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Background. Cognitive behavioural analysis system of psychotherapy (CBASP) is an
effective individual treatment for persistent depressive disorder (PDD), but evidence on
group treatment (Group-CBASP) is limited. Our aim was to review the effect of Group-
CBASP on self-report depression severity in outpatients with PDD, overall and by age of
depression-onset.

Methods. A retrospective chart review study (November 201 1-March 2017) in 54
patients with PDD (29 late-onset, 25 early-onset). Patients were previously treated by
pharmacotherapy (92.6%), psychotherapy (98.1%) and/or electroconvulsive therapy
(1'1.1%). Group-CBASP involved 24 weekly sessions during 6 months, followed by
individual appointments over 6 months. The Inventory of Depressive Symptoms -self
rating(IDS-SR) was used at baseline and after 3, 6, 9 and 12 months, computing mean
differences and response rates.

Results. The mean IDS-SR score decreased significantly from 39.83 at baseline to 33.78
at 6 months: a decrease from severe to moderate depression after 24 weeks of Group-
CBASP, with a medium effect size (Cohen’s d = .49). At 12 months, the mean IDS-SR
score was 32.81, indicating moderate symptom levels remained. At 6 and 12 months,
mean IDS-SR scores were similar among late- versus early-onset patients, but at
12 months response rates were higher among late-onset patients.

Limitations. Although results of our study provide valuable input for future prospec-
tive studies, limitations were the use of a retrospective design and the small group size.

Conclusion. Group-CBASP offered to an outpatient population with PDD was
associated with clinically relevant decrease in self-reported symptom severity, and with
sustained response particularly in patients with late onset of depression.
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Practitioner points

e Group-CBASP seems to be a good alternative for CBASP in individual setting.

e Patients with late age of depression-onset seem to benefit more from Group-CBASP.

e This study shows that clinical relevant effects of Group-CBASP, followed by individual contacts, remain
at least for 6 months.

e Research on personalizing treatment strategies is needed to improve patient assignment for Group-
CBASP.

Depressive disorders are associated with the greatest disease burden in terms of years
lived with disability (Biesheuvel-Leliefeld et al., 2016; Whiteford et al., 2013). With a
lifetime prevalence of 25% in women and 13% in men, depressive disorders concern a
large portion of the population (de Graaf, Ten Have, van Gool, & van Dorsselaer, 2012).
The first depressive episode often occurs in adolescence or early adulthood and may have
a large and enduring impact on multiple domains of functioning.

In about half of the patients with a major depressive disorder (MDD), symptoms will
decrease within six months after the first depressive episode (Spijker et al., 2002). For
patients who continue to have symptoms, however, there is a high risk of experiencing
chronic depression, particularly if the depressive symptoms started before 21 years of age
(Klein et al., 1999; Kohler et al., 2019). Chronic depression, which is classified as
persistent depressive disorder (PDD) in the DSM-5 (American Psychiatric Association,
2013), is responsible for 80% of the disease burden due to mood disorders (Whiteford
et al., 2013). Therefore, effective treatment of PDD may have a large positive effect on
society.

Nonetheless, a major problem in the treatment of PDD is treatment resistance (Torpey
& Klein, 2008). Compared to patients with a single episode of MDD, patients who are
persistently depressed need treatment for a longer period of time and tend to benefit less
from pharmacotherapy (Torpey & Klein, 2008). One explanation for these findings may
be that a substantial proportion of these persistently depressed patients suffered early-
onset depressive symptoms. Experiencing depressive symptoms from an early age is, in
turn, correlated with higher rates of comorbidities, such as personality disorders (Klein
et al., 1999; Kohler et al., 2019).

Cognitive behavioural analysis system of psychotherapy (CBASP) is the first
psychotherapy specifically developed for PDD (McCullough, 2000). Since the chronicity
of PDD is thought to be associated with impaired interpersonal functioning that began in
adolescence, CBASP focuses on interpersonal therapy (McCullough, 2003). Together
with their therapist(s), patients reflect on the impact of interpersonal events in their youth
that influenced their interpersonal behaviour. For this reflection the ‘Significant-Other
History’ method is used, through which patients describe the way significant others (e.g.
their parents) have contributed to behaviour patterns that they recognize in themselves in
everyday social interactions (McCullough, 2003; McCullough et al., 2011). For a full
description of the CBASP methodology, we refer to the work of McCullough (McCullough,
1995; McCullough, 2003).

In its original form, CBASP is an effective, although relatively intensive, form of
individual psychotherapy (Jobst et al., 2016; Negt et al., 2016; Schramm et al., 2017).
More recently, a group treatment modality of CBASP (Group-CBASP) was developed
(Sayegh & Penberthy, 2016). The controlled and relatively safe group setting allows
patients to experiment with alterations in interpersonal behaviour patterns. In this way,
they gain more insight regarding the impact of their behaviour on others, as well as the
possibility of changing maladaptive interpersonal behaviour patterns (Sayegh &
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Penberthy, 2016). Consequently, Group-CBASP may contribute to greater perceived
social competence, a decrease in undesired outcomes (e.g. depressed mood, low self-
esteem, social isolation and hopelessness), and strengthening of patients’ ability to
empathize with others (McCullough, 2003; Sayegh & Penberthy, 2016).

Group-CBASP can be offered as an inpatient or outpatient treatment programme.
Treatment outcome studies on both types of programmes are scarce. Regarding the
inpatient setting, two feasibility studies, of 70 and 116 patients, respectively, indicate that
Group-CBASP is a feasible psychotherapy with promising outcomes for persistently
depressed patients (Brakemeier et al., 2015; Sabaf} et al., 2018). In the few studies
conducted on outpatients, Group-CBASP appeared to be equally effective or even more
effective than treatment-as-usual (Locke et al., 2017; Michalak, Schultze, Heidenreich &
Schramm, 2015; Negt et al., 2016). Nonetheless, most studies have only evaluated short-
term treatment outcomes, obtained within 10 or 12 weeks of therapy (Brakemeier et al.,
2015; Michalak et al., 2015, respectively). To achieve sustainable changes, treatment of
PDD in particular, ideally requires at least 18 sessions of psychotherapy (Cuijpers et al.,
2010). In the study of Locke et al. (2017), CBASP appeared to positively influence patients’
interpersonal behaviour after 20 weeks of treatment.

Accordingly, the aim of the present study was to perform a single-centre chart review
to evaluate the effect of Group-CBASP on self-report depression severity in outpatients
with PDD, over a longer time span of 24 weeks. Our secondary aim was to assess whether
age of depression-onset had moderating effects on the outcomes, since persistently
depressed patients with early depression-onset in particular have been considered as a
target group for CBASP (McCullough, 2003).

Methods

Study design

We conducted a retrospective chart review study using data from outpatients that were
advised to undergo Group-CBASP. Data were gathered at fixed time points, before, during
and after Group-CBASP, between November 2011 to March 2017. Referral of patients
from our clinic as well as from external clinics to our Group-CBASP therapy was possible.
The therapy took place in a medical centre in the Netherlands and was solely offered as an
outpatient programme for treatment-resistant mood disorders. The group therapy
consisted of 24 sessions and was based on the original manual for individual CBASP
(McCullough, 1995). By only using file-identification numbers throughout the data-
collection process, we maintained patient anonymity. In addition, the study complied
with all relevant national ethics requirements for retrospective chart review studies.

Participants

Presence of PDD was the principal indication for Group-CBASP. PDD was defined as ‘a
depressive episode that lasts for more than two years or recurrent depressive episodes
without full recovery between episodes’. All patients who participated in Group-CBASP
had a clinical diagnosis of chronic MDD or dysthymia with recurrent depressive episodes,
which was classified by the practitioners according to the DSM-IV-TR (American
Psychiatric Association, 2001). An experienced psychiatry resident and/or a licensed
psychologist/psychiatrist dictated the diagnosis based on the results of a clinical
interview. Furthermore, at the time of referral, all patients were at least 18 years old.
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Patients who were currently or imminently hospitalized after the interview was
conducted were excluded from participation. Resistance to regular depression treatment
(i.e. psychotherapy and/or pharmacotherapy) was not a selection criterion, but was a
quality inherent to the types of cases referred to this tertiary referral medical centre. With
the exception of one patient, the patients’ severity of depression was assigned a stage 3C
or 4 at the beginning of treatment. This staging meant that patients had multiple relapses
and/or severe, persistent or unremitting illness as judged by the symptoms, neurocog-
nition and disability indicators (Verduijn et al., 2015).

Group-CBASP has been offered at the UCP since November 2011. The medical files of
all 101 patients that were registered at the CBASP administration desk until March 2017
were evaluated for eligibility. Eventually, we selected 54 patients for this retrospective
chart review study (Figure 1). Eleven patients had been referred for CBASP, but they never
started because either their depressive symptoms severely deteriorated (e.g. acute
suicidality) or they had started another type of depression treatment in the meantime.
Twelve other patients started the CBASP therapy but dropped out of it. The most common
reasons for abandoning the group were having suicidal thoughts and/or attempting
suicide, refusing to comply with the CBASP methodology or experiencing other mental or
physical problems for which treatment other than CBASP was required. Another 18
patients did not finish the Group-CBASP therapy at the time the study was carried out.
Since their data were incomplete, they were excluded from our data analyses.

Group-CBASP for outpatients
After referral, patients went through a diagnostic interview, during which the qualifying
diagnosis for Group-CBASP was confirmed by a psychologist and/or psychiatrist. Also at
this stage, we gave them global information on the treatment model. Patients also had the
opportunity to ask questions before consenting to participate. Next, for those patients
who consented, an appointment was made to formulate a ‘transference hypothesis’,
which is a necessary step in the CBASP methodology (McCullough, 2003). After these
individual interviews, the actual treatment started: 24 weekly group therapy sessions,
each session consisting of eight persons maximum. The morning programme consisted of
opening and closing activities and a middle part during which patients analysed everyday
interpersonal interactions they experienced (i.e. Situation Analyses). A licensed psychol-
ogist and a co-therapist trained in CBASP led all the sessions. Unlike the Group-CBASP
described by Sayegh and Penberthy (2016), Group-CBASP in the UCP also included group
psychomotor therapy, which constitutes the afternoon programme. CBASP therapeutic
techniques formed the basis for the psychomotor exercises. The psychomotor therapy
consisted of 1.5 hr of therapy conducted by therapists with experience in CBASP. It was
only offered during the 24 sessions of Group-CBASP, that is, the first six months.

After 24 group sessions, patients continued an individual programme for at least
6 months, following CBASP methodology. In this phase, patients were encouraged to
continue experimenting with newly learned interpersonal behaviour and to increase their
autonomy. The frequency of the appointments varied, from once a week to once every 3-
4 weeks, or even longer, depending on the needs of each patient.

Assessment of depression severity
The Inventory of Depressive Symptomatology — self-rating (IDS-SR) was used to monitor
depression severity during therapy. The IDS-SR is a self-report, 30-item questionnaire that
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Patients indicated for Group-CBASP
N =101

Never started after referral (10.9%) N=11
Other depression treatment in meantime (7 = 6)
Addiction or axis II classification (n=2)

Increase in suicidality (n = 2)

Other/unclear (n=1)

Dropouts (11.8%) N=12
Patients who were indicated but stopped
during group treatment

Missing data on IDS-SR (4.0 %) N=6
Patients who switched to individual CBASP
in an early stage (n = 2)

Still following Group-CBASP N=18
(time point March 2017)

Patients analyzed
N =54

Figure I. Flowchart of Group-CBASP participants.

asks about symptoms of depression experienced in the past week (Rush, Gullion, Basco,
Jarrett & Trivedi, 1996). On average, it takes 10-15 min for a patient to fill out the
questionnaire. Answers on every item were given a score ranging from 0 (symptom is
absent) to 3 (symptom is severe and/or always present). Scores on the items were
subdivided into nine domains corresponding with the diagnostic criteria of MDD. The
total score can then be calculated by taking the sum of 28 (out of 30) items, resulting in a
score within a range of 0-84, which gives an indication of the severity of the depression.

According to the IDS-SR, severity of depressive symptoms can be classified in five
categories: (1) score of 0-13, no indication of depression; (2) score of 14—25, mild
depression; (3) score of 26-38, moderate depression; (4) score of 39-48, severe
depression; and (5) score of 49 or higher, very severe depression. With a Cronbach alpha
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ranging between .79 and .92 in previous studies, the IDS-SR has good internal consistency
(Corruble, Legrand, Duret, Charles & Guelfi, 1999; Trivedi et al., 2004).

During Group-CBASP, the patients filled out the IDS-SR as part of the standard outcome
measurements used at the UCP. They did this by responding to a monthly electronic
invitation. To measure changes in depression severity, scores at the start of treatment and
after 3, 6, 9 and 12 months of treatment, respectively, were used in this study.

Statistical analyses

We used the IDS-SR to evaluate the efficacy of Group-CBASP, overall and by age of
depression-onset. First, characteristics of the study population were assessed and
compared, between early- and late-onset patients, using chi-squared tests. Second,
repeated-measures ANOVA was used to determine whether the severity of depressive
symptoms had significantly changed over time. Also, we determined mean scores of the
IDS-SR at all points in time (0, 3, 6, 9 and 12 months) and used paired ¢ tests to compare
whether means had changed after 6 months of Group-CBASP and after continued
individual treatment (at 12 months). The effect size of differences in mean scores over
time was calculated using Cohen’s d.

Third, differences in mean IDS-SR scores between early- and late-onset patients were
examined using independent ¢ tests, and repeated-measures ANOVA was used to test
changes over time with ‘early onset’ as the between-subjects factor. Fourth, we calculated
the percentage decrease in IDS-SR scores, after Group-CBASP and after continued
treatment, overall and by age of depression-onset. Finally, we made three subdivisions in
the form of categories, as follows: non-response (<25%), partial response (25-49%) and
response (>50%), the latter corresponding to the criteria for (partial) response as
described in literature (Hirschfeld et al., 2002). All statistical analyses were performed in
SPSS for Windows version 23.0.

Results

For demographic and clinical characteristics of the sample, we refer to Table 1. The charts
of 25 early-onset patients and 29 late-onset patients were reviewed. Early- and late-onset
patients were fairly comparable except for family status (p = .035) and Axis I comorbidity
(p = .0008)." All patients were previously treated for depression with medication (92.6%)
and/or psychotherapy (98.1%). About one in ten patients also had electroconvulsive
therapy (11.1%).

Table 2 shows that the mean IDS-SR score was significantly decreased from 39.8 (SD
9.4)t033.8(SD 14.6;t = 3.6, p = .001) after 6 months of Group-CBASP (i.e. 24 sessions).
This means that depression symptom levels changed from severe to moderate. The effect
was not significant after 3 months (i.e. 12 sessions). During individual continuation of
CBASP, from 6 to 12 months, IDS-SR scores remained stable, with a mean IDS-SR score of
35.7 (SD 13.4) at 9 months and a mean score of 32.8 (SD 17.1) at 12 months. The mean
IDS-SR score at 12 months did not differ significantly compared to the mean IDS-SR score
at 6 months. Repeated-measures ANOVA showed that the decrease in severity of
depressive symptoms over time was significant for Group-CBASP, F(1, 52) = 12.50,

! The study data were gathered in the period during which DSM-IV was still standard practice in our clinic, but case selection was
done in 2017 using DSM-5 criteria.
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Table I. Characteristics of the study population

Early onset, n = 25 Late onset, n = 29 p Value
Age, mean £+ SD 50.8 + 10.2 523 + 82 .54
Female 60.0 (15) 69.0 (20) 49
Family status
Single, separated, other 52.0 (13) 24.1 (7) .035
Cohabiting or married 48.0 (12) 75.9 (22)
Educational level”
Low 16.0 (4) 20.7 (6) .82
Intermediate 44.0 (11) 379 (1)
High 36.0 (9) 41.4(12)
Primary source of income
Labour 32.0 (8) 24.1 (7) .76
Disability pension 64.0 (16) 69.0 (20)
Other/unknown 4.0 (1) 6.9 (2)
Family history of depressionb 48.0 (12) 44.8 (13) .82
Comorbidity (DSM-IV)©
Other axis | 36.0 (9) 172 (2) .0008
Axis |l 32.0 (8) 44.8 (13) .34
Somatic disorder 76.0 (19) 69.0 (20) .57
Previous treatments for depression
Psychotherapy 100 (25) 96.6 (28) .54
Medication 96.0 (24) 89.7 (26) .36
Electroconvulsive therapy 4.0 (1) 17.2 (5) 12
Previous inpatient treatment 36.0 (9) 31.0(9) .70
Registered suicide attempt 12.0 (3) 10.3 (3) .85
Taking antidepressant medication 88.0 (22) 86.2 (25) .85

Note. Data represent mean =+ standard deviation (SD) or per cent (number).

*Low = primary school or less and/or low-level technical and vocational training; medium = high school
or medium-level technical and vocational training for 12—16 years; high = university or high-level
technical and vocational training for >16 years.; °First or second degree relative.; “The therapy had been
given in a period when DSM-IV was standard practice in our clinic, but case selection was done in 2017
using DSM-5 classification. Only registration of Axis | classification was obligatory in our centre, which
may have caused missing data in Axis Il classification or somatic disorders.

p = .001 and for the total 12-month period of the treatment, including the continued
individual phase, F(1, 52) = 13.33, p = .001. The effect size was medium, with Cohen’s d
of .49 and .51 at 6 and 12 months, respectively.

Changes in mean IDS-SR scores by age of depression-onset are illustrated in Figure 2.
Mean scores decreased significantly from baseline to 6 months in both late-onset and
early-onset patients. From 6 to 9 months mean scores remained stable and then decreased
between 9 and 12 months. This decrease appeared steeper in the late-onset group, but
independent ¢ tests showed that the difference in the mean change-scores between the
two subgroups was not significant.

Finally, response rates are shown in Table 3. After 6 months with 24 sessions of
Group-CBASP five patients (9%) had reached response (i.e. >50% reduction in IDS-SR
scores) while 13 patients (24%) showed a partial response (25-49% reduction). After
another 6 months of individual CBASP, 11 patients (20%) had reached response and 12
patients (22%) showed a partial response. In late-onset patients in particular, further
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Table 2. Differences in mean IDS-SR scores over time (N = 54)

Group-CBASP Group-CBASP Group-CBASP Individual Individual
Months 0 3 (12 sessions) 6 (24 sessions) 9 12
M =398 M = 38.1 M =338 M =357 M=328
SD =94 SD =111 SD = 14.6 SD =134 SD = 17.1
0 t=143 t=3.62% t=2.70% t=351*%
SE=1.19 SE = 1.67 SE=1.55 SE =2.00
p=_.16 p = .00I p = .009 p = .00l
d=.l6 d= 49 d=.36 d= .5l
3 t=3.76* t=185 t = 3.46*
SE=1.16 SE =135 SE = 1.54
p = .000 p=.071 p = .001
d= 34 d=.20 d=.37
6 t=—1.16 t=0.58
SE = 1.6l SE = 1.66
p = 251 p = .564
d=-.13 d=.06
9 t=1.83
SE = 1.55
p=.073
d=.19

Note. * = p < .00I.

60

5 Group CBASP CBASP individual phase
3 @ccccccccccccccscncsne @,
;540 P o Tttt vesssssssese Weoeceeccncccnnnccnnns )
8 ---___.-~- LRy SEETELL
% ------__.____--.._.._....____-
230 ————
7
%)
EZO

10

0

0 6 9

= @<= Late onset

Time [months]

e« @ Early onset

Figure 2. Changes in mean IDS-SR scores by age of depression-onset. The blue, striped line represents
late-onset patients and the orange, dotted line represents early-onset patients.
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improvement was seen in the 6 months that followed after the group sessions.
Significantly more late-onset patients reached response or partial response after
12 months, compared to early-onset patients (p = .010).

Discussion

In this retrospective chart review study, we found that depression severity decreased from
severe to moderate in persistently depressed outpatients who completed Group-CBASP.
Lower mean depression severity scores sustained for the total 12-month period of the
treatment, with effect sizes comparable to individual CBASP. To our surprise, persistently
depressed patients with early depression-onset seemed to respond less on Group-CBASP
than late-onset patients. Our findings show a trend towards a more sustained response in
late-onset patients, while especially early-onset patients are regarded as a target group for
CBASP (McCullough, 2003).

The finding that severity of depressive symptoms decreased during Group-CBASP fits
with the outcomes of previous outpatient case-control studies of Michalak et al. (2015)
and Locke et al. (2017). Both studies concluded that Group-CBASP was about equally
effective as mindfulness-based therapy and behavioural activation, respectively. In
addition, Michalak et al. (2015) found that Group-CBASP even led to a larger reduction of
depressive symptoms compared to treatment-as-usual.

In contrast to previous studies on Group-CBASP, due to the retrospective design, we
were able to analyse data over a longer period of psychotherapy sessions, that is, 24 group
sessions and 6 months of continued individual care. We found that the overall treatment
response sustained in the period between the end of the group sessions and the end of
continued care (i.e. month 6-12), which may indicate that more sessions of Group-CBASP
increase the sustainability of effects (Cuijpers et al., 2010). Possibly the effect of CBASP on
patients’ maladaptive interpersonal behaviour contributes to more long-term, sustainable
effects (Locke et al., 2017). However, prospective cohort studies are needed to confirm
our findings and to further investigate this hypothesis.

In this study, we found that the mean depression severity score decreased from severe
to moderate. Although this may seem a small reduction of symptom severity, it may mean a
lot for patients with PDD that everyday social interactions result in more desired
outcomes. Prior to their start in Group-CBASP, nearly all patients in our study were
assigned a stage 3C or 4 on the clinical staging scale of depression, which indicates that the
depression was severe, persistent and recurrent (Verduijn et al., 2015). Furthermore, all

Table 3. Response rates (percentage of decrease in IDS-SR) by age of depression-onset (N = 54)

24 sessions Group-CBASP Group-CBASP + individual phase
(6 months) (12 months)
25-49% >50% Total > 25%  25-49% >50% Total > 25%
n (%) n (%) n (%) n (%) n (%) n (%)
Early onset (n = 25) 6(24.0) 2(8.0) 8 (32.0) 3(12.0) 3(12.0) 6 (24.0)*
Late onset (n = 29) 7(24.1) 3(10.3) 10 (34.5) 9 (31.0) 8 (27.6) 17 (58.6)
Total (N =54) 13 (24.1) 5(9.3) 18 (33.3) 12 (22.2) 11 (20.4) 23 (42.6)

Note. *Significant difference between early- and late-onset patients (p = .010), assessed by chi-square
test.
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patients had previously tried other forms of psychotherapy and/or pharmacotherapy
before they started Group-CBASP. Our finding that many of these severely affected
individuals showed clinically relevant improvement is encouraging for further investiga-
tion of Group-CBASP possibilities, for example among younger individuals.

Our study supports the evidence that effects of Group-CBASP are comparable to the
effects of individual CBASP (Negt et al., 2016). However, not all patients may profit as
much from the group setting as they would profit from individual treatment. Since the
original, individual form of CBASP was set up in particular for persistently depressed
patients with early symptom-onset, our secondary aim was to assess whether age of
depression-onset would have moderating effects on the outcomes. In contrast to our
expectation, mean depression severity scores showed a steeper decrease in the late-onset
group, but the difference between the groups was not significant. Furthermore, the
number of (partial) responders in the early-onset group was lower compared to the late-
onset group, which was a significant difference when partial responders were included in
the analyses. However, because of the retrospective study design and lack of a reference
group, we are not able to draw further conclusions from this finding. The difference
between the early- and late-onset group may also be explained by other factors, such as the
higher rate of axis I comorbidity in the early-onset group. Another explanation may be the
difference in family composition between early- and late-onset patients. Late-onset
patients were more often living with a spouse, which may have impact on the level of
interpersonal functioning at the start of therapy or, for example, may offer greater
opportunities to practice new interpersonal behaviour in everyday life, but this is highly
speculative. Moreover, other factors that were not measured in our study may be
responsible for the effect, such as childhood maltreatment (Bausch et al., 2017; Kohler
etal., 2019).

Our study had several strengths and limitations. One obvious limitation is that we used
aretrospective chart review design, without a control group. This means that data of this
study were collected in a treatment setting and not as part of a full clinical trial. Secondly,
the effect of PMT that was incorporated in the CBASP program is not entirely clear,
although we found that effects on depression severity continued after PMT had stopped. It
is known that participants in other Group-CBASP studies have also received other
interventions, for example, therapies that are offered on the unit where patients stay
while receiving Group-CBASP (Sabaf3 et al., 2018). This limits comparisons between
studies and is an important issue to take into account in future Group-CBASP
investigations. Thirdly, a limitation of our study is that results are based on a single,
albeit well-validated, self-report measure of depression severity, the IDS-SR (Rush et al.,
2003). We used this mono-method approach because data for the present study was
collected in a treatment setting, using routine outcome monitoring, and not in the context
of a clinical trial.

An important strength of the study was the availability of data over a long period of
time, which enabled us to provide insight in sustainability of effects. Only little evidence is
available regarding longterm follow-up after CBASP (Emmelkamp et al., 2020).
Furthermore, our findings provide information for future prospective studies, which
for example investigate personalizing treatment strategies (Furakawa et al., 2018). Based
on our findings, we hypothesize that early-onset patients may profit less from Group-
CBASP than late-onset patients, but this needs further study. If patient assignment could
be improved, we expect that drop-out rates would decrease. For example, a recent study
on interpersonal problems indicated that Group-CBASP should be preferred in
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persistently depressed patients being non-assertive, but not in those patients being
vindictive or self-centred (Probst et al., 2020).

In conclusion, using a retrospective chart review design, we found that Group-CBASP
offered to persistently depressed outpatients resulted in a decrease in self-reported
depression severity from severe to moderate, and showed sustained effects particularly in
patients who had a late onset of depressive symptoms. These findings provide support for
further prospective research on Group-CBASP for persistently depressed patients.
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