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a b s t r a c t
Background: The only psychotherapy speciﬁcally designed and evaluated for the treatment of
chronic depression, the Cognitive Behavioral Analysis System of Psychotherapy (CBASP), has
never been directly compared to another depression-speciﬁc psychological method.
Methods: Thirty patients with early-onset chronic depression were randomized to 22 sessions
of CBASP or Interpersonal Psychotherapy (IPT) provided in 16 weeks. Primary outcome was the
score on the 24-item Hamilton Rating Scale for Depression (HRSD) assessed posttreatment by
an independent blinded evaluator. Secondary endpoints were, among others, remission
(HRSD ≤ 8) rates and the Beck Depression Inventory (BDI). The study included a prospective
naturalistic 12-month follow-up.
Results: Intent-to-treat analyses of covariance (ANCOVA) revealed that there was no signiﬁcant
difference in posttreatment HRSD scores between the CBASP and the IPT condition, but in selfrated BDI scores. We found signiﬁcantly higher remission rates in the CBASP (57%) as compared
to the IPT (20%) group. One year posttreatment, no signiﬁcant differences were found in the
self-reported symptom level (BDI) using ANCOVA.
Limitations: The study used only a small sample size and no placebo control. The generalizability of
the results may be limited to patients with a preference for psychological treatment.
Conclusions: While the primary outcome was not signiﬁcant, secondary measures showed relevant
beneﬁts of CBASP over IPT. We found preliminary evidence that in early-onset chronic depression,
an approach speciﬁcally designed for this patient population was superior to a method originally
developed for the treatment of acute depressive episodes. Long-term results suggest that
chronically depressed patients may need extended treatment courses.
© 2010 Elsevier B.V. All rights reserved.

1. Introduction
Up to one third of all mood disorders take a chronic (deﬁned
as 2 years or more) course (Klein and Santiago, 2003; Klein,
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2008) which implies that 2.5–6% of the Western population
suffer from chronic depression (Kessler et al., 1994, 2005;
Torpey and Klein, 2008). Compared to acute major depressive
episodes chronic depression is associated with greater comorbidity, more signiﬁcant impairments in functioning, more
interpersonal deﬁcits, increased health care utilization, more
frequent suicide attempts and hospitalizations, more early
adversity, and earlier onset (for review see Arnow and
Constantino, 2003; Torpey and Klein 2008; Angst et al., 2009).
Not surprisingly, patients with chronic depression are also more
difﬁcult to treat with both pharmacological and psychological
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approaches (Kocsis, 2003; Markowitz, 1995). In more than 70%
of all cases, chronic depression begins before the age of 21 years
(Cassano et al., 1992; Keller et al., 2000), is usually associated
with early trauma (Lizardi et al., 1995, Wiersma et al., 2009),
and frequently persists for the entire lifespan. Early-onset
chronic depression results in a more substantial human capital
loss than late-onset (Berndt et al., 2000). In addition, the
disorder has a more malignant course than late-onset depression (Klein et al., 1999) and shows a high rate of relapse after an
initial response to medication treatment (Agosti, 1999).
Although psychotherapy is commonly applied to long-term
depressed patients in clinical practice (Angst et al., 2009), there
has been only limited research on the efﬁcacy of psychological
interventions for chronic forms of depression. In a recent metaanalysis, psychotherapy had a small but signiﬁcant effect on
chronic depression when compared to control groups (Cuijpers
et al., 2010). The approach with the strongest empirical support
is the Cognitive Behavioral Analysis System of Psychotherapy
(McCullough, 2000), the only psychotherapeutic method
speciﬁcally designed for this disorder. One large trial (n =681;
Keller et al., 2000) showed that for a subgroup of chronic
depressives with an early childhood trauma (Nemeroff et al.,
2003), CBASP was particularly effective with and without
additional medication. In contrast, medication (nefazodone)
alone had a weak effect in this subgroup of patients as only 33%
reached remission (48% with CBASP). Similarly, imipramine but
also more traditional psychotherapies (IPT, and Cognitive
Behavioral Therapy/CBT) performed relatively poorly in the
subgroup of early-onset chronic depression as shown by a
reanalysis (Agosti and Ocepek-Welikson, 1997) of the data from
the NIMH-Collaborative study. In another trial (Markowitz et al.,
2005) with early-onset patients suffering from dysthymia IPT
modiﬁed for dysthymic disorders was no more successful than
the control condition (supportive psychotherapy). However, in
our own study (Schramm et al., 2008) a more intensive course of
IPT plus medication in hospitalized patients with severe chronic
major depression was superior to a standard psychiatric
treatment.
Nevertheless, as an augmentation strategy for non- or
partial responders to a medication algorithm (Kocsis et al.,
2009) 12 sessions of CBASP did not fare better than the
control conditions (supportive therapy or a medication
switch). The data suggest that chronic depression requires
more frequent sessions (Thase et al., 1994) and a longer
duration of treatment (Gelenberg et al., 2003) and therefore
the results of the study by Kocsis et al. (2009) need to be
interpreted with caution.
In summary, while the results of the outlined trials are
mixed, CBASP performed best in the subgroup of patients it
was originally developed for by McCullough (2000): chronically depressed patients with early trauma (most of whom
can be assumed to have early onset). The CBASP approach
aims speciﬁcally at overcoming interpersonal, cognitive–
emotive and other maturational deﬁcits which resulted
from early maltreatment by focusing on the therapeutic
relationship. The IPT model which was originally designed for
acute depressive episodes assumes that, independent from
the causes, depression always occurs in a context of acute
interpersonal stress (vulnerability–stress-model). Resolving
current problem areas associated with the depression is the
focus of IPT. It is the ﬁrst comparison of these two

theoretically distinct, depression-speciﬁc interventions in
chronic depression. Our primary hypothesis was that in
patients with early-onset chronic depression CBASP which is
speciﬁcally tailored to the needs and deﬁcits of this patient
group would be superior to IPT in terms of reduction of
depressive symptoms when applied in an intense manner (22
sessions in 16 weeks). The secondary hypothesis was that
CBASP would lead to higher remission rates than IPT.
2. Methods
2.1. Patients
Subjects were 18 to 65 years old, mostly physicianreferred outpatients of the Department of Psychiatry and
Psychotherapy of the University Medical Center Freiburg,
Germany. Eligible patients met DSM-IV criteria for a current
episode of chronic MDD, MDD superimposed on a preexisting dysthymic disorder, recurrent MDD with incomplete
remission between episodes in a patient with a current MDD
and a total duration of at least 2 years, or dysthymia. In
addition, early onset (before the age of 21) according to DSMIV and a score of at least 16 on the 24-item Hamilton Rating
Scale of Depression (HRSD, Hamilton, 1967) at screening and
if given, after a 2-week drug-free period, at baseline were
required. Furthermore, patients needed to be ﬂuent in the
German language and give their written informed consent.
In total, 30 patients with a diagnosis of early-onset chronic
depression according to the Structured Clinical Interview for
DSM-IV (SCID; First et al., 1997) were randomized to 22
individual sessions of either CBASP or IPT over a time period of
16 weeks. Randomization was conducted according to a central
computerized randomization schedule, with a 1:1 treatment
allocation ratio, stratiﬁed by early trauma, in blocks of variable
size, to guarantee concealment. “Early trauma” was deﬁned as an
experience of emotional/physical/sexual abuse, and emotional/
physical neglect before the age of 18 to a degree of at least
“moderate to severe” on the Childhood Trauma Questionnaire
(CTQ; Bernstein et al., 1994). Early trauma was used as a
stratiﬁcation variable because according to McCullough's (2000)
theory we assumed an impact of traumatization on outcome.
Patients were excluded if they had an acute risk for suicide
(as opposed to suicidal thoughts or chronic suicidality) assessed
according to clinical practice guidelines. Further exclusion
criteria were: a history of psychotic symptoms, bipolar disorder,
or organic brain disorders, a primary diagnosis of another axis I
disorder including anxiety disorders (e.g. posttraumatic stress
disorder), or substance dependence as evaluated with the
Structured Clinical Interview for DSM-IV (SCID-I and II; First
et al., 1997), antisocial, schizotypal, or borderline personality
disorder, a serious medical condition, severe cognitive impairment, absence of a response to previous adequate trial of CBASP,
and/or IPT, or other ongoing psychotherapy or medication.
The study was approved by the ethical committee at the
University of Freiburg. The protocol was registered at a
University Register of Clinical Studies Web site (UKF000931).
2.2. Treatment conditions
The CBASP program follows a manual (McCullough, 2000;
German version: Schramm et al., 2006). The approach is
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speciﬁcally tailored for the treatment of chronic forms of
depression, particularly with early-onset by focusing on the
problems resulting from an inhibition of maturation in early
childhood and by using the therapeutic relationship in a
personal disciplined way. CBASP is highly structured and
integrates behavioral, cognitive, and interpersonal strategies
to teach patients interpersonal problem solving skills.
IPT is also manualized (Klerman et al., 1984; Weissman
et al., 2000; German version: Schramm, 1998), but less
structured than CBASP. It is a time-limited approach originally
developed for the treatment of acute major depressive
episodes. IPT focuses on current interpersonal and psychosocial
life-events or problem areas associated with the depression.
The style of therapy resembles that of psychodynamic shortterm approaches. The therapeutic relationship is deﬁned as
supportive and helpful; however, transference issues are
not discussed with the patients. In the present study, we
applied the modiﬁcation of IPT for use with chronic depression
by Markowitz (1998).
Both treatments included two weekly 50 min individual
sessions for the ﬁrst 6 weeks and weekly sessions thereafter.
If there was no improvement in the depressive symptoms
(reduction in the baseline HRSD score of at least 20%) after
8 weeks of treatment the patient received one additional
session per week for two more weeks as a dose adjustment.
Thus, a minimum of 22 and a maximum of 24 sessions were
offered. There was a naturalistic 1-year follow-up after the
last therapy session.
All therapists (9 female clinical psychologists) had
completed (or in one case were in an advanced stage of)
3 years of psychotherapy training. Prior to the trial, the study
therapists attended a minimum of 2 days of training in either
IPT or CBASP. The study therapists treated 1–12 cases and
were monitored for adherence by receiving regular group
supervision. For this purpose, all therapy sessions were
videotaped and viewed regularly by the supervisor (authors:
E.S. for CBASP, and P.D. for IPT). Both the study therapists and
the supervisors practiced and supervised, respectively, only
one of the two approaches.
The patients in the intention-to-treat sample (ITT; n = 29)
attended a mean of 21.21 individual sessions (SD = 3.12; range:
9–24; completers: M = 22.15; SD = 0.92; range: 21–24).
2.3. Assessments
The 24-item version of the HRSD (Miller et al., 1985) served
as the primary outcome measure. Secondary measures included the Beck Depression Inventory (BDI; Beck et al., 1961), and
the assessment of social functioning. To measure global
psychological, social, and occupational functioning, the widely
utilized Global Assessment of Functioning (GAF; Endicott et al.,
1976) scale was used. The GAF-scale ranges from 0 to 90, with
scores of 50 or below reﬂecting serious impairments in global
functioning, whereas scores of more than 70 reﬂect only mild
and transient impairments. Another measurement was the
Social Adaptation Self-Evaluation Scale (SASS; Duschek et al.,
2003), speciﬁcally designed for self-assessment of social
functioning of patients with depression. This scale has been
used in European clinical trials and is currently being studied in
the United States. It contains 21 items covering different
aspects of social interactions, global social attitude, and self-
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perception. The SASS has been validated and found to be simple
to use and sensitive to changes in different areas of social
functioning. A total score in this scale between 35 and 52 is
considered as normal or healthy functioning.
Similar to the trial of Keller et al. (2000), in our study,
remission was deﬁned a priori as a posttreatment HRSD score
of 8 or lower (but only at one measurement point as opposed
to at weeks 10 and 12, as deﬁned by Keller et al.). A
satisfactory therapeutic response was deﬁned as a reduction
in the HRSD score by at least 50% from baseline and a score of
15 or less.
The initial screening visit involved taking a medical and
psychiatric history. Diagnoses were derived by 2 trained and
experienced clinical psychologists using the Structured Clinical Interview for DSM-IV (SCID-I and II; First et al., 1997). In
addition, at baseline, the Childhood Trauma Questionnaire
(CTQ; Bernstein et al., 1994) was completed. The CTQ is a 28item retrospective self-report questionnaire which determines ﬁve severity categories of emotional/physical/sexual
abuse, and emotional/physical neglect. “Early trauma” is
deﬁned as one of these experiences before the age of 18 to a
degree of at least “moderate to severe”.
The efﬁcacy of treatment was evaluated 16 weeks after
beginning of therapy, and 12 months posttherapy in terms of
a naturalistic follow-up on the basis of self-evaluation by
means of the BDI, the SASS, and information on further
treatment. The follow-up evaluations were performed by a
trained and experienced study nurse who was blind to the
treatment condition, had not been involved in the patient
care, and worked outside the treatment building. The patients
were instructed not to mention anything that might reveal
their treatment group to the evaluator. Interrater reliability
for the HRSD was obtained from all evaluators from a random
sample of 6 audio- or videotaped HRSD interviews (intraclass
correlation coefﬁcient: 0.94).
2.4. Statistics
Demographic and clinical characteristics of treatment groups
at baseline were compared using χ2 test, and unpaired t-test.
The primary analysis was a modiﬁed intention-to-treat
analysis that included all patients who attended at least one
treatment visit (n = 29). Overall efﬁcacy of treatment was
assessed by conducting analysis of covariance (ANCOVA)
controlling for pretreatment scores on all outcome measures
by treatment condition at termination. To examine differences
for outcome measures between treatment groups at 12-month
follow-up, further ANCOVAs were carried out. When attrition
occurred between baseline, posttreatment, and 12-month
follow-up “last observation carried forward” was used. Changes
over time were analyzed by use of paired t-tests.
Response and remission data for the percentage of
patients who reached cutoff scores were analyzed using χ2
test. Treatment effect sizes (ES) were calculated using
Cohen's d statistic. All statistical tests were conducted using
a two-tailed alpha level of 0.05.
3. Patient ﬂow
Eighty-seven physician- (n = 73) or Internet-referred
(n = 14) patients were initially screened by phone using a
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standardized brief form which included questions about the
present complaints of the patient, evidence for chronic (for at
least 2 years) depressive symptoms, early onset, and previous
as well as current treatments. In addition, the patients
received brief information about the study procedure on the
phone. Fifty-ﬁve patients were invited for a diagnostic
interview, of whom 25 were not included mainly because of
diagnostic reasons (see Fig. 1). Thirty were randomized
(n = 29 physician- and n = 1 self-referred). One patient was
subsequently excluded (non-starter) after it turned out that
she had denied symptoms and a treatment history of a
borderline syndrome. More detailed information on the
patient ﬂow is shown in Fig. 1.
4. Results
4.1. Baseline patient characteristics
There were no signiﬁcant differences between both treatment groups with respect to baseline demographic and clinical
characteristics (Table 1). Fifty-ﬁve percent of the patients were
female. The mean age of the sample was 40.2 years (SD, 11.5;
range: 20–60).

More than half of the patients in the total sample (55%; 16
of 29) suffered from a double depression. The remaining
patients had a major depressive disorder with a chronic
course according to DSM IV (n = 9, 31%) and four (13%)
patients suffered from dysthymia. The mean duration of
illness was 20.3 years (SD, 11.3), and the mean pretreatment
24-HRSD score was 23.2 (SD, 5.4).
The majority (72.4%; n = 21) had previously received
psychotherapy, more than half of the patients (58.6%; n = 17)
reported having used pharmacotherapy and 20.7% (n = 6)
had received no prior treatment. A history of treatment
resistance was deﬁned as at least two self-reported failures/
non-response to a medication and/or a psychotherapy course.
Nearly half of the patients (44.8%, n = 13) indicated no
response to at least 2 previous trials of psychotherapy,
whereas 41.4% (n = 12) reported treatment resistance to
antidepressants. Seven (24.1%) of those patients were
resistant to both medication and psychotherapy trials.
Other current axis I diagnoses (41.3%) according to the
SCID-I among ITT patients were 1 of substance abuse (not
primary) and 11 of anxiety disorders, with no signiﬁcant
difference between the treatment groups. Axis II disorders or
traits (SCID-II; First et al., 1997) were diagnosed in 24 (82%)

Prescreened by phone for
eligibility (N=87)
Excluded (N=32):
Diagnostic reasons (other primary axis I
or II) (N= 16)
Not willing to stop current medication (N= 4)
Other forms of treatments preferred or
indicated (e.g. inpatient treatment, group
therapy, couple therapy) (N=10)
Logistic reasons (e.g. living too far
away) (N=2)

Screened for eligibility
(N=55)

Excluded (N=25):
Diagnostic reasons (N=10)
Not willing to stop current medication (N=5)
HRSD < 16 (N=3)
Other treatment preferred/indicated (e.g.
inpatient treatment, not willing to stop
current psychotherapy) (N= 5)
Logistic reasons (e.g.no weekly sessions
possible) (N=2)

Random
assignment (N=30)

Did not receive treatment (N=1):
Denied Borderline Personality
Disorder

Did not complete trial (N=1):
Moved away

Lost to 1-year follow-up (N=6):
Moved away (N=4)
Refused (N=1)
Not available (N=1)

Allocated to
CBASP
(N=15)

Allocated to
IPT
(N=15)

Received
treatment
(N=14)

Received
treatment
(N=15)

Completed
trial
(N=13)

Completed
trial
(N=13)

Included in
analysis
(N=14)

Included in
analysis
(N=15)

Did not complete trial (N=2):
Medication or inpatient treatment
indicated

Lost to 1-year follow-up (N=1):
Refused (N=1)

Fig. 1. Flow diagram for the study. Abbreviations: IPT = interpersonal psychotherapy; CBASP = Cognitive Behavioral Analysis System of Psychotherapy.
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Table 1
Characteristics of the sample at baseline, by treatment group.
Characteristics

Age mean (SD), years
Female
Family status
Married/With partner
Education, mean (SD), years
Working
Duration of depression, mean (SD), years
Comorbidity axis I
Comorbidity axis II
Previous treatment a
Treatment resistance
Psychotherapy
Medication
Early trauma b

ITT sample (n = 29)
CBASP

IPT

(n = 14)

(n = 15)

χ2/t

df

p value

41.1(12.7)
8(57.1)

39.4(10.6)
8(53.3)

0.38
0.42

27
1

.70
.83

8(57.1)
11.7(1.8)
9(64.3)
21.2(12.6)
5(35.7)
12(85.7)
12(85.7)

10(66.7)
11.9(1.5)
10(66.7)
19.6(30.3)
7(46.7)
12(80.0)
11(73.3)

0.28
0.34
0.01
0.37
0.35
0.16
0.67

1
27
1
27
1
1
1

.59
.73
.89
.71
.55
.68
.41

5(35.7)
7(50.0)
11(78.6)

8(53.3)
5(33.3)
12(80.0)

0.90
0.82
0.09

1
1
1

.34
.36
.92

Abbreviations: IPT = Interpersonal Psychotherapy; CBASP = Cognitive Behavioral Analysis System of Psychotherapy; ITT=intent-to-treat.
Unless otherwise indicated, data are presented as number (percentage).
a
Pharmacotheraphy and/or psychotheraphy.
b
At least moderate–severe in the CTQ.

of the patients and did not differ signiﬁcantly between the
treatment conditions (see Table 1).
Seventy-nine percent (n = 23) of the patients reported at
least moderate to severe early trauma in their childhood
according to the CTQ with no signiﬁcant difference between
the two treatment groups. Reports of “emotional neglect”
were most common (n = 16) followed by “emotional abuse”
(n = 15). Physical neglect was present in eight patients,
sexual abuse in seven, and four reported physical abuse. Two
of the 6 patients who were below the cutoff for moderate
interpersonal trauma reported early separation by death of a
parent (separation was not assessed by the CTQ).

favouring therapy with CBASP. The remission rates also
differed signiﬁcantly between both groups with higher rates
for the CBASP patients (ITT sample: CBASP: 57.1% vs. IPT:
20.0%, χ2[1] = 4.24, p = .039).
4.2.2. Global and social functioning
The ANCOVA did not show a signiﬁcant main treatment
effect for both the GAF and the SASS (see Table 2). Both
groups showed signiﬁcant changes over time in the GAF
scores (CBASP: T[13] = −3.86, p = .002; IPT: T[14] = −4.45,
p = .001) but not in the SASS scores.
4.3. Follow-up phase

4.2. Acute phase results
In the ITT analysis (n = 29; 1 non-starter), mean HRSD-24
scores in the CBASP group dropped from 23.00 to 11.21 (BDI:
25.43 to 10.79) and in the IPT group from 23.27 to 18.87 (BDI:
28.47 to 21.27) after 16 weeks of treatment (Table 2). Only in
the CBASP group did the change in the mean HRSD scores
reach statistical signiﬁcance (T[13] = 3.53, p = .004). Mean
BDI scores were signiﬁcantly lower posttreatment in both
groups than at pretreatment (CBASP: T[13] = 5.01, p b .001;
IPT: T[14] = 2.34, p = .034).
Analysis of covariance did not show a signiﬁcant beneﬁt of
CBASP over IPT on the HRSD-24 (see Table 2 and Fig. 1) whereas
a signiﬁcantly higher reduction in self-rated depressive
symptoms was found in the CBASP group posttreatment
(mean BDI score of 10.79 vs. 21.27 in IPT; F[1,26] = 4.34,
p = .047, ESIPT-CM: d = .87). To detect the effect size of 0.68 as
found in the HRSD-24 in this study by a two-tailed t-test with a
power (1-β) of 0.80 and type I error probability level of α = 0.05
for signiﬁcance, 70 patients (35 per group) are needed.
4.2.1. Response and remission rates
In the ITT-sample, there was a statistically signiﬁcant
difference between CBASP and IPT regarding response rates at
posttreatment (64.3% vs. 26.7%, χ2[1] = 4.144, p = .042)

The 12-month follow-up assessment was completed by
75.9% (n = 22; 8 CBASP = 57%, 14 IPT = 93%) of the patients.
Of those unable to be followed up, two patients refused and 5
were no longer available. Two of the 8 CBASP patients (25%)
and 2 of the 14 IPT patients (14.3%) started pharmacotherapy
during the 12-month period after termination of study
treatment. Some form of psychotherapy (mostly CBT or
psychodynamic therapy) was received by 45.5% overall
(CBASP: 3 of 8; 37.5%, and IPT: 7 of 14; 50%). Almost half
(41.4%; CBASP: n = 5, IPT: n = 7) had discontinued all forms
of treatment by 12 months. There was no signiﬁcant
difference between the treatment groups regarding the use
of posttreatment pharmacotherapy or psychotherapy. There
was also no signiﬁcant difference in long-term outcome on
the BDI between those patients who continued with some
form of treatment vs. those who discontinued (independent
from the condition they previously received).
4.3.1. Treatment effects
Analysis of covariance did not show a signiﬁcant beneﬁt of
CBASP over IPT on the BDI or on the SASS at 1-year follow-up
(see Table 2). Both groups showed signiﬁcant changes over
time in the BDI scores (CBASP: T[13] = 5.01, p b .001; IPT:
T[14] = 2.34, p = .034). However, only in the CBASP group,
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Table 2
Baseline, posttreatment and follow-up scores for the CBASP and the IPT group (ITT sample n = 29).
Post treatment

HRSD-24
BDI
GAF
SASS

CBASP
IPT
CBASP
IPT
CBASP
IPT
CBASP
IPT

Baseline Mean (SD)

Post treatment Mean (SD)

23.00
23.27
25.43
28.47
58.43
59.27
29.29
27.87

11.21 (10.84)
18.87 (11.71)
10.79 (8.40)
21.27 (14.62)
70.78 (9.25)
69.40 (16.12)
3329 (7.69)
29.67 (9.35)

(5.11)
(5.86)
(9.45)
(8.27)
(8.22)
(11.08)
(7.57)
(7.53)

ΔMean (SE)

F

df

p

ES

7.46 (4.01)

3.46

1/26

.074

.68

8.68 (4.17)

4.34

1/26

.047

.87

2.09 (3.92)

0.28

1/26

.597

.10

2.96 (2.67)

1.01

1/26

.324

.18

Follow-up
Follow-up Mean (SD)
BDI
SASS

CBASP
IPT
CBASP
IPT

12.92
18.66
36.57
31.53

(11.83)
(14.53)
(9.51)
(12.21)

ΔMean (SE)

F

df

p

ES

3.82 (4.64)

0.67

1/26

.418

.43

3.89 (3.48)

1.24

1/26

.274

.46

Abbreviations: BDI = Beck Depression Inventory; CBASP = Cognitive Behavioral Analysis System of Psychotherapy; ES = effect size calculated using Cohen's d
statistic CBASP vs. IPT; GAF = Global Assessment of Functioning; HRSD-24 = Hamilton Depression Rating Scale; IPT = Interpersonal Psychotherapy; SASS = Social
Adaptation Self-Evaluation Scale (higher values mean better adaptation); Δ = absolute difference between CBASP and IPT.

the changes in the SASS scores over time from baseline to
1-year follow-up reached statistical signiﬁcance (T[13] =
−2.41, p = .031).
5. Discussion
An intensive treatment involving 22 CBASP sessions was
superior to IPT in early-onset chronic depression in terms of
remission and response rates and self-reported depressive
symptoms. The difference in the level of clinician rated
depressive symptoms did not reach statistical signiﬁcance.
Only in CBASP patients, however, were the changes in the
HRSD scores over time signiﬁcant.
Remission has been adopted by recent guidelines for the
treatment of depression as the optimal outcome (Thase, 2009).
In our study, remission rates for CBASP (57%) were markedly
higher not only compared to the IPT condition (20%) but also
compared to an integrative therapy program which included
IPT (35%; Murray et al., 2009). These ﬁndings suggest that in
early-onset chronically depressed individuals, an approach
speciﬁcally designed for this patient population is more
effective than a method originally developed for acute major
depressive episodes. Our results also surpassed the rates found
by Keller et al. (2000) for CBASP monotherapy (24%), even in
the subgroup of early traumatized patients (Nemeroff et al.,
2003) where the remission rate for CBASP was 48%. They were
also markedly higher compared to those recently published for
the REVAMP study (Kocsis et al., 2009) where the augmentation of medication-non-responders (or partial responders)
with CBASP resulted in a remission rate of 37%. Given the high
rate of chronicity (the mean duration of illness was 20.3 years)
and comorbidity in our study as important risk factors for
incomplete remission (Thase, 2009) our results are of clinical
signiﬁcance. This is particularly relevant for patients who
cannot or do not want to take medication.
Why does CBASP appear to work better in one setting, and
worse in the other (Kocsis et al., 2009)? First, as the authors of

the REVAMP study noted, their sample consisted of patients
who were mainly interested in receiving pharmacotherapy but
did not (or not completely) respond to it. Also, participants in
the Keller trial had a 2/3 chance of being treated with
medication. It is known (Kocsis et al., 2009) that treatment
preference has an important impact on outcomes. Participants
in our trial had a preference for psychological treatment which
may partially explain the better outcomes found in the present
study (Keller et al., 2000; Kocsis et al., 2009). Second, the mean
dose of 12.5 and about 16 sessions of CBASP reported by Kocsis
et al. (2009) and Keller et al. (2000) respectively, might have
been too low as suggested by a recent meta-analysis by Cuijpers
et al. (2010). These authors reported that at least 18 treatment
sessions are needed for patients with chronic depression to
realize optimal effects of psychotherapy. In our study, 22
sessions of CBASP resulted in high remission rates. Third, the
strategies and procedures of the CBASP are speciﬁcally tailored
for the needs of early traumatized patients (for example, the
Interpersonal Discrimination Exercise in CBASP aims to heal
early trauma by teaching the patient to discriminate interpersonally between abusive signiﬁcant others and the therapist),
and therefore early-onset and/or early traumatized chronically
depressed patients may gain most from this approach.
Even 22 sessions applied in a short time period did not seem
to be sufﬁcient to maintain the effects after 1 year. To reach
long-term remission from chronic depression a longer course of
psychotherapy may be necessary. This is in line with recommendations of several authors and guidelines for not only more
intensive, but also more extended treatment courses (Dunner,
2001; Conradi et al., 2007; Cuijpers et al., 2010).
Consistent with previous studies of chronically depressed
outpatients using IPT (De Mello et al., 2001; Browne et al., 2002;
Markowitz et al., 2005), our trial revealed only weak effects
of IPT for this diagnosis. Only when applied as an intense
(3 weekly individual plus 8 group sessions) and modiﬁed
inpatient treatment program (Schramm et al., 2008) including
family involvement, additional group sessions, and medication,

E. Schramm et al. / Journal of Affective Disorders 129 (2011) 109–116

IPT seemed to work well for chronic major depression. It
remains unclear if CBASP would have provided even more
beneﬁts when used in this manner and context. In the present
study and on an outpatient basis, our experience throughout
the trial was that the IPT-manual fails to adequately offer
speciﬁc strategies to deal with typical difﬁcult behavior of
chronic patients such as extreme detachment, passivity, and/or
hostility. These are more adequately addressed with targeted
CBASP-techniques.
Several limitations to this study are worth noting. First, the
study used only a small pilot sample and may be underpowered. Particularly the results of the follow-up period need to be
interpreted with caution. Second, acute response and remission
rates were deﬁned on the basis of a single assessment covering
only 1 week's time. In addition, we did not use a placebo
control. However, in chronically depressed patients placebo
treatment leads to only low rates of response (12%; Kocsis et al.,
1988). Finally, these ﬁndings were obtained for patients with a
preference for psychotherapy and may not be directly
generalizable to all chronically depressed patients.
In summary, while limited by some factors, the results of
this study suggest that with intensive CBASP early-onset
chronically depressed patients have a good chance of remission.
However, to maintain the effects a longer course of therapy
might be necessary. Future studies will examine under what
treatment circumstances CBASP is most effective, focusing on
which dosage and duration of treatment are optimal.
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