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Introduction

Epidemiological research has shown that roughly 20% of persons with depressive disorders 
suffer episodes of depression that last for 2 years or longer.1,2 Within secondary care, the 
percentage is higher: 25-35% of depressed patients who are treated in secondary care have a 
chronic form of depression.3,4 The STAR*D study found that, in a group of depressed patients 
in primary and secondary care, 25% were chronic sufferers.5 Compared to nonchronic  forms 
of depression chronic depression is associated with greater disability, increased health 
service use, hospitalisation, higher likelihood of suicidal ideation and attempts, and higher 
burden of disease.6,7 Moreover, both somatic and psychiatric comorbidity are more common 
with chronic depression,8 which is also linked to significant psychosocial impairment.9,10 

The Netherlands Study of Depression and Anxiety (NESDA) found that chronically 
depressed patients reported more severe depressive symptoms, were more likely to have 
a comorbid anxiety disorder (77.7% versus 62.2%) and had more frequently experienced 
some form of childhood trauma than nonchronically depressed patients.11 Research using 
structured clinical interviews to investigate comorbidity between depression and personality 
disorders found that roughly 50% of chronically depressed patients had comorbid cluster-B 
or cluster-C personality disorders.12 About 30% were substance abusers.13,14 

Chronic depression is often not specifically diagnosed, because chronically depressed 
patients presenting for treatment tend to report only their current (comorbid) symptoms 
and psychosocial problems. They are apt to regard their chronic depressive status as normal 
and therefore not worth mentioning or warranting treatment.15 Consequently, the chronic 
nature of the patient’s depression often does not become apparent until later.16

Although research has yet to focus specifically on the effects of interpersonal 
psychotherapy (IPT) or cognitive behavioral therapy (CGT) on chronic depression, there are 
indications in the literature that the evidence-based treatment methods for depression, 
such as pharmacotherapy, CGT and IPT, do not yield such good results with patients 
who have chronic forms of depression.17-21 The STAR*D study, which compared the effect 
of pharmacotherapy on acute depression with its effect on chronic depression, revealed 
marked differences in remission rates: 30% in the acute group versus 24% in the chronic 
group.5 

Several large studies have found that, in the treatment of chronic depression, the 
combination of pharmacotherapy and psychotherapy produces better results than either 
pharmacotherapy or psychotherapy on its own.22-26  Remission rates for this group were 
found between 25% to 32% for either psychotherapy or pharmacotherapy on its own, and 
43% to 48% for the combination of psychotherapy and pharmacotherapy. The best results 
were found for ‘Cognitive Behavioral Analysis System of Psychotherapy’ (CBASP), the first 

Abstract 

Background: 
Chronic depression is a common disorder in secondary care. Treatment results for this 
group of depressed patients are often disappointing and the existing treatment protocols 
are insufficiently tailored to chronic major depressive disorder (MDD). For this reason, an 
effective psychotherapy will constitute a welcome addition to the range of treatments 
currently available for chronically depressed patients. 
Goal: 
To describe ‘Cognitive Behavioral Analysis System of Psychotherapy’ (CBASP), the first form 
of psychotherapy specifically designed for the treatment of chronic depression. 
Method: 
This article describes the evidence, rationale and the most important techniques used in 
CBASP. 
Results:
In the United States, CBASP has proven to be effective in one large trial. 
Conclusion: 
As a result of these findings, CBASP is mentioned as an evidence-based treatment option 
for chronic depression in the Dutch treatment guidelines. However, the findings have not 
been replicated yet and not much is known about CBASP in the Netherlands. For this reason, 
a randomized controlled trial has been started in the Netherlands in order to determine the 
effectiveness of CBASP. 
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2.6%, while that in the assessment group was 20.9%. These findings suggest that CBASP is 
also an effective maintenance therapy for chronic depression. 

In addition to the studies into the efficacy of CBASP referred to above, further analyses 
with this sample were performed. Klein et al.32  investigated the influence of the quality 
of the therapeutic relationship on outcome. They found that a good therapeutic alliance 
at the start of the treatment (in week 2, after 4 sessions) was a significant predictor of 
outcome in both the CBASP group and the combined therapy group. Nemeroff et al.33 
used a retrospective analytical technique to examine the influence of childhood trauma 
on the effect of the treatment. Their analysis showed that chronically depressed patients 
who had experienced childhood trauma benefitted significantly more from CBASP (on its 
own or in combination with Nefazodone) than from Nefazodone on its own. For patients 
who had experienced childhood trauma, the combination of CBASP and Nefazodone was 
no more effective than CBASP alone. Ninan et al.34  investigated the effect of treatment 
on comorbid anxiety disorders. They found that the anxiety symptoms of patients who 
received Nefazodone on its own or in combination with CBASP improved more quickly than 
the anxiety symptoms of patients who received CBASP on its own. Manber et al.29  examined 
the influence of comorbid anxiety symptoms on depression remission rates and found that 
having more severe anxiety symptoms was associated with lower remission rates in all 
3 therapy groups. Hence, in this study, severe anxiety symptoms inhibited recovery from 
depression. Comorbid Axis-II disorders (particularly those in cluster C) were not found to 
inhibit recovery from depression, however. The study of Maddux et al.35  into the influence 
of comorbid personality disorders on treatment outcomes revealed that having a comorbid 
personality disorder did not adversely affect the outcome of treatment with either CBASP, 
Nefazodone or their combination. Finally, Hirschfeld et al.36  studied the effect of treatment 
on psychosocial functioning of chronically depressed patients. Improved psychosocial 
functioning was most marked in patients who received the combination of CBASP and 
Nefazodone. However, psychosocial functioning of patients who had achieved remission 
was still below the population norm.

Rationale

McCullough based his rationale on certain pathological characteristics of chronically 
depressed patients, such as extreme interpersonal fear and avoidance and an external locus 
of control, which often stem from a developmental history filled with psychological insults 
and trauma.16 Chronically depressed patients often have the feeling that they are not able 
to control or influence outcomes. Therefore, they withdraw more and more and cease to 

form of psychotherapy designed specifically for the treatment of chronic depression, 
in combination with the antidepressant Nefazodone.25  Since little is known about this 
relatively new form of psychotherapy, this article considers in turn the evidence concerning, 
rationale for and principal techniques of CBASP.

Evidence

CBASP was originally developed in 1974, before being refined in the course of the 
1980s and 1990s. The therapist manual was published in 199527 and used in the above-
mentioned study.25 In that study (N=681), the effect of CBASP was compared with that 
of the antidepressant Nefazodone and that of CBASP and Nefazodone combined. For 12 
weeks, patients in the CBASP group and in the combined therapy group received between 
sixteen and twenty sessions of CBASP (2 sessions a week for 4 to 8 weeks; 1 session per 
week thereafter). Medication was built up from 100mg to a maximum of 600mg of 
Nefazodone per day. The results showed that both CBASP and Nefazodone were effective 
as monotherapies (respective remission rates: 33% and 29%). However, the greatest effect 
was observed when the two were combined (remission rate: 48%). 

During the 4-month continuation phase, patients in the combined therapy group 
received 6 sessions of CBASP (once a fortnight from week 12 to week 20, then 2 monthly 
sessions between week 20 and week 28), plus monthly medication consultations. Patients 
in the CBASP-only group received 6 sessions of CBASP, and patients in the Nefazodone-only 
group received monthly medication consultations. The results from the continuation phase 
again showed no difference between CBASP and Nefazodone, while the combination of 
both was most effective.28 Moreover, the combination also produced full remission from 
chronic depression more rapidly than either CBASP or Nefazodone on its own, which did not 
differ from each other.29

The nonresponders in the two acute-phase monotherapy groups took part in the 
crossover phase. In this phase, those that had previously received Nefazodone on its own 
were given CBASP on its own, and vice versa. After 12 weeks, the remission rates were 
36% in the CBASP group and 27% in the Nefazodone group. A switch from medication to 
psychotherapy or vice versa appears to be useful for nonresponders to the initial treatment.30 

Finally, Klein at al.31 studied the use of CBASP as a maintenance therapy. Comparison 
was made between a group who received monthly CBASP sessions for a year and a group 
who underwent monthly assessment but received no CBASP. The assessment involved 
a consultation with the project coordinator, for which expenses were paid to provide an 
incentive for ongoing participation. In the CBASP maintenance group, the relapse rate was 
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believe that their condition will never change. In line with Piaget’s developmental model,37 
McCullough argues that chronically depressed patients function on a ‘preoperational’ level; 
they do not recognize a connection between what they do and the effects of what they do on 
others. CBASP addresses this issue and teaches the patient to function on an ‘operational’ 
level: the patient is made aware of his or her own role in a interpersonal situation and the 
ability to influence the outcome of the situation.

In CBASP, beside the regular behavioral, cognitive and interpersonal techniques, 
specific techniques are used to replace the interpersonal fear of the chronic patient with 
interpersonal safety, starting within the therapeutic relationship. Subsequently, the 
relationship with the therapist is used as a tool to help patients to become more aware of 
their impact on others and to distinguish between adaptive and maladaptive relationships. 
Finally, the patient learns how to assert him or herself and how to interact in a functional 
way, creating a more internal locus of control.16 The techniques used in CBASP are considered 
below.

The acute phase of treatment consists of 12 weeks, during which 16 to 20 sessions are 
given. CBASP begins with two 45-minute sessions a week for the first month, in order to build 
up a good therapeutic relationship. The biweekly sessions can, if necessary, be continued 
for a further 4 weeks. The session frequency is then reduced to 1 per week. After 12 weeks (16 
to 20 sessions), the continuation phase begins; this is followed by the maintenance phase. 
In these phases, the interval between sessions is extended, first to a fortnight, and then to 
a month. Patients in the study by Keller et al.25 received 6 sessions during the continuation 
phase and 12 monthly sessions during the maintenance phase. However, it has not yet been 
established whether this is the best therapy schedule for CBASP. 

CBASP techniques

Start of the therapy 
To begin with, the emphasis is on finding out what course the patient’s depressive 
symptoms have followed and on characterizing his or her interaction patterns. The 
course of the patient’s depressive symptoms is recorded in the first session using the life 
chart method. The second session is devoted to interaction patterns, with the therapist 
establishing the patient’s ‘significant other history’. This history is compiled by asking the 
following questions about the patient’s significant others: ‘How was it growing up around 
… ?’ ‘What influence did/does this person have on you?’ And, finally: ‘What is the stamp that 
this person has left on you?’ In this way, the therapist seeks to identify a consistent theme 
characterizing the patient’s relationships with his/her significant others (4 to 5 persons). 

Next, a transference hypothesis is formulated. McCullough16 distinguishes 4 themes for 
such hypotheses: intimacy/proximity, the display of emotional needs, making mistakes 
and the expression of negative feelings. McCullough’s themes are based on his clinical 
experience with chronically depressed patients. Chronically depressed patients often report 
negative interactions with their significant others, characterized by feelings of rejection. 
The relationships might have involved abuse, punishment or rejection in response to 
displays of emotion, mistakes or the expression of negative feelings towards their parents. 
On the basis of what the patient says, the therapist identifies the most prominent theme 
in the patient’s significant others history. The therapist uses the transference hypothesis to 
pinpoint interpersonal hotspots, which (will) play a role in therapist-patient contact. 

After the second session, the therapist not only makes the patient’s current or 
future perception of the therapist explicit, but also analyzes the feelings that the patient 
elicits. To this end, the therapist compiles an Impact Message Inventory (IMI).38 An IMI is 
a questionnaire concerning the patient that the therapist completes in order to define 
the patient’s attitude towards the therapist. The IMI is divided into 4 domains, which are 
comparable with Leary’s rose:39  dominant versus submissive and friendly versus hostile. 
Using the IMI, the therapist can identify the patient’s behavior at an early stage in the 
process and thus avoid falling in with the patient’s dysfunctional patterns. The therapist 
always responds within the friendly domain, while asking him/herself: “What is this patient 
doing with me (which he/she surely does with other people as well)?” The information 
gathered using the life chart, the significant other history, the transference hypothesis 
and the IMI form the background against which the various CBASP techniques (situation 
analysis, interpersonal discrimination exercise, disciplined personal involvement and social 
skills training) are used during the course of therapy. 

Situational Analysis (SA)
The main technique used in CBASP is situational analysis (SA). SA puts the patient’s behavior 
under the microscope by focusing on a particular (usually) problematic interactional 
situation. SA involves the following steps:
1) Defining a (problematic) situation (with clear start and end points)
2) Defining the patient’s thoughts/interpretations in the relevant situation
3) Defining the patient’s behavior in the situation
4) Defining the actual outcome of the situation
5) Defining the desired outcome of the situation
6) Establishing whether the desired outcome was achieved
7) Establishing why the desired outcome was/was not achieved
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Disciplined Personal Involvement
A less ideal patient might say, “You are only listening to me because you get paid to.” 
Under such circumstances, the therapist can use a technique called ‘disciplined personal 
involvement’. Disciplined personal involvement implies that a therapist makes his/her 
personal involvement clear to the patient in a ‘disciplined’ way, i.e. without crossing any 
boundaries. The therapist directly expresses the feelings that the patient elicits in him/
her, but only insofar as doing so supports the aim of the therapy, namely teaching the 
patient to understand how his/her behavior influences the way other people respond and 
to recognize that he/she could learn to elicit different feelings in others. The consequences 
of the patient’s behavior are made explicit, as are the implications of that behavior for the 
therapy process. The therapist always remains in the friendly domain (see IMI, above). The 
following illustrates the use of disciplined personal involvement in therapy:

Th.: You say that I only listen to you because I get paid to. How do you think it feels to be told 
that?
Pt.: I’ve no idea.
Th.: I don’t like it. Our talks are important to me; it’s nonsense to suggest that I only listen to 
you because I get paid to. 
Pt.: It was just a casual remark.
Th.: But, by saying that kind of thing to me, you push me away. Is that what you want?
Pt.: I don’t know.
Th.: I don’t want there to be so much distance between us; that’s why I have told you that our 
talks are important to me. How do you feel about that?
Pt.: I find it hard to believe that anyone actually cares about my problems. I’m not used to 
that.
Th.: That’s not surprising; it’s a new experience having someone who is prepared to listen. And 
how does it feel to sit down with someone that cares about your problems?
Pt.: Weird, but OK.
Th.: Good. The distance that I sensed between us a few moments ago isn’t there any more. 
Why is that?
Pt.: Because I was honest with you?
Th.: Quite possibly. And it feels good.

Finally, most chronically depressed patients can benefit from social skills training. 
Some in order to become more assertive, others in order to learn how to control their anger 
and aggression, see how a situation develops and respond in a less emotionally charged 
way. The CBASP procedure does not involve detailed discussion of social skills training, the 

In this way, an association is made between cause and effect in the context of a recent, 
real-life interpersonal incident. The patient behaved in a particular way and obtained 
a particular outcome. Because the outcome will often have been negative (the patient 
did not achieve the desired outcome), the patient is likely to have found it painful. Such 
pain acts as a driver of change.16 SA teaches patients to analyze the consequences of their 
behavior and to consider alternative thoughts and forms of behavior that could lead to 
more desirable outcomes. 

Interpersonal Discrimination Exercise (IDE). 
One technique that the therapist can use after discussing a situational analysis is the 
interpersonal discrimination exercise (IDE). Following discussion of the SA, the therapist 
asks the patient how, for example, his/her father/mother would have responded to 
the discussion. This exercise recalls the pattern of the patient’s interaction with his/her 
significant others, as defined in the second session. Next, the therapist asks the patient 
how he or she, the therapist, responded to the situation and goes on to point out that they 
might have interacted in other ways. Through the IDE, the patient learns to differentiate 
between the negative responses of significant others and the positive responses of the 
therapist. The aim of the exercise is to get the patient to generalize the newly discovered 
alternative interactions to his/her day-to-day contacts. Use of the IDE is illustrated below. 

A patient introduces an SA: he/she had agreed to carry out an assignment at the request of a 
colleague, when he/she didn’t really want to. 
Th.: How do you feel about having talked this problem through with me? 
Pt.: Good. 
Th.: How would your father have responded if you had told him something like that? 
Pt.: My father? He would have been annoyed and told me to sort it out myself.
Th.: How did I respond? How did I appear to you, how did I talk and what did I say?
Pt.: You were friendly; you listened and tried to help me.
Th.: How did my response differ from your father’s? 
Pt.: You were interested in what I had to say; my father never was.
Th.: How did it feel, talking the situation over with me?
Pt.: It felt good. 
Th.: My response was different from your father’s. What does that mean for our relationship? 
Pt.: That I can talk to you about this sort of thing.
Th.: And, if you can talk to me like this, maybe you can talk to other people the same way.
Pt.: Yes.
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importance of individualized training is merely highlighted. Role play exercises can be used 
to practice dealing with the problematic situations identified by situational analysis, such 
as learning to say ‘no’, to express opinions, or to ask for help.

Discussion

CBASP is a relatively new form of psychotherapy, specifically designed to treat chronic 
depression. In a large-scale US study, CBASP was found to be as effective as medication in 
the treatment of chronic depression, while the combination of both treatments was clearly 
superior. As a result of these findings, CBASP is mentioned as an evidence based treatment 
option for chronic depression in various guidelines, including the Dutch Multidisciplinary 
Guidelines of Depression.40 

It is a structured method, which focuses on the patient’s problematic interactions 
with the people around him/her. CBASP integrates techniques from cognitive behavioral 
therapy, interpersonal psychotherapy and psychodynamic psychotherapy. Consequently, 
the CBASP model is consistent with various schools of psychotherapy; it is easily applied 
both by therapists with a background in cognitive behavioral therapy and by those with 
a psychodynamic background. In addition to techniques familiar from other forms of 
therapy, CBASP uses new techniques, such as the interpersonal discrimination exercise 
and disciplined personal involvement, in which the therapist’s personal responses to the 
chronically depressed patient’s behavior are examined in order to confront the patient and 
to address his/her persistent interaction patterns. 

The question is whether these additional techniques actually make CBASP more 
effective than the existing treatment protocols. Knowledge regarding the efficacy of CBASP 
currently derives from a single study, which has yet to be replicated and did not compare 
the effect of CBASP with that of other forms of psychotherapy. Moreover, it is not known 
whether the results obtained in the US are transferrable to the Dutch situation. To examine 
whether CBASP could be a useful addition to the range of treatments currently available 
in secondary care in the Netherlands, a randomized controlled trial into the effectiveness 
of CBASP has been started in 3 specialized mental health care centers in the Netherlands.41 
The inclusion period for the trial ended in December 2008 and the results will be known in 
the course of 2010. 
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