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Series Introduction

One of the most daunting challenges to the evidence-

based practice (EBP) movement is the fact that busy

clinicians who learn of evidence-based interventions are

often unable to implement them because they lack

expertise in the intervention and lack the time and

resources to obtain the needed expertise. Even if they

want to read about the intervention as a way of gaining

that expertise, they are likely to encounter materials that

are either much too lengthy in light of their time

constraints or much too focused on the research support

for the intervention, with inadequate guidance to enable

them to implement it with at least a minimally acceptable

level of proficiency.

This is the fourth in a series of edited volumes that

attempt to alleviate that problem and thus make learning

how to provide evidence-based interventions more

feasible for such clinicians. Each volume is a how-to guide

for practitioners—not a research-focused review. Each

contains in-depth chapters detailing how to provide

clinical interventions whose effectiveness is being

supported by the best scientific evidence.

The chapters differ from chapters in other reference

volumes on empirically supported interventions in both

length and focus. Rather than covering in depth the

research support for each intervention and providing brief

overviews of the practice aspects of the interventions,

our chapters are lengthier and more detailed practitioner-

focused how-to guides for implementing the

interventions. Instead of emphasizing the research

support in the chapters, that support is summarized in

Appendix A. Each chapter focuses on helping

practitioners learn how to begin providing an evidence-



based intervention that they are being urged by managed

care companies (and others) to provide, but with which

they may be inexperienced. Each chapter is extensive

and detailed enough to enable clinicians to begin

providing the evidence-based intervention without being

so lengthy and detailed that reading it is too time

consuming and overwhelming. The chapters also identify

resources for gaining more advanced expertise in the

interventions.

We believe that this series is unique in its focus on the

needs of practitioners and in making empirically

supported interventions more feasible for them to learn

about and provide. We hope that you will agree and that

you will find this volume and this series to be of value in

guiding your practice and in maximizing your

effectiveness as an evidence-based practitioner.

Allen Rubin, Ph.D.

David W. Springer, Ph.D.
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Chapter 1

Introduction: Evidence-Based

Practice for Major Depressive

Disorder

Christopher G. Beevers

Major depressive disorder (MDD) is a common, recurrent,

and impairing condition that predicts future suicide

attempts, interpersonal problems, unemployment,

substance abuse, and delinquency (Kessler & Walters,

1998). According to the World Health Organization, 121

million people are currently suffering from MDD and it is a

leading cause of disability worldwide among people 5

years old and older. The annual economic cost of MDD in

the United States alone is staggering—$70 billion in

medical expenditures, lost productivity, and other costs

(Greenberg, Stiglin, Finkelstein, & Berndt, 1993; Philip,

Gregory, & Ronald, 2003). Further, MDD accounts for

more than two-thirds of the 30,000 reported suicides

each year (Beautrais et al., 1996). Given this enormous

impact at societal and individual levels, there is a clear

need to develop and disseminate efficacious treatments

for this disorder.

Fortunately, a number of empirically supported

interventions are available for depressed adolescents and

adults. In-depth descriptions of some of the most

established treatments are included in this book—

Cognitive Behavioral Therapy (CBT), Behavioral

Activation (BA), and Cognitive Behavioral Analysis and



System of Psychotherapy (CBASP). We include chapters

on the application of CBT with adolescents and adults.

Further, we include a chapter on how to apply these

interventions to diverse populations, such as people with

diverse racial and ethnic backgrounds. Each chapter

provides a detailed, clinician-focused guide on how to

implement these interventions. A review of the research

base for each intervention is included in Appendix A.

Prior to reviewing the contents of each chapter in this

introduction, we first provide an overview of how

depression is defined, a brief description of its

epidemiology, and then how depression is typically

assessed. We then review other treatments (both

pharmacological and nonpharmacological) that have

empirical support for the treatment of depression but are

not included in this volume. We finish with a brief

overview of this volume's chapters.

Major Depressive Disorder:

Definition, Epidemiology, and

Course

The Diagnostic and Statistical Manual of Mental Disorders

(4th edition—DSM-IV) defines Major Depressive Disorder

(MDD) as the presence of five (or more) of the following

nine symptoms during the same 2-week period:

1. Depressed mood most of the day, nearly every day.

2. Markedly diminished interest or pleasure in almost all

activities (anhedonia).

3. Significant weight loss/gain or decrease/increase in

appetite.

4. Insomnia or hypersomnia.

5. Psychomotor retardation or agitation.



6. Fatigue or loss of energy.

7. Feelings of worthlessness (or excessive or

inappropriate guilt).

8. Diminished ability to concentrate or make decisions.

9. Recurrent thoughts of death.

Symptoms must be present most of the day, nearly

every day, and should represent a significant change

from previous functioning. Importantly, one of the nine

symptoms has to be either depressed mood or

anhedonia. In adolescents or children, irritable mood can

be substituted for depressed mood. Less than 5% of

depressed adolescents typically endorse anhedonia

(Rohde, Beevers, Stice, & O'Neil, 2009), so depressed or

irritable mood tends to be the hallmark symptom of

adolecent depression. Significant weight loss or gain is

typically defined as 5% or more change in body weight in

a month when not dieting. These symptoms must cause

significant distress or impairment in social, occupational,

or other important areas of functioning. Finally, these

symptoms should not be attributable to substances (e.g.,

drug abuse, medication changes), medical conditions

(e.g., hypothyroidism), or the death of a loved one.

Recent epidemiological research indicates that the 12-

month prevalence rates for MDD was 6.6% (95% CI,

5.9%–7.3%) among adults residing in the United States.

Lifetime prevalence for MDD was 16.2% (95% CI, 15.1%–

17.3%). Put differently, approximately 13.5 million adults

experienced MDD in the past year, and 34 million adults

have experienced MDD at some point in their lives.

Approximately 51% who experienced MDD in the past

year received health-care treatment for MDD, although

treatment was considered adequate in only 21% of the

cases (Kessler, Berglund et al., 2003). Thus, MDD is a

prevalent and pervasive mental health disorder that is

unfortunately not treated optimally in the United States.



Obtaining adequate treatment is important, as the

course of MDD tends to be relatively prolonged. One of

the largest studies of MDD recovery among individuals

seeking treatment found that 50% of the sample

recovered from MDD by 6 months, 70% within 12 months,

and 81% within 24 months. Approximately 17% did not

recover within the 5-year follow-up period (Keller et al.,

1992). The first 6 months represents a particularly

important time period for MDD recovery, as the rate of

MDD recovery significantly slows after 6 months.

Similarly, Kessler (2009) writes that time to recovery of

MDD in nontreatment-seeking populations “appears to be

highly variable, although epidemiological evidence is

slim” (p. 29). One study found that 40% had recovered

from MDD by 5 weeks and 90% had recovered within 12

months (McLeod, Kessler, & Landis, 1992). Another study

reported that mean time to recovery was 4 months and

that approximately 90% had recovered by 12 months

(Kendler, Walters, & Kessler, 1997). Taken together, these

data suggest that most participants from a community

sample recover from MDD within 12 months.

Risk for MDD is especially pronounced during

adolescence (Blazer, Kessler, McGonagle, & Swartz, 1994;

Lewinsohn, Hops, Roberts, & Seeley, 1993). Prevalence

rates range from 10% to 18.5% (Kessler & Walters, 1998).

This is especially true for adolescent girls, who are

approximately twice as likely to experience depression as

adolescent boys (Hankin et al., 1998). Longitudinal

studies show that increases in MDD prevalence for

women occur at approximately 15 years of age and

persist into adulthood (Hankin et al., 1998; Kessler,

Berglund et al., 2003; Lewinsohn, Hops et al., 1993;

Nolen Hoeksema & Girgus, 1994; Prinstein, Borelli,

Cheah, Simon, & Aikins, 2005).



Treatment for adolescents with subthreshold symptoms

of MDD may be particularly important, as adolescents

with elevated symptoms (but who do not meet criteria for

MDD) are at high risk for future onset of MDD. Lewinsohn,

Roberts, and colleagues et al. (1994) found that elevated

depressive symptoms was one of the most potent risk

factors for future MDD onset over the subsequent year

out of dozens of risk factors. Seeley, Stice, and Rohde

(2009) recently examined a broad array of putative risk

factors (e.g., parental support, negative life events,

depressive and bulimic symptoms, substance use,

attributional style, body dissatisfaction, physical activity,

social adjustment, delinquency) for MDD onset in a

longitudinal study of 496 adolescent girls 15 to 18 years

old. Among 18 variables tested, the strongest predictor of

future MDD onset was subthreshold depressive

symptoms. Girls with elevated symptoms were at

approximately five times greater risk for future MDD

onset than girls with low symptoms (28% versus 6%).

Unfortunately, treatment utilization among depressed

adolescents is also lacking. Approximately 60% of

adolescent with MDD receive treatment (Lewinsohn,

Rohde, & Seeley, 1998). Individual outpatient

psychotherapy administered by a mental health provider

is the most common form of treatment. Adolescents with

more severe depression, a comorbid condition, a past

history of MDD, a history of suicidal attempts, and

academic problems, and females were more likely to

receive treatment. However, those who had received

treatment were not less likely to relapse into another

episode of depression during young adulthood

(Lewinsohn et al., 1998). This suggests that the typical

treatment received by depressed adolescents may not

have been effective at changing the underlying cause of

depression onset.



Assessment of Depression

A number of questionnaires and diagnostic interviews are

available to assess depression symptoms and MDD in

adolescents and adults. We review these assessments for

adults and adolescents separately.

Adults

The Structured Clinical Interview for DSM-IV Axis I

Disorders (SCID) diagnoses is the most common method

for determining whether an adult meets criteria for MDD

(and many other DSM-IV diagnoses). This is a

semistructured interview that inquires about current and

past symptoms. Length of an SCID interview can be quite

variable—individuals with no past or current symptoms

can complete the interview in about 15 minutes.

Individuals with more complex symptom presentations

can take several hours to complete a SCID interview. A

typical SCID interview takes about 90 minutes. With

adequate interviewer training, the SCID interview has

excellent reliability and has been used extensively in

depression research. Determining the validity of the SCID

is more complex, as it is typically used as the gold

standard to determine a diagnosis. Nevertheless, there is

ample evidence that an SCID diagnosis converges with

diagnoses derived from other diagnostic interviews (First,

Spitzer, Williams, & Gibbon, 1995). For more detail on the

SCID, see http://www.scid4.org/.

The World Health Organization (WHO) Composite

International Diagnostic Interview (CIDI) is a psychiatric

diagnostic interview designed to be administered by

nonclinicians. The CIDI assesses for most Axis I disorders

(including MDD) as defined by the DSM-IV and the ICD-

10. It also assesses service use, use of medications, and

barriers to treatment. There is substantial evidence for

http://www.scid4.org/

