanisms section. For example, during a cognttive restructuring
intervention, the therapist can ask the paient to rate higher degree of bdief in higher automatic
thoughs, before and after theintervention, hisher degree of bdief in the coping responss, and
theintendty of distress before and after theintervention to monitor the process of change These
ratingscan readily berecorded with a ThoughtRecord.

Long-Term Monitoring

A longterm progress review can bedoneat a pre-determined time (e.g., after 10
sessionyg, in respon to daa generated by theweekly monitoring (e.g., if no progressis beng
made), or at theend of treatment. In contrast to session-by-session and within-session
monitoring, which often focusesin detail on oneor two treatment targets or mechanisms, along
term progress review examines progress on all of the treatment gods and takes accountnotjust
of wha isgoingonin the psychotherapy butin theadjuna therapies aswell. If God Attainment
Scaling (Kiresuk, Smith, & Cardillo, 1994)s bengused, the clinician and pdient can, togeher,
rate each god tha was set at the beginning of treatment. If weekly outcome or process measures

have been collected, they can bereviewed. In conjundion with assessing the degree to which the
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Treatment Gods have (or have nat) been accomplished, patient and clinician also discuss
process. thar therapeutic relationship and the mechanism of change(i.e., factors tha appear to
have played a causal rolein any changetha has, or has not, occurred). Thegod of this
discussion is to obtain some answers to the questions Has progress occurred? If so, wha
produced it? Wha has impeded progress? Wha would need to hgppen to get more progress?
Overall Evaluation

Monitoring outcome and process during treatment is demanding; however, paients
genegdly like doing this task, and (Whipple et a., 2003) have shown tha therapist review of
weekly outcome and process daa improves patient outcomes. If monitoring only oneof these,
we recommend tha clinicians monitor outcome, collecting a weekly score onthe QIDS or BDI
and plotting the score at each session. A visud record of thedaaonaplotisakey pat of theuse
of monitoring data. Withoutit, thetherapist can easily accumulate a stack of measuresin the
clinical record tha do notinform the treatment process. Neverthdess, cautionisindicated in the
frequent use of self-report measures. (Longwell & Truax, 2005;Shape & Gilbert, 1998)have
shown tha repeated administration of the BDI consistently resulted in alower score, even when
research participants were not depressed and were not receiving treatment. Althoughthereasons
for thisdrop are undear (and may indudesodally desirable responding, mood-state congruent
effects, or regression to themean), clinicianswho use the scale repeatedly mus be aware of the
possibility of measurement reactivity. In addition, the measures are quite trangarent, and
therefore, the paient who wants to communicate distress, poor progress, or recovery to the
clinician can do so withoutmuch difficulty. If the scores on self-report measures are surprisingly

high or low, theclinician can use the case formulation to aid in interpreting the score (e.g., the
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paient whois excessively concerned aboutpleasing the clinician may obtain an unduly low
score).
Conclusions and Future Directions

A rich bodyof measuresis available for the assessment of depression. Neverthdess, there
is much roomfor improvement. Inexpensve web-based systems of measures with good
psychonetric propetiestha areinexpendgve and easily available to cliniciansare urgently
needed and are now being developed (Percevic, Lambert, & Kordy, 2004). In thisreview we
often were unable to rate assessment tools for treatment sengtivity and clinical utility, asthese
qudities of assessment tools have not received much attention in theliterature (except see
(Sackett, Richadson, Rosenbeag, & Haynes, 1997). However, we expect thefield to pay
increasing attention to the sengtivity and specificity of assessment tools, which in turn, will
increase theclinical utility of the measures. Interest in postive psychology (Seligman, Steen,
Park, & Peterson, 2005) aswell as afocuson patientsOgods and values (see (S. C. Hayes,
Strosahl, & Wilson, 1999;Linehan, 1993, islikely to increasingly influence assessment and
treatment of depression. Much more information is needed aboutidiographic assessment,
especially thetreatment utility of case conaeptudization (Bieling & Kuyken, 2003. Effortsto
increase the nunmbers of clinicianswho make daly use of goodqudity assessment tools are
needed. Findly, we need more and better tools to assess mechanism, especially to capture
congdruds like schematha are notreadily available for self report. Improved tools for measuring
undelying processes of changewill alow usto improve our undestanding of the mechanisms

causng depression and thusto improve our treatment of this devastating disorder.
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Table 1. Ratings of Instruments Used for the Purpose of Diagnosis
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Axis | and Il
Diagnosis
SCID/SCID-lI A NA G NA G G G E X
ADIS A NA G NA G G G E X
Depression Severity
BDI-II G E NA E E E E E X
QIDS E E NA E E E E E X
Psychosaocial and
Environmental
Problems
LES A A NA G G A A A
Functioning
GAF A NA A A G G G G X
QOLI G E NA G G G G E X

Note. SCID = Structured Clinical Interview for DSM-1V; SCID-Il = Structured Clinical Interview for DSM-IV
Personality Disorders; ADIS = Anxiety Disorders Interview Schedule for DSM-IV Lifetime; BDI-1l = Beck
Depression Inventory-II; QIDS = Quick Inventory for Depression Severity; LES = Life Experiences Survey;
GAF = Global Assessment of Functioning; QOLI = Quality of Life Inventory; A = Adequate; G = Good; E =
Excellent; NA = Not Applicable; UK = Unknown
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Table 2. Ratingsfor Ingruments Used for the Purpose of Case Conoeptudization and Treatment

Planning
ma§§§~§gg>s>>'§’§ E
2 2255 3338 588¢: § F§
§ Ex g 70 5 5 8
O O o
Instrument
Case Conceptualization
(Hypothesized Mechanism)
PES G G NA G G G A G X
CBAS A A NA UK A A A A
DAS A E NA G G A A G X
ASQ A A NA A G G A A
EQ A G NA UK G G A G X
EDCS A A NA UK A A UK A
ERQ A G NA UK A G A A
MASQ A G NA UK G G A G X
SAS-SR A A NA A G A G G
Treatment Planning
GAS A NA A A NA A A E X

Note. PES = Pleasant Events Schedule; CBAS = Cognitive and Behavioral Avoidance Scale; DAS =

Dysfunctional Attitude Scale; ASQ = Attributional Style Questionnaire; EQ = Experiences Questionnaire;

EDCS = Emotion Dysregulation Composite Scale; ERQ = Emotion Regulation Questionnaire; MASQ =

Mood and Anxiety Questionnaire; GAS = Goal Attainment Scaling.
A = Adequate; G = Good; E = Excellent; NA = Not Applicable; UK = Unknown
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Table 3. Ratings of Instruments Used for the Purposes of Treatment Monitoring and
Treatment Outcome Evaluation

> o -oa g - *?
0o st 22 22282 2% 5% E
£ c s yxo 2o 235 &5 5 2 g5 =
5 243 8 %8535 25 58 §2 B
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Instrument
Monitoring Outcome
BDI-II G E NA E E E E E E
QIDS E E NA E E E E E E
0Q-45 G E NA G A G G G E
TOP G A NA G G A E G A
GAF A NA A A G G G G G
QOLI G G NA E G G G G E
Monitoring
Therapeutic
Relationship
WAI E E NA A G G G G G
HAQg-II E E NA G G G G G G

Highly
Recommended

X X X X X X

Note. BDI-II = Beck Depression Inventory-1l; QIDS = Quick Inventory for Depression Severity; OQ45 =
Outcome Questionnaire-45; GAF = Global Assessment of Functioning; QOLI = Quality of Life Inventory;
TOP = Treatment Outcome Package; WAI = Working Alliance Inventory; HAg-II = Helping Alliance
Questionnaire-ll;

A = Adequate; G = Good; E = Excellent; NA = Not Applicable; UK = Unknown
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