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Abstract 

The following is a de-identified case study on the treatment process and outcome for a 20-year-

old pregnant LatinX female diagnosed with anxious depression. Names and other details of the 

case have been changed to preserve confidentiality. The name “Nicole” is used to refer to the 

client within this document. Nicole is a full-time college student who presented with moderate to 

severe depressive and anxious symptoms that impacted her ability to function at home and 

academically. Consistent with the literature on empirically supported treatments for anxious 

depression, this therapist utilized Cognitive Behavioral Therapy to assist Nicole in learning skills 

to effectively manage and reduce her symptoms. The interventions included psychoeducation on 

depression, lifestyle changes, and cognitive restructuring. This EST Case Study reviews the 

relevant scientific literature of theoretical models used to conceptualize etiology and 

maintenance of symptoms, an overview of treatment modalities used to treat symptoms, along 

with empirical support for those interventions. This is followed by client-specific descriptions of 

the initial interview and formal assessments used to clarify diagnosis, development of a treatment 

plan, implementation of treatment interventions, and measures of treatment progress. A 

transcription of one complete session is included to provide a glimpse into Nicole’s presentation 

and offer insights into how this therapist processed session content to make informed decisions 

regarding implementation of treatment interventions. Reflections on strengths and areas for 

improvement regarding the therapist’s skills are also discussed. In brief summary, Nicole 

regularly attended 15 sessions over 5 months. Her adherence to homework assignments was 

fairly consistent. She implemented therapeutic techniques, such as developing a healthier diet, 

improving sleep hygiene, and engaging in cognitive restructuring. At the conclusion of the five-

month EST Case Study, Nicole had made small treatment gains and was somewhat more 



 4 

effectively managing her symptoms. Treatment was expected to continue beyond the writing of 

this report. 

Treatment for Major Depressive Disorder: A Case Study of a 20-Year-Old Female 

 The Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American 

Psychiatric Association [APA], 2013) presents the core symptomatology for major depressive 

disorder (MDD) as a period of two weeks during which there is either depressed mood or 

markedly diminished interest or pleasure in almost all activities. An individual must also 

experience at least four of seven additional symptoms that include significant changes in appetite 

or weight; disrupted sleep patterns; reduced psychomotor activity; decreased energy; feelings of 

worthlessness or guilt, difficulty thinking, concentrating, or making decisions; and recurrent 

thoughts of death or suicidal ideation, intent, plans or attempts.  

To be considered a major depressive episode, symptoms must be newly present or must 

have clearly worsened compared with the person’s status prior to the episode. Symptoms must be 

present for most of the day, nearly every day, for at least two consecutive weeks, with the 

exception of weight change and suicidal ideation. Weight change is an exception as body weight 

may not fluctuate as quickly. When determining if individuals meet eating/weight criteria, it may 

be better to focus on initial appetite changes. Suicidal ideation is the other exception because a 

single moment of suicidal ideation is enough to fulfill the suicide criterion for a major depressive 

episode. The cluster of endorsed symptoms must also be accompanied by clinically significant 

distress or impairment in social, occupational, or other important areas of functioning. Symptoms 

must not be attributable to bereavement, the physiological effects of a substance, or to another 

medical condition.  

Depression is one of the most common disorders presented to mental health professionals 

in the United States. The DSM-5 (2013) reports major depression may first appear at any age. 
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However, the likelihood of onset increases significantly with the onset of puberty. In the United 

States, the incidence of major depression peaks in individuals at the age of 20. While the 

prevalence across a twelve-month period for all age groups is 7%, marked differences have been 

reported for specific age groups. Individuals in the 18 - 29-year-old range have a threefold higher 

prevalence rate than individuals ages 60 or older. Marked gender-based differences have also 

been reported with females experiencing 1.5- to 3-fold higher prevalence rates than males 

beginning in early adolescence (APA, 2013). Major depression can severely interfere with and 

limit a person’s ability to function in everyday life or carry out activities of daily living. In 2020, 

the National Survey on Drug Use and Health estimated 21 million adults in the United States 

have had at least one major depressive episode across their lifespan. Said another way, an 

estimated 8.4% of all adults in the United States had experienced at least one major depressive 

episode (National Institution of Mental Health [NIMH], 2022).  

Many individuals with depression also experience symptoms of anxiety. These anxious 

symptoms may reflect a separate yet comorbid anxiety disorder, while other times may occur as 

part of the depressive episode. The importance of anxious features within the context of a 

depressive episode has been recognized in the DSM-5 (2013) as warranting an anxious distress 

specifier within the depression diagnosis. The DSM-5 (2013) states the “with anxious distress” 

specifier should be used when at least two of the following symptoms are present for the 

majority of the days during a major depressive episode: 1) feeling keyed up or tense, 2) feeling 

unusually restless, 3) difficulty concentrating due to worry, 4) fear that something awful may 

happen, and 5) feeling a loss of control of oneself. The reasoning for this specifier is to provide 

clinicians more information to direct treatment.  

Specific to the client in this case study, anxious depression has been shown to be 

significantly more common among women (Chan et al., 2012) and Hispanics (Fava et al., 2009). 
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Research also shows a greater risk of onset (Hovens et al., 2015) and a more chronic course of 

anxious depression in children with a history of emotional neglect and psychological abuse 

(Hovens et al., 2012).  

Symptoms of depression and anxiety can disrupt and impair daily functioning in several 

ways. Depression and anxiety disrupt attentional resources and working memory through 

competition between attempts to direct attention to the task at hand and away from the distractive 

and intrusive effects of negative thoughts (Christopher & MacDonald, 2010). Sleep can also be 

heavily impaired and Alvaro et al., (2013) described how anxiety predicts later excessive 

daytime sleepiness. Evidence also suggests insomnia is bidirectionally related to anxiety and 

depression, and interestingly, insomnia could predict depression more consistently than 

depression could predict insomnia.  

Depression is also known to interfere with information processing. Compared to those 

who are not depressed, depressed individuals take longer to process the precise emotions of 

others. Depressed individuals also tend to overestimate the intensity of negative emotions 

expressed by others and show a negative interpretation bias towards ambiguous or neutral facial 

expressions (Zhu, 2021). Depression is also known to impair executive functioning, such as 

inhibition control, planning and cognitive flexibility (Ajilchi & Nejati, 2017, Fossati et al., 

2002). 

The rate of people searching for help with depressive symptoms in the United States has 

quickly escalated since the introduction of the COVID-19 virus in early March of 2020. Mental 

Health America ([MHA], 2020) conducted a screening of almost 535,000 Americans that took 

place from January to September of 2020, and found a 62% increase in people who scored 

moderate to severe for depression compared to the 2019 screening. The number of Americans 

screening with moderate to severe depressive symptoms has continued to increase during 2020 
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and into 2021, and remains higher than rates preceding the COVID-19 virus. Due to social 

distancing, loneliness and isolation increased and thus the risk for depression increased. Of 

people screened in 2020, 70% stated that loneliness and isolation were among the top 3 factors 

that were contributing to their decreased mental health (MHA, 2020).  

Theoretical Foundation 

Etiology: Vulnerability Factors 

A vulnerability theory, in addition to an overarching diathesis-stress model, can aid in the 

understanding of the etiology and development of disorders, such as depression and anxiety 

(Barlow, 2002, 2014; Beck, 1967; Alloy et al., 1985). The vulnerability model suggests the 

interaction of at least two factors must be in place for the development of emotional disorders. 

The model proposes genetic or biological vulnerabilities accompanied by psychological 

vulnerabilities, when coupled with stressful events later in life, may activate depressive and/or 

anxious symptoms and potentially lead to the development of a disorder. 

            According to the vulnerability model, one has a certain genetic or heritable component 

that comprises the biological vulnerability factor which can contribute to the development of 

negative affect (Barlow, 2002, 2014; Lohoff, 2010; Shadrina et al., 2018). In other words, some 

people inherit the tendency to be more emotionally reactive than others. The inherited tendency 

to be emotionally reactive means a person is more likely to be highly sensitive and overinterpret 

life events as stressful and to perceive a wider range of stressors as problematic (Bouton et al., 

2001).  

However, the biological vulnerability does not act alone. The psychological vulnerability 

factor is also a key component to the development of depression or anxiety. The development of 

a psychological vulnerability arises when one experiences early negative and/or traumatic life 

events and/or when they are unable to attain predictable care or nurturance from caregivers 
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(Barlow, 2002; 2014). These dysfunctional life events foster the creation of maladaptive 

schemas. Maladaptive schemas are cognitive structures that impact how a person views 

themselves, others, and the world (Beck, 1967; Beck & Alford, 2009).  

The vulnerability model also suggests the psychological vulnerability factor stems from a 

lack of sense of control in early childhood experiences (Barlow, 2002; 2014, Bouton et al., 

2001). A perceived lack of control over one’s environment is also thought to be related to a sense 

of unpredictability. Thinking that one cannot predict or control an event makes knowing when 

the event will occur, how to prepare for the event, or knowing when the event will conclude 

more difficult, contributing to pessimism and a sense of helplessness over life circumstances.  

A perceived lack of control can lead to a pessimistic attributional style or depressogenic 

thinking (Abramson et al., 1978; Kovacs & Beck, 1978). People who have a pessimistic 

attributional style or who engage in depressogenic thinking tend to have a sense of learned 

helplessness (Seligman & Maier, 1967) in which they attribute negative events as having 

internal, global, and stable causes and positive events as having external, specific, and unstable 

causes. These concepts parallel Rotter’s (1966) description of locus of control, where persons 

with an internal locus of control believe their actions are important and can produce a 

meaningful impact on their life. Depressed persons are more likely to espouse an external locus 

of control wherein they believe their own actions do not matter, and that they are at the mercy of 

outside forces. A person’s pessimistic attributional style or depressogenic thinking, learned 

helplessness and external locus of control increase the psychological vulnerability factor’s 

influence on the development of mood disorders (Abramson et al., 1978). Maladaptive schemas 

and a pessimistic view of life and the world generated during childhood and adolescence is then 

carried over and maintained in adulthood (Abramson et al., 1978; Beck, 1967; Bouton et al., 

2001). Beck (1967) concretized this idea when he introduced the concept of the Cognitive Triad 
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in which individuals who are depressed tend to view themselves, others and the world, and their 

future as negative and pessimistic.  

The co-occurrence of biological vulnerability and psychological vulnerability factors 

within the vulnerability model combined with major life stressors (e.g., the uncontrollable and 

unpredictable consequences of the COVID-19 virus) may be the catalyst to the development of 

depression and related disorders.  

Cognitive Behavioral Theory  

Beck’s (1967) cognitive theory stresses the importance of cognitions, an individual’s 

thoughts, beliefs, and perceptions, and their impact on emotions (e.g., depression) and behavior. 

The cognitive model proposes that behavior is not determined by one’s environment, but rather 

by the thoughts and perceptions one forms about events occurring within the external 

environment. The cognitive theory states an individual develops and forms core beliefs and 

schemas during early childhood. Core beliefs are certain ideas about the self, others, and the 

world. Schemas are clusters of attitudes and judgments that consist of generalizations made on 

the basis of interactions with the environment. Core beliefs and schemas are then used as a guide 

for one’s pattern of thinking, perceptions and interpretations of everyday events (Beck, 1967; 

2011; Beck & Alford, 2009).  

Because individuals interpret events as a direct function of core beliefs and schemas 

(Beck, 1967; Beck & Alford, 2009), it is important to recognize this process is a part of normal 

and even adaptive cognitive functioning. When it comes to psychological disorders, the process 

becomes distorted such that people who suffer from depression and anxiety have developed 

negative core beliefs and maladaptive schemas (Beck, 2011; Beck, 1967; Beck & Alford, 2009). 

According to Beck (1967), dysfunctional thinking is a component of all psychological disorders 

and disturbances arise due to distorted and dysfunctional thinking patterns. Once negative, 
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pessimistic, and helpless core beliefs and schemas are formed, they tend to be firmly set, 

especially core beliefs. Core beliefs are extremely rigid and stable and are viewed as truths 

immune to further questioning or investigation (Beck, 2011; Beck & Alford, 2009; Padesky, 

1994). Additionally, maladaptive schemas of those who have been diagnosed with a mood 

disorder are thought to be more stable and rigid in nature than the schemas of those who do not 

have a mood disorder (Beck, 1967). Core beliefs and schemas determine what a person notices, 

attends to, and remembers about their experiences, creating their own perceptions of the 

environment and life circumstances. In turn, behavior is significantly impacted by core beliefs 

and schemas as they serve as guides for directing actions and for interpreting experiences in a 

meaningful way (Beck, 1967; Beck & Alford, 2009; Padesky, 1994).  

Beck’s (1967) cognitive theory suggests automatic thoughts (ATs) represent the 

superficial cognitive feature of core belief and schema activation. ATs are immediate streams of 

thinking that help us interpret a situation. Again, ATs themselves are not a symptom of 

psychological disorders and are in fact experienced by all people. Negative ATs are what serve 

to maintain depressive and anxious thought patterns. ATs become negative when individuals’ 

perception of their experience becomes distorted by ignoring or not noticing contradictory 

information, discounting contradictory information, or seeing contradictory information as the 

exception to the rule (Beck, 1967; Beck et al., 2015). Negative ATs influence emotional and 

behavioral responses, as they are seen as extremely real and believable at their time of 

occurrence. ATs are usually brief and spontaneous, and often go unnoticed as most people are 

unaware of the thoughts themselves; rather, they are more cognizant of the emotions and 

behaviors that the ATs bring forth (Beck, 2011; Padesky, 1994). Having developed a negative 

core belief, depressed individuals tend to misconstrue neutral or positive events in their mind. 
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Thus, their ATs are negatively biased (Beck, 2011), leading to negative appraisal and 

interpretation of events.  

Maintenance  

As stated above, depressive symptomatology is maintained due to viewing one’s 

environment through a distorted lens. A counterintuitive aspect of Beck’s (1967) cognitive 

theory is that life events are not the primary causal factor in determining and maintaining a 

depressed mood. Rather, the person’s interpretations of the life events as stressful, unwanted, or 

unmanageable is what promotes the negative mood state. The fact that non-depressed people are 

able to view life events that would be considered devastating to a depressed person, as 

challenging, stimulating and even self-enhancing illustrates the importance of attributional styles. 

Figure 1 illustrates the cognitive theory’s model on the levels of thought and how cognitions 

influence reactions and behaviors.  

Figure 1. Hierarchy of Cognition 

Core Beliefs 

↓ 

Intermediate Beliefs 

(rules, attitudes, assumptions) 

↓ 

Situation 

↓ 

Automatic Thoughts 

↓ 

Reaction 

(emotional, behavioral, physiological) 

 

Within the cognitive model, Barlow (2002; 2014) proposes cognitions (i.e., what 

someone thinks), physiology (i.e., bodily reactions/sensations), emotions (i.e., how someone 

feels), and behaviors (i.e., what a person does) interact with and influence one another. These 

four components comprise a cycle that maintains anxious depressive symptoms. For example, 
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when faced with a problematic and recurring situation, an individual may have an AT such as “I 

can’t do anything right.” This AT may then produce a physiological response such as an increase 

in heart rate and heavy or achy muscles. Because one is having such negative ATs, coupled with 

particular physiological responses, one may then notice experiencing emotions consistent with 

sadness and depression. Because the individual feels sad and depressed, the person may behave 

in a way to avoid or reduce their sadness, such as self-isolating and sleeping during the 

day. Figure 2 is the cognitive theory’s basic model of the sequence of an individual’s reaction to 

a situation. 

Figure 2. Basic Cognitive Model Sequence  

Situation 

↓ 

Automatic Thought 

↓ 

Physiological Response 

↓ 

Emotion 

↓ 

Behavior 

 

The manner in which each of the four components of the model influence one another serves to 

maintain and perpetuate an anxious depressed mood. For instance, the behavioral choice of 

sleeping during the day is likely to induce additional depressogenic ATs such as “I am lazy” or 

“It is impossible for me to break this slump,” thereby continuing the cycle.  

Because Barlow’s (2002;2014) theory also suggests individuals are more likely to 

remember situations in which they have failed or did not live up to some personal standard while 

discounting or ignoring successful experiences, they come to anticipate failure by maintaining a 

negative sense of self, others, and the world. Even more problematic is when the self-proclaimed 
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prophecy is fulfilled, additional evidence is added to the stockpile of personal defeats. When 

layered one upon one another, the eventual outcome is depression with anxious distress. 

 The assumed sequential nature of these five realms may be an oversimplification as 

cognitions, emotions, physiology, behavior, and the environment can impact one another in a 

more interdependent manner. There may be a more complex sequence of events with varied 

triggering situations, ATs, physiological and emotional reactions, and behaviors (Beck, 2011).  

Understanding depression from a cognitive behavioral standpoint helps clinicians and clients see 

their behaviors are not a direct result of the environment, but rather the culmination of a series of 

internal events of which the client can gain perceived control. The cognitive behavioral therapist 

helps clients identify and challenge the veracity and utility of thought patterns, and teaches them 

how to create not only new, but more accurate and adaptive, thinking patterns in order to 

promote desired behavior.  

Empirical Support for Treatment  

Cognitive Behavioral Therapy for Depression  

CBT for depression involves the use of empirically supported strategies, as it is one of the 

most extensively researched psychotherapy-based treatments. To alleviate depressive symptoms, 

treatment is directed at three domains: 1) cognition, 2) behavior, and 3) physiology (McGinn, 

2000). In the cognitive domain, treatment involves using Cognitive Restructuring to help clients 

evaluate, reconsider and modify negative beliefs about themselves, others and the world that lead 

them to feel depressed. In the behavioral domain, CBT interventions for depression generally 

focus on helping clients become more engaged in activities they value and have given up since 

becoming depressed through Behavioral Activation, as well as identifying and eventually 

altering maladaptive behavioral response patterns to stressful and challenging situations. Lastly, 

the physiological domain is targeted at worry and anxiety in which clients are trained in guided 
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imagery, meditation, and relaxation techniques to help calm the body. For depressive clients with 

anxious distress, it may be important to focus on the physiological domain earlier in treatment to 

relieve anxiety (Thase et al., 2017). 

CBT is considered a family of related therapies because interventions incorporate a range 

of components such as psychoeducation, lifestyle changes, and cognitive restructuring. In a 

meta-analytic research study with 6,330 participants analyzing the clinical relevance of 

randomized control trials (RCTs) of CBT for depression, Lepping et al., (2017) found the 

greatest clinical improvement occurred with a combination of CBT and pharmacological 

treatment. The second largest clinical improvement occurred under CBT alone, with both 

conditions demonstrating statistically significant superiority to control groups and groups 

receiving pharmacological treatment alone.  

Results of a second meta-analysis indicated a significant and clinically relevant effect of 

CBT with progress measured by the Clinical Global Impression Scale (Leucht et al., 2013). A 

third meta-analysis (Hofmann et al., 2017) with 1,969 participants identified moderate 

improvements in Quality of Life (QOL) from pre- to post-treatment (Hedges’ g = 0.63). in adults 

with major depressive disorder who received CBT. In this study, the effect size remained stable 

over the course of follow-up periods as well. A strong correlation between major depression and 

QOL was also identified, as improvements in depressive symptoms were significantly positively 

associated with greater improvement in QOL.  

Because therapy services in this EST Case Study were provided both in-person and via 

telehealth, it is important to examine research on different delivery methods used to deliver CBT. 

Lopez-Lopez et al. (2019) reviewed RCTs to estimate the relative effectiveness of CBT for 

depression delivery formats, including face-to-face, telehealth, or hybrid (N = 6,973). Results 

showed all CBT interventions yielded larger decreases in depression scores compared to 
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treatment as usual (sDIMC = 0.72), with the biggest effect yielded by face-to-face CBT (sDIMC 

= -1.11). A separate meta-analysis (Cuijpers et al., 2019) also assessed the relative effectiveness 

of different CBT delivery formats for the treatment of depression, including individual, guided 

self-help, and telehealth services (N = 15,191). Evidence showed individual (ES = -0.52, -1.08), 

guided self-help (ES = -0.56, -0.81) and telehealth (ES = -0.63, -0.69) delivery methods were all 

significantly more effective at treating adults with depression than care-as-usual/no treatment, 

and waitlist conditions, respectively.  Results suggest individual, guided self-help, and telehealth 

treatment formats have comparable effectiveness in the treatment of depression and the 

effectiveness does not differ across formats.  

Ciharova et al. (2021) conducted a meta-analysis to compare components of CBT (N = 

3,382). The aim of the study was to examine cognitive restructuring (CR) alone, behavioral 

activation (BA) alone, and their combination as CBT for the treatment of depression. There were 

evidenced differences between CBT and waitlist (ES = 1.07), CR and waitlist (ES = 1.84), and 

BA and waitlist (ES = 1.52), all with large effect sizes. Moderate effect sizes were found when 

comparing CBT to care-as-usual/no treatment, (ES = 0.48) and BA to care-as-usual/no treatment, 

(ES = 0.49). Additionally, researchers did not find differences in effectiveness when comparing 

CBT, CR, and BA. Each component by itself or in combination was effective for the treatment of 

depression.  

To address the anxious component frequently comorbid with depression, a 

comprehensive review of repetitive negative thinking across disorders found anxiety-based 

worry and depression-based rumination to be more similar than different (Ehring & Watkins, 

2008). While worry is associated with future-oriented thoughts and rumination is associated with 

past-oriented thoughts, yet both are repetitive, difficult to control, have negative content, are 

predominantly verbal, and are relatively abstract. Some studies have found clients with 
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generalized anxiety disorder and major depression do not differ in frequency and intensity of 

worry (Olatunji et al., 2010). Spinhoven et al. (2018) conducted a meta-analysis (N = 3,307) 

examining the effect of CBT for depression on repetitive negative thinking (i.e., rumination or 

worry with negative thoughts content). The overall effect of CBT on repetitive negative thinking 

compared to control conditions, such as care-as-usual/no treatment and waitlist groups, at post-

test was moderate (Hedges’ g = 0.63). A meta-regression analysis, or a quantitative statistical 

analysis of several separate but similar experiments or studies used to test the pooled data for 

statistical significance, showed a significant linear relationship of treatment effects on repetitive 

negative thinking with treatment effects on depression severity as well. This relationship 

suggests the idea that reductions in repetitive negative thinking mediate the effects of treatment 

for depression.  

Because the client in the current case study is originally from Colombia, the therapist 

considered how to adopt CBT for LatinX cultures in the United States. Cultural and economic 

reasons advocate for using CBT for traditionally oriented LatinX populations (Organista & 

Muñoz, 1996). LatinX populations typically prefer a more directive treatment approach 

emphasizing immediate symptom relief, provision of guidance and advice, and a problem-

centered focus. CBT is a good fit for LatinX clients as it helps to quickly orient clients to 

treatment through psychoeducation about mental disorders and how CBT is used to 

conceptualize and treat their symptoms. This approach helps to demystify psychotherapy and 

helps LatinX populations know what they can expect from the therapist, as well as what will be 

expected of them (Organista & Muñoz, 1996).  

To further alleviate the stigma typically attached to psychotherapy, the use of manuals, 

homework assignments, and in-session activities help LatinX populations to view therapy as 

more of a classroom setting. Common cultural concerns that emerge in psychotherapy among 
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LatinX populations often include interpersonal conflicts in marriage and family, as well as 

differing opinions regarding gender roles. Organista & Muñoz (1996) advise therapists to engage 

LatinX populations in treatment by following culturally sensitive protocols that include several 

important LatinX values. A meta-analysis reviewed the literature regarding culturally adapted 

and conventional CBT for Latin American clients (Hernandez & Waller, 2020) and found no 

differences between the sets of studies in terms of effectiveness, retention rates, or 

methodological quality. This evidence indicates both culturally adapted and conventional CBT 

offer very similar benefits for Latin American clients.  

It is also important to recognize the client’s pregnancy in this current case study and how 

it may be contributing to her symptoms. To modify CBT to best fit the specific needs of pregnant 

women, one study aimed to understand the perinatal concerns and themes most relevant for the 

treatment of depression (O’Mahen et al., 2012). This qualitative study used a semi-structured 

interview to explore pregnant women’s presenting problem or reason for referral for the 

treatment of depression during the perinatal period. Themes discovered within this study 

included, but were not limited to: unexpected isolation and rejection, inability to participate in 

rewarding and valued activities, physical limitations, and amplified gender differences. Women’s 

rigidly held beliefs about motherhood were related to their behaviors and emotions. This study 

also found that scarcity of emotional support, combined with the lack of important and available 

coping strategies, may create a sense of hopelessness and should be a main focus for CBT 

treatment of depression in perinatal women.  

Presenting Problem and Relevant History 

Presenting Problem 

            Nicole was self-referred to treatment in the Fall of 2021 due to concerns about 

depression. Nicole reported she sought treatment because she was doing very poorly in her 
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college classes due to poor concentration, adding she was very close to dropping out. Nicole 

stated she felt very sad and “down” due to her grandparents’ recent illnesses and deaths. Nicole 

also reported she was pregnant and experiencing relationship concerns with her significant other. 

Nicole stated she had no energy and felt “like a zombie.” She reported difficulty getting and 

staying out of bed because she feels like she got “hit by a truck.” Nicole stated she was getting 

poor sleep at night. She reported extended sleep onset latency, as she would go to bed around 10 

p.m. but fall asleep around 11 p.m. She stated she had restless sleep and periods of wakefulness 

as she would wake up around 2 a.m. and not be able to resume sleep until after 4 a.m. She also 

endorsed early morning awakening where her body would wake up around 6 a.m. and she would 

not be able to fall back asleep. Because of this disrupted sleep pattern, Nicole stated she would 

take naps during the day, was extremely irritable with family commenting she appeared sluggish, 

and would often argue with her significant other. Nicole reported a severe loss of appetite 

resulting in weight loss of five pounds despite pregnancy, being easily fatigued, and feeling a 

sense of guilt and worthlessness relating to her relationship with her significant other and the 

fetus. Nicole labeled this “mom guilt” in which she felt guilty for not being as excited about her 

pregnancy as she perceives she should be, being depressed, and not eating or exercising properly, 

as she knows her health impacts the baby’s health. Nicole stated her significant other’s multiple 

infidelities made her feel worthless as a partner to him or potential others. 

Demographics 

Nicole is a 20-year-old LatinX full-time college student. She is a junior at a medium 

sized university. Nicole resides off-campus in a midsize city in the midwestern United States. 

Nicole’s current living situation and income places her in the SES category of lower-middle 

class, determined by Nicole having government assistance to help pay for food, being the only 

person in her home with reliable income, and having to ask her sister on occasion to help pay for 
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rent. She was three months pregnant when she first presented to treatment and lives in an 

apartment with the father of the child. They have been in a relationship for 5 years, and living 

together for the last 3 years. Nicole is the only person in the apartment who is producing livable 

income, as she was working full-time as a clerk in the pharmacy of a grocery store. The father 

had attended the same university on an athletic scholarship but had dropped out of school at the 

start of the school year and has not been able to hold down a steady job since.  

Family History 

Nicole is originally from Colombia and moved to the United States when she was 7 

years-old. Her mother and step-father remain in New Jersey, the original state her family 

immigrated into. Nicole has two older brothers who still reside in Colombia and an older step-

sister who now lives several states away. Therefore, Nicole receives limited social support from 

her parents or siblings. Nicole does not have a relationship with her biological father, but affirms 

this lack of relationship has no impact on her mood. Nicole refers to her mother’s current 

husband as her father, but he does not provide much social support as they do not have much of a 

father/daughter relationship. Nicole and her mother have a somewhat strained relationship due to 

her mother’s mental health, with Nicole reporting her mother has been diagnosed with Bipolar I 

and Schizophrenia. Nicole has attempted to maintain a relationship with her mother and calls her 

on the phone around three times a month, but does not receive much social support. Nicole’s 

family, especially her brothers, initially expressed disappointment in her when she told them she 

was pregnant, which is consistent with their historical pattern of being a source of criticism 

rather than support. Nicole was experiencing an extreme lack of familial support at the start of 

treatment.   
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Developmental/Medical/Psychological Treatment History 

            Nicole reported she was a relatively healthy baby when she was born and that she met 

gross and fine motor developmental milestones at typical ages. However, she described a 

procedure done on her back when she was quite young that currently causes her pain. Nicole 

stated her back had not been in pain prior to being pregnant and the pain has gradually and 

persistently increased throughout the course of her pregnancy. Nicole reported preferring natural 

techniques over prescription medications, such as wearing a back brace, yoga or hot showers to 

treat her back pain. Nicole’s current health is being regularly monitored due to her pregnancy, 

and she was initially labeled “high risk” due to blood clots. Nicole stated the blood clots have 

since dissipated and have not caused any other concerns. Overall, her doctors have stated she 

appears healthy.  

            Nicole denies having any history of mental health concerns that resulted in formal 

diagnosis or psychological treatment prior to current treatment. She also denied any history or 

current use of medications other than prenatal vitamins which were prescribed to her by her 

attending physician.  

Education 

Nicole described being of junior status at the university she currently attends. When 

Nicole first presented to treatment, she was enrolled in 18 credit hours. She stated she was failing 

all of her classes and was considering dropping out of school. Nicole reported school was 

generally easy for her prior to this semester, and described herself as a “good student” 

throughout her entire primary education and first two years of her secondary education. Nicole 

stated school had been more stressful during this particular semester due to the grief following 

the loss of her grandparents’ passing and the travel time back and forth from Colombia to the 

U.S. to help with funeral arrangements. She indicated not being able to concentrate or focus very 
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well, which along with her mounting fatigue has resulted in not attending nearly all of her classes 

for 3 weeks prior to her first therapy session. Nicole demonstrated insight by acknowledging her 

mood was interfering with her academic performance.   

Social History 

            Nicole reported long-standing and stable relationships with the same three friends she has 

known her whole life. She stated she was satisfied with her friendships growing up, but that 

currently it is hard for her to get as much social support since she moved so far away from these 

friends. The sense of social isolation was heightened during the COVID-19 pandemic. Nicole 

stated she decided to move as far away from home as she did because her significant other 

received an athletic scholarship, so they relocated together. She reported not having new 

friendships since she moved due to being busy with school and working full time. Nicole also 

stated, due to her pregnancy, she has not sought out new friendships because she feels she is in a 

different stage of life compared to peers her age.  

            Nicole reported she and her significant other have been together since their freshman year 

of high school. She reported verbal abuse from him during her freshman and sophomore year of 

high school, but that the abuse had dissipated until this semester after she became aware of his 

history of infidelity. Because she was in an unfaithful relationship, Nicole included her 

pregnancy and the status of her relationship as major sources of anxiety and depression. She 

stated her significant other had promised to be faithful to her since the infidelity surfaced, but 

Nicole reported she has no confidence in him because she continues to discover new information 

about the women he had been seeing. Nicole acknowledged her current relationship is verbally 

and psychologically abusive, as her boyfriend will tell her he wishes he never got her pregnant 

and is extremely invalidating of her emotions. She reported she is choosing to stay in the 

relationship for the duration of her pregnancy because she has nowhere to go and has very 
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limited sources of support. She reported a plan to eventually leave the apartment when the lease 

runs out this summer. Nicole stated she plans for her and the baby to move out and live separate 

from the father.  

Nicole also reported experiences with racism when she was in high school. She stated her 

peers would make comments about their disgust and disapproval of her relationship with her 

boyfriend. She stated she is from a small town where people were not as accepting of interracial 

relationships; she is LatinX and her significant other is African American. However, she did not 

report any recent incidents of racial prejudice or discrimination since relocating out of New 

Jersey. Nicole denies any alcohol or marijuana consumption, illicit substance use, or use of 

prescription medication. She also denied any legal history.  

Work History 

            Nicole reported currently working at a pharmacy in a local grocery store, a job she has 

held for the past year. Her job duties include operating the cash register and returning 

medications. When Nicole first presented to treatment, she stated she worked full time, filling at 

least a 5 hour shift every day of the week except for Saturday. She explained this heavy 

workload is necessary in order to afford rent because her significant other did not have a job at 

this time. Throughout treatment, Nicole reported her boyfriend has been hired and fired from or 

has quit multiple jobs and did not bring in a steady income. She stated she does not mind her job, 

adding that she usually keeps to herself and does not interact with her coworkers very much 

because most of them are much older than she is.  
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Assessment 

Diagnostic Measures 

Major Depressive Disorder 

The Beck Depression Inventory-II (BDI-II; Beck et al., 1996) is a 21-item self-report 

inventory that measures characteristic attitudes and symptoms of depression in adolescents and 

adults. Each item on the measure is a group of statements that correspond to a specific category 

of symptoms and attitudes (Reynolds & Gould, 1981). Each of the nine criteria included in the 

DSM-5’s definition of depression, such as sadness, loss of pleasure, suicidal thoughts or wishes, 

worthlessness, etc., are expanded into multiple items on the BDI-II such that clusters of 

statements are used to assess each component of depression. Therefore, some questions such as 

past failures, feelings of punishment, and crying are not direct statements of DSM-5 criteria.  

The rating scale employed asks the respondent to pick the one statement within each item 

which best describes the way they have been feeling in the past two weeks, including the day 

they are filling out the measure. An example item assessing a “mood” symptom is: “I am so sad 

or unhappy that I can’t stand it.” Self-report options range from 0 (absent of symptom) to 3 

(severe symptom). Scoring is calculated by summing the ratings across all 21 items, which 

produces total scale scores ranging from 0 to 63 with higher scores indicating more severe 

depressive symptomatology. Cut-off scores indicating the presence of pathology have been 

established. For non-clinical populations, scores of 20 or higher are indicative of mood 

disturbances. For clinical populations, scores ranging from 0-13 indicate minimal mood 

disturbances, 14-19 indicate mild mood disturbances, 20-28 moderate mood disturbances, and 

29-63 severe mood disturbances (Beck et al, 1996).  

The BDI-II has demonstrated excellent psychometric properties. Strong internal 

consistency reliability has been reported with alpha coefficients of .92 among outpatients (Beck 
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et al, 1996), and .91 to .93 among college students (Dozois et al., 1998; Beck, et al., 1996). The 

BDI-II has demonstrated strong test-retest reliability as well. After a one-week period, Beck et 

al. (1996) reported a high test-retest reliability of r = .93, while Sprinkle et al. (2002) reported a 

similarly strong test-retest reliability of r = .96 across time intervals ranging from 1 to 12 days.  

The BDI-II has been shown to demonstrate high convergent and discriminant validity. 

Dozois et al. (1998) reported a correlation of r = .93 when the BDI-II was compared to the 

original BDI. A meta-analysis conducted by Wang and Gorenstein (2013) examined the 

convergent validity between the BDI-II and several other measures of depression. Correlations of 

r = .71 and r = .77 were obtained for the Zung Self-Rating Depression Scale (Zung, 1965), and 

the Depression subscale of the Depression Anxiety Stress Scales (Parkitny & McAuley, 2010), 

respectively. The BDI-II was shown to have appropriate discriminant validity as it produced 

moderate to weak correlations with measures of anxiety (Richter et al., 1998). In the BDI-II 

manual, Beck et al. (1996) reported a correlation of r = .60 between the BDI-II and the Beck 

Anxiety Inventory (Beck et al., 1988), as well as r = .47 between the BDI-II and the Hamilton 

Anxiety Rating Scale (Hamilton, 1969) for an outpatient sample. Additional support for 

convergent and divergent validity is provided by correlations ranging from r = .46 to .71 were 

reported between the BDI-II and various subscales from the Mood Anxiety Symptoms 

Questionnaire (Watson & Clark, 1991; Osman et al., 1997).  

In the current EST Case Study, the BDI-II was utilized at the outset of treatment to 

clarify the presence of Depressive Disorders, and also to provide a baseline for the severity of 

depressive symptomatology, against which later administration could be used to track changes of 

symptoms severity throughout the course of treatment. Nicole’s initial score of 46 indicated she 

was within the significant range and was experiencing extreme symptoms of depression. At the 

conclusion of the EST Case Study after 14 weeks of treatment, Nicole’s BDI-II total score had 
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decreased by six points, but remained in the Severe range. Nicole’s full series of scores on the 

BDI-II can be seen in Table 1. (See Appendix A to view the BDI-II items)  

Table 1 

Nicole’s BDI-II Scores Throughout Treatment 

Time Score Interpretation  

Baseline 46 Severe 

Week 4 46 Severe 

Week 6 43 Severe 

Week 8 48 Severe 

Week 10 44 Severe 

Week 12 42 Severe 

Final 40 Severe 

 

Generalized Anxiety Disorder  

The Penn State Worry Questionnaire (PSWQ; Meyer et al., 1990) is a 16-item self-report 

measure used in both clinical and nonclinical populations that assesses for the generality, 

excessiveness, and uncontrollability of worrying. The respondent is asked to use a 5-point Likert 

scale from 1 (not at all typical of me) to 5 (very typical of me) to rate each item regarding how 

typical or characteristic each statement is of them. Example items include “I am always worrying 

about something,” and “Once I start worrying, I can’t stop.” After reverse scoring items 1, 3, 8, 

10, and 11, a total score is calculated by summing responses across all items. Total scale scores 

range from 16-80, with higher scores indicating higher levels of generalized anxiety. The mean 

score on the PSWQ of an adult sample was reported as 42.2 (SD = 11.50; Gillis et al., 1995). The 

mean score for people diagnosed with GAD was reported as 68.1 (SD = 7.33; Mennin et al., 

2002). Behar et al. (2003) examined the PSWQ using receiver operating characteristic analysis 
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for participants seeking clinician-assessed GAD treatment as well as a non-anxious control 

group. The study concluded that a PSWQ cutoff score of 45 provided the best balance of 

sensitivity (0.99) and specificity (0.98). However, the same study examined a more 

heterogeneous sample that included individuals likely to experience problems with other anxiety 

and mood disorders. In this larger sample consisting of unselected college students, it was 

determined that a cutoff score of 62 provided the best balance of sensitivity (0.86) and specificity 

(0.75).  

The PSWQ had demonstrated strong Internal consistency with alphas ranging from .86 to 

.95, as well as strong test-retest reliability with correlation coefficients ranging from .92 to .93 

after four weeks in student and clinical samples (Brown et al., 1992; Meyer et al., 1990). The 

PSWQ demonstrated strong convergent validity when compared to the Cognitive Somatic 

Anxiety Questionnaire (r = .70; Tamaran et al., 1985). Discriminant validity has been 

demonstrated by several studies. Meyer et al. (1990) identified a moderate correlation with other 

assessments related to persistent worry such as perfectionism (r = .39) and time urgency (r = 

.47). The PSWQ demonstrated a moderately strong positive correlation with certain maladaptive 

environmental coping skills, such as self-blame (r = .52), wishful thinking and dread (r = .45), 

and ignoring situations (r = .41; Meyer et al, 1990).  

The PSWQ’s ability to differentiate anxiety and depression was demonstrated when a 

weak correlation with the BDI (r = .36; Beck et al., 1961)). The PSWQ was initially utilized to 

clarify the presence of a diagnosis of Generalized Anxiety Disorder, and also to provide a 

baseline for the severity of generalized anxiety symptoms prior to commencing treatment. 

Nicole’s initial score of 63 indicated that she was within the high range and was experiencing 

high levels of worry. At the conclusion of the EST Case Study after 14 weeks of treatment, 



 27 

Nicole’s PSWQ total score had increased by seventeen points, putting her in the extremely high 

range for generalized anxiety. (See Appendix B to view the PSWQ items)  

Social Anxiety Disorder 

The Social Interaction Anxiety Scale (SIAS; Mattick & Clarke, 1998) is a 20-item self-

report measure that assesses anxiety and distress experienced upon meeting and talking with 

other people. It was designed to identify the presence of Social Anxiety Disorder (SAD) as 

distinguished from other types of anxiety disorders. For each question, the respondent is asked to 

indicate the degree to which they feel the statement is characteristic or true of themselves. The 

response options utilize a 5-point Likert scale ranging from 0 (not at all characteristic of me) to 4 

(extremely characteristic of me). Example items include “I have difficulty making eye-contact 

with others,” and “I find myself worrying that I won’ t know what to say in social situations.” 

After reverse-scoring items 5, 9, and 11, a total scale score is calculated by summing responses 

across all items. Total scale scores range from 0 to 80, with higher scores indicating more severe 

levels of anxiety in social interactions. Mattick and Clarke (1998) indicated a score of 34 is used 

as a cutoff to identify individuals who meet criteria for SAD. Peters (2000) conducted a receiver 

operating characteristic analysis and similarly found a cutoff score of 36 to provide the best 

balance of sensitivity (0.93) and specificity (0.60).  

The SIAS demonstrated high internal consistency with an alpha coefficient of .93 

(Mattick & Clarke, 1998). The SIAS demonstrated good test-retest reliability across 4 weeks 

with a correlation of r = .92 (Mattick & Clarke,1998). The SIAS demonstrated good convergent 

validity via moderate to strong correlations with the Fear of Negative Evaluation Scale (r = .66; 

Watson & Friend, 1969) and the Social Avoidance and Distress Scale (r = .74; Watson & Friend, 

1969, Mattick & Clarke, 1998). The SIAS showed good discriminant validity in regards to social 
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phobia, with a score of 34.6 (SD = 14) obtained for persons diagnosed with social phobia and 

18.8 (SD = 11.8) for those without social phobia.  

Using the SIAS to discriminate between social anxiety and other forms of psychological 

distress has also received empirical support as evidence by moderate correlations established 

with a number of related measures such as the State score from the State-Trait Anxiety Inventory 

(r = .45; Spielberger et al., 1983), the Trait score from the State-Trait Anxiety Inventory (r = .58; 

Spielberger et al., 1983), the Beck Depression Inventory- Short Form (r = .45; Beck & Steer, 

1993), and the Locus of Control of Behaviors Scale (r = .30; Rotter, 1966, Mattick & Clarke, 

1998).  

The SIAS was initially utilized to clarify the presence of a diagnosis of SAD, and also to 

provide a baseline for the severity of social anxiety symptoms prior to commencing treatment. 

Nicole’s score of 44 indicated that Nicole was experiencing moderate symptoms of social 

anxiety at the beginning of treatment. At the conclusion of the EST Case Study after 14 weeks of 

treatment, Nicole’s SIAS total score had decreased by twenty-five points, indicating she was no 

longer experiencing symptoms of social anxiety as a problematic level. (See Appendix C to view 

the SIAS items) 

Bipolar Disorder 

The Mood Disorder Questionnaire (MDQ; Hirschfeld et al., 2000) is a brief 17-item self-

report questionnaire designed to assess current or previous episodes of Bipolar Spectrum 

Disorder (BSD). Wang et al. (2020) substantiated the utility of using the MDQ to identify 

Bipolar spectrum disorders when they established that the respondent’s current mood state was 

not shown to significantly impact the accuracy of the measure. 

Item 1 consists of 13 separate questions describing specific symptoms of Mania, 

Hypomania, and Cyclothymia as defined by the DSM-5 and derived from clinical experience. 



 29 

The respondent is to check “yes” or “no” for each item to indicate which items apply to 

themselves. Example items include “Has there ever been a time when you were not your usual 

self and you felt much more self-confident than usual?” and “Has there ever been a time when 

you were not yourself and you got much less sleep than usual and found that you didn’t really 

miss it?” The four remaining items are used to clarify the presence of other diagnostic features, 

with items 2, 4, and 5 employing “yes” or “no” response options. Item 2 is used to establish the 

minimal timeframe needed to assign a Bipolar diagnosis; Item 4 assesses family history of mood 

disorders; and Item 5 establishes prior history of receiving a Bipolar diagnosis from a health 

professional. Item 3 employs unique response options of “no problem,” “minor problem,” 

“moderate problem” and “serious problem” to assess the degree of functional impairment.  

For a provisional diagnosis of Bipolar I or Bipolar II, respondents must have checked 

“yes” to at least seven out of the thirteen questions in Item 1 as this was identified as the optimal 

cutoff score to provide the best balance of sensitivity (0.73) and specificity (0.90) in clinical 

populations. In addition, selecting “yes” on Item 2 and providing a rating of “moderate” or 

“severe” on Item 3 are the final requirements for assigning a bipolar spectrum disorder.  

Because the MDQ is a relatively new questionnaire that was developed due to the lack of 

measures available to aid in the diagnosis of BSD, no articles were found to demonstrate the 

MDQ’s convergent or divergent validity. However, the MDQ has demonstrated good internal 

consistency with an alpha coefficient of .90 (Hirschfeld et al., 2000).  

With Nicole, the MDQ was initially utilized to help identify the potential presence of a 

diagnosis of BSD, and also to provide a baseline for the severity of BSD symptoms prior to 

commencing treatment. Nicole’s endorsement of only 3 on the first 13 items indicates that 

Nicole was not experiencing symptoms of BSD. At the conclusion of the EST Case Study after 

14 weeks of treatment, Nicole endorsed 4 of the 13 items, only endorsing one more item than at 



 30 

the start of treatment. This indicates Nicole still was not experiencing symptoms of BSD at the 

conclusion of treatment. (See Appendix D to view the MDQ items)  

Suicidality Risk Assessment 

            The Columbia-Suicide Severity Rating Scale (C-SSRS; Posner et al., 2011) is a semi-

structured questionnaire administered by a clinician to assess suicide risk. This scale is intended 

to be used by individuals who have been trained in its administration. The questions contained 

are suggested probes which allow for the administrator to further investigate with follow-up 

questions. Ultimately, the determination of the presence of suicidal ideation or behavior depends 

on the clinical judgment of the individual administering the questionnaire. The C-SSRS was 

designed to distinguish between four domains or constructs within suicidal ideation and behavior 

reflected by scores on the subscales of severity, intensity of ideation, behavioral, and lethality. 

The severity subscale is rated on a 5-point ordinal scale in which 1 = wish to be dead, 2 = 

nonspecific active suicidal thoughts, 3 = suicidal thoughts with any method but no specific plan 

and no intent, 4 = some suicidal intent with no specific plan, and 5 = suicidal intent with a 

specific plan. The intensity of ideation subscale comprises 5 items, each rated on a 5-point 

ordinal scale in which frequency, duration, controllability, deterrents, and reason for ideation are 

all measured. The behavioral subscale is rated on a nominal scale that includes actual, aborted, 

and interrupted attempts; preparatory behavior; and non-suicidal self-injurious behavior. The 

lethality subscale assesses actual attempts in which lethality of the method is rated on a 6-point 

ordinal scale. If actual lethality is zero, the potential lethality is rated on a 3-point ordinal scale.   

C-SSRS also assesses for suicidality across the entire lifetime, as well as for the most 

severe ideation or behavior, as research has identified characteristics of past suicidality to be 

stronger predictors of subsequent suicide than current ideation. The C-SSRS then assesses for 

potential activating events, such as “Recent losses or other significant negative life events;” 
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treatment history such as “Previous psychiatric diagnosis and treatment;” and clinical status, 

such as “Hopelessness” or “Major depressive episode.” The clinician is then prompted to assess 

for access to lethal means, specifically asking about the presence or absence of a firearm in the 

home or workplace, or the ease of accessing a firearm, regardless if mentioned by the client. 

Finally, the clinician assesses protective factors, such as “Fear of death or dying” or “Identifies 

reasons for living,” as well as risk factors, such as “Inadequate social support,” or “Family 

history of death by suicide.”  

Upon completion, the C-SSRS can stratify clients into categories of low, moderate, or 

high risk with suggested steps for each. The suggested intervention for a client deemed low risk 

is discretionary outpatient referrals. A client deemed moderate risk is encouraged to directly 

address suicide, implementing suicide prevention strategies and to develop a safety plan. For 

clients deemed high risk, initiating admission to a local inpatient psychiatric facility is 

recommended. Posner et al. (2011) found extremely high sensitivity (1.00) and specificity (0.99) 

statistics for the ability of the C-SSRS to accurately predict a suicide attempt in the near future. 

These psychometric properties suggest the C-SSRS is very unlikely to fail to identify who will 

make a serious suicide attempt, and equally unlikely to over-identify persons who are not in 

immediate risk. 

 The C-SSRS demonstrated high internal consistency with an alpha coefficient ranging 

from 0.73 to 0.95 (Posner et al., 2011; Serrani, 2017). Given the transient nature of suicidal 

ideation, intent, and actions, test-retest reliability has not been reported for the C-SSRS. The C-

SSRS has demonstrated good convergent validity via moderate to strong correlations with the 

BDI-II suicide item (r = .51; Beck et al., 1996), the Montgomery-Asberg Depression Rating 

Scale (r = .63; Montgomery, 1987; Mattick & Clarke, 1998) and the Sheehan Suicidality 
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Tracking Scale (r = .80; Sheehan & Giddens, 2015; Serrani, 2017). The scholarly literature does 

not yet include the descriptions of the discriminant validity for the C-SSRS.  

The C-SSRS was utilized at the outset of treatment to clarify the presence of suicidal 

ideation and behavior, current and lifetime. A brief version was used to track any changes in 

suicidality throughout the course of treatment. Nicole’s initial denial of any suicidal ideation or 

behavior suggests she was at low risk at the outset of treatment and the decision to accept her as 

an outpatient client was substantiated by a continuation of low to no-risk rating across the 14 

weeks of treatment. (See Appendix E to view the C-SSRS items)  

DSM-5 Diagnosis 

296.22 (F321.1) Major Depressive Disorder – Single Episode – Severe – With mild anxious 

distress 

V61.10 (Z63.0) Relationship Distress with Spouse or Intimate Partner 

V62.82 (Z63.4) Uncomplicated Bereavement  

995.82 (T74.31XD) Spouse or Partner Abuse, Psychological, Confirmed – Subsequent encounter  

V62.3 (Z55.9) Academic or Educational Problem 

V60.2 (Z59.6) Low income  

Z34.02 Normal First Pregnancy, Second Trimester  

 The diagnosis of Major Depression with anxious distress is supported by Nicole’s report 

of experiencing “a very sad and down” mood for the last six months. She stated her typical mood 

prior to this was “happy and alive” (Criterion A1). In support of assignment of the anxious 

distress specifier of MDD, Nicole also reported feeling keyed up and experiencing muscle 

tension in her shoulders and back (Criterion 1), as well as finding it difficult to concentrate or 

focus due to her worries about her pregnancy, relationship, and school (Criterion 3). Nicole also 

reported she has stopped participating in pleasurable activities, such as walking her dog or 
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cleaning. If she attempted to do these things, she stated she would immediately feel like she was 

“hit by a truck” and would go back to her bed (Criterion A2). Nicole reported a huge decrease in 

appetite and would only eat so she did not feel nauseous. She also stated she had only gained one 

pound after the first three months of pregnancy, and had lost five pounds since her most recent 

doctor visit last week (Criterion A3). Nicole reported difficulty falling asleep and overall poor, 

restless, shortened sleep. This is a noticeable change as she stated she used to fall asleep 

immediately, could sleep through the night and felt rested in the morning (Criterion A4). Nicole 

reported she felt slow and heavy. She also stated her family had mentioned to her she had 

appeared sluggish when she was visiting Colombia (Criterion A5). Nicole stated she felt she 

could barely get through her day with enough energy, rating her energy level as a 1 on a 0 

(absolutely no energy) to 10 (I am bouncing off the walls) scale. She stated she used to have no 

problem getting through a whole day and felt she had “normal person energy” (Criterion A6). 

Nicole also reported excessive guilt for being depressed while pregnant because of its potential 

impact on the baby and her ability to be a mother. She also stated she felt worthless in her 

relationship to her partner (Criterion A7). Therefore, Nicole exceeds the threshold of meeting 

five of the nine symptoms for Major Depressive Episode, as she meets seven of the nine criteria. 

She also meets the standard for the anxious distress specifier by endorsing two of the five 

criteria. 

 Nicole stated she experiences this cluster of symptoms most of the day, nearly every day 

for the last six months and it is a clear change from her previous functioning. Nicole reported her 

symptoms have been causing clinically significant distress and impairment academically and at 

home. Her episode is not due to the physical effects of a substance or medication. Although 

being pregnant may be considered a medical condition, Nicole reported her symptoms were 

present prior to the conception of her baby. Other medical conditions were be ruled out, as her 
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health was continually monitored by her physician throughout treatment due to her pregnancy. 

Depressive symptoms due to bereavement appeared to be part of the clinical presentation, as her 

grandfather passed away a year ago, and her grandmother passed away a week into treatment. 

So, while Bereavement appears to be exacerbating Nicole’s symptoms, it is not the primary or 

exclusive cause of her depression.    

Differential Diagnosis 

300.02 (F41.1) Generalized Anxiety Disorder  

            During the clinical interview, Nicole reported the presence of excessive anxiety and 

worry about a number of events or activities, such as her grades, her romantic relationship, her 

family’s health, and her pregnancy. Nicole stated she had been experiencing symptoms of 

anxiety and worry for four months for more days than not. Nicole reported her anxiety and worry 

symptoms had been significantly impacting important areas of functioning, such as her school 

performance, her social and relational functioning, and her physical health. Nicole denied these 

disturbances as being attributable to the physiological effects of a substance. Nicole also scored 

within the High Worry Symptoms range on her PSWQ.  

However, she reported her anxiety levels increased after her pregnancy, which is 

considered a medical condition. Nicole’s worries were also considered warranted due to a 

number of relevant factors, including: 1) her grades had fallen due to leaving the country for two 

weeks to help with funeral arrangements; 2) she discovered her significant other’s infidelity after 

learning she contracted a sexually transmitted illness from him; 3) her grandmother’s health was 

declining rapidly to where she was now close to death; and 4) she was determined to be high-risk 

early in her pregnancy. Based on these mitigating factors, GAD was not included as a 

supplementary diagnosis.  
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300.23 (F40.10) Social Anxiety Disorder 

            During the clinical interview, Nicole reported some symptoms consistent with social 

anxiety. Upon further investigation, Nicole disclosed her social anxiety stemmed from people 

judging her for “being pregnant at such a young age.” Nicole reported she did not want to go out 

very often in case people would see her “baby bump.” Nicole also scored in the moderate range 

on the SIAS. However, due to her denying any previous history with SAD, and her current 

symptoms stemming directly and exclusively from her pregnancy, which is considered a medical 

condition, SAD was ruled out at this time.  

Persistent Complex Bereavement Disorder 

 Nicole had experienced the death of two grandparents with whom she was very close to, 

particularly her grandmother who Nicole reported was sick during the first session and had 

passed by the second session. Nicole’s grandfather had also passed away a year prior. Because 

her grandparents lived in Colombia, Nicole was not able to see them at their time of death or 

attend their funerals, especially with her grandmother passing during the time of COVID-19 

virus and travel restrictions. Although the death of her grandparents had contributed to her 

symptoms of depression, Nicole did not report a sense of yearning or longing, did not express 

intense emotional pain, and was not preoccupied with the deceased persons or with the 

circumstances of death. Nicole was able to properly grieve and did not express any difficulty 

accepting their deaths, no emotional numbness, or bitterness or anger. She did not express or 

show signs of having a difficult time reminiscing about her grandparents, having maladaptive 

appraisals about herself or blame herself for their deaths, or excessively avoid people, places, or 

objects that would remind her of her grandparents. Nicole had no desire to die to be with her 

grandparents. She did not share or demonstrate difficulties trusting others because of her 

grandparents’ passing or a sense of feeling detached from others since the death. Nicole did not 
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share she felt empty without her grandparents and did not express any confusion about her 

identity since their deaths. Nicole did share being reluctant to pursue new friendships but not due 

to an expected loss or death in the future. Because the deaths of her grandparents were not 

causing Nicole clinically significant distress and her bereavement reaction was not out of 

proportion or inconsistent with cultural norms, persistent complex bereavement disorder was 

ruled out at this time.  

Case Conceptualization  

Etiology 

 Nicole’s initial presentation is consistent with Barlow’s (2002; 2014) description of how 

the diathesis-stress model can explain depression. First, research studies investigating the role of 

heritability of MDD have identified genetic factors play an important role in the development of 

MDD (Hettema, 2008; Wurtman, 2005), and Nicole reported that her mother has been diagnosed 

with bipolar disorder and schizophrenia. The DSM-5 (APA; 2013) describes a strong genetic 

contribution in determining risk factors for schizophrenia through a spectrum of both common 

and rare risk alleles. The risk alleles identified have also been shown to be associated with other 

mental disorders, including depressive disorders (Greene et al., 2010; Riglin et al., 2018). 

Research also suggests the progeny of parents with any form of mood disorder are more likely to 

develop a mood disorder. So, even though Nicole’s mother reportedly suffered from bipolar 

disorder, this genetic predisposition places Nicole at risk for depression. Therefore, the chances 

that Nicole may have inherited a genetic predisposition for depression from her mother accounts 

for the generalized biological vulnerability factor.  

 The diathesis-stress model also describes how early childhood environmental factors 

contribute to the psychological vulnerability component of the etiology of MDD. Nicole reported 

her mother did not seek any sort of mental health services until she was in her mid-fifties, by 
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which time Nicole was already in high school. Nicole stated she believed her mother’s delay in 

receiving mental health services was due to her family coming from a Hispanic culture, which in 

her own words is “very hush hush about mental health.” As a result, Nicole reported not having a 

“normal childhood” because her mother would blame Nicole for having schizophrenic episodes, 

or that Nicole was not able to go out and play or have friends over because her mother was 

having paranoid delusions. She stated her mother would take her anger out on her, but reported, 

“I would rather my mom hurt me than hurt herself.” Nicole stated her lack of control of her 

childhood situation, coupled with the frustration of the unpredictability of her mother’s mental 

health, made her resentful of her mother. Nicole’s frustration with her lack of control over, and 

the unpredictable nature of, her early life experiences account for the generalized psychological 

vulnerability factor.  

Perhaps the most compelling precipitating factor for Nicole’s symptoms is her experience 

of multiple stressful or negative life events, all of which have occurred within the last year at the 

time of the intake session. During the initial session, Nicole reported her grandfather had passed 

away in early 2021, and her grandmother had recently been admitted into the hospital and was 

“barely surviving.” She stated her grandmother lived in Colombia, so she had recently missed 

two weeks of school to visit her before she passed away. This caused her to fall behind in her 

classes, temporarily earning grades of Ds and Fs, which forced her to contemplate dropping out 

of school.  

Nicole also reported being three months pregnant, with the pregnancy considered high 

risk due to blood clots in her uterus. She stated she found out she was pregnant the same week 

she found out about her grandmother’s deteriorating health, creating a situation in which her 

natural inclination to be excited about the baby was tempered and delayed. Lastly, Nicole 

experienced extreme frustration and emotional upheaval after becoming aware that the father of 
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her child–a man she considered to be her significant other and with whom she had been in a five-

year relationship that she assumed was monogamous– had been unfaithful. She reported 

becoming aware of his infidelity during a routine physical that determined she contracted a 

sexually transmitted infection. Nicole reported what made her the most upset at the time was 

finding out the father of her unborn child had still been seeing another woman after she 

announced her pregnancy.  

Nicole reported seeking services due to feeling extremely frustrated and stressed about 

her current life circumstances, particularly her pregnancy and unhealthy relationship with her 

boyfriend, and felt she was “almost at her breaking point” while contemplating dropping out of 

school and moving back home. This characterization of her mental state fits well into the 

diathesis-stress model in that she sought services only after her somewhat fragile resilience and 

existing coping strategies had become depleted and overwhelmed by both the sheer number and 

severity of stressors she had recently been exposed to.   

Maintenance 

Beck’s Cognitive Theory (1967) is relevant to why Nicole’s depressive symptoms have 

been maintained over time. This theory proposes depressive symptomatology is maintained due 

to viewing one’s environment through a distorted lens. The Cognitive Theory states that the 

environment itself is not the primary influence, but rather one’s thoughts and perceptions of their 

environment that influences emotions, behaviors and additional thoughts. Barlow (2014) also 

discussed how distorted cognitions, physiology, emotions, and behaviors interact with and 

influence one another to create a problematic cycle that helps to maintain depressive 

symptoms. Nicole’s presentation is consistent with this cycle. 

As previously described, Kovacs and Beck (1978) suggested that individuals with MDD 

tend to adopt depressogenic thinking patterns. Nicole’s shared thoughts like “Everything is my 
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fault,” and “I’m weak” which are consistent with the internalized aspect of the depressogenic 

thinking triad where people unjustly take all the responsibility for negative things they cannot 

control. Her thoughts that “Everyone will judge me” and “All men are trash” reflect a global 

element of depressogenic thinking in that she was overinclusive in her perception that all 

situations or events are the same. In fulfillment of the third component of depressogenic 

thinking, Nicole expressed stable perceptions illustrating her predictions that her misery will 

continue on into the future because things can never change through statements like “I’m going 

to be a bad mom” and “There is nothing I can do.”  

Nicole reported experiencing multiple physiological symptoms following depressogenic 

thoughts. Nicole noticed muscle tension, fatigue, having a “heavy body,” increased heart rate, 

increased body temperature, and headaches. Her description of the genesis of these somatic 

symptoms endorsed the seemingly inseparable and causal connection between thoughts and 

physiological reactions. Conversely, from a treatment perspective if distressing thoughts can 

generate somatic symptoms, altering those thoughts to depict a more external, situation-specific 

and time-limited understanding of life stressors would be expected to decrease undesirable 

physiological symptoms.  

Depressogenic thinking can also lead to negative, unwanted, and uncomfortable 

emotions. The emotions elicited by the aforementioned thoughts as reported by Nicole were 

sadness, frustration, defeat, trapped, anxiety, and anger. The severity of the acute discomfort 

resulting from these emotions elicits an almost instinctual desire to immediately rid oneself of 

this distress. Unfortunately, the sense of desperation and urgency often manifests as behaviors 

that are successful in the short-term, but are eventually exposed as ineffective over a longer term. 

Avoidance behaviors prevent individuals with MDD from learning that what is occurring 

in the cognitive realm– their thoughts, perceptions, and beliefs– are distorted and/or unhelpful. 
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For example, Nicole reported engaging in several avoidance behaviors at the start of treatment, 

such as not going to class and sleeping most of the day. This pattern of behavior limited her 

opportunities to experience positive life events, and eventually served to add to the list of things 

she would worry or feel bad about. A specific example of her pattern starts with the thought “I 

am weak” which promoted a physiological state of fatigue, which altered her emotional state to 

sadness, which culminated in the behavior of not attending class. After this, the cycle reinitiates 

with a new thought of “It's all my fault” triggered by the behavior of not attending class. Prior to 

treatment, Nicole’s inability to challenge her initial thoughts ultimately led her to engage in 

avoidant behavior. While avoidant behavior provided short-term relief of physiological and 

emotional consequences, it also triggered new cycles of depressogenic thoughts, emotions, 

physiological reactions and behaviors.   

Treatment Goals and Plan 

Assessment 

• Diagnostic Evaluation  

• Monitoring symptoms every 2 weeks using the BDI-II 

Psychoeducation 

• Develop an understanding of MDD and how CBT is used to treat depression 

Treatment 

• Complete Overcoming Depression workbook (Gilson et al., 2009) to develop a strong 

knowledge of cognitive behavioral skills  

• Develop strong knowledge of cognitive coping skills  

• Explore, develop and practice adaptive skills in session 

• Engage in behavioral activation skills outside session 

• Develop a plan to help Nicole maintain gains independently, outside of session  
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Overall Goals for Nicole  

• Improve mood  

• Improve academic performance 

• Rediscover a sense of joy and personal fulfillment in being pregnant  

Course of Treatment  

Nicole had attended a total of fifteen sessions over the course of five months at the time 

of this writing, and she has made a commitment to continue treatment beyond the scope of this 

EST Case Study. Initial sessions consisted of a diagnostic interview, completion of self-report 

assessments, and identification of treatment goals. Once therapy commenced, Nicole 

received psychoeducation on MDD and the use of self-monitoring, lifestyle changes, and 

cognitive restructuring in the treatment for depression as outlined in the manualized therapy 

protocol Overcoming Depression: Treatment That Works (Gilson et al., 2009).  

Assessment, Academic Advisory & Psychoeducation  

 The first four sessions consisted of assessment, academic advisory, and psychoeducation. 

Following the assessment, Nicole and the therapist came up with a very specific and detailed 

action plan for her to get all of her course work turned in so she could pass all of her classes. By 

the end of the semester, Nicole reported she had indeed passed all her courses and no longer felt 

like dropping out of school. Shortly following academic advisory, Nicole received 

psychoeducation on CBT and how this treatment could be applied to her symptoms. She 

acknowledged being unfamiliar with, and having no previous experiences with, the use of CBT 

to treat MDD. Additional psychoeducation was provided through the entirety of treatment as 

needed. Nicole was introduced to the tracking of symptoms throughout treatment through 

assessments and rating scales, as well as monitoring daily events, moods, thoughts, and 

behaviors on a recurring basis to help identify and improve maladaptive patterns.  
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Cognitive Behavioral Therapy for the Treatment of Depression 

 Nicole worked with the therapist to decide which area of focus would be important to 

begin treatment. Due to health and pregnancy concerns, Nicole decided to begin addressing her 

depression by exploring how she can implement behavioral changes to better understand and 

take care of her body. Consistent with CBT, changes in diet, pain relief, and sleep were designed 

to improve Nicole’s depressive symptoms by targeting her overall personal health, the health of 

her fetus, and her perceptions of herself as caring and responsible.  

Following assessment and psychoeducation, the initial four sessions were focused on 

designing and implementing lifestyle changes in the aforementioned areas, with subsequent 

sessions focused on repeating and maintaining these lifestyle changes independently as 

homework. Although physical activity is an integral component of the selected protocol, the 

client and this therapist made the collaborative decision to forgo working on the relationship 

between exercise and mood until Nicole was released to do so by her physician. Throughout 

treatment Nicole displayed excellent adherence and consistently implemented all discussed 

lifestyle changes.  

Lifestyle Changes 

 Nicole decided it would be best to focus on the relationship between her diet, mood and 

sleep, and also between her back pain and mood. Because Nicole was almost four months 

pregnant when treatment commenced, she expressed concerns with her weight and diet as she 

had lost weight since becoming pregnant. She stated she had not been eating much, was not 

enjoying her food, and was only eating enough to settle her stomach so she wouldn’t throw up. 

She acknowledged the connection between her poor nutrition habits and being irritable with a 

lack of energy throughout the day. Nicole also reported she had been getting light-headed at 

work while “on an empty stomach.” Nicole’s poor dietary habits were the catalyst for negative 
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ATs as well (e.g., ‘I’m being a bad mom already.”). Because Nicole’s body was attempting to 

accommodate for an irregular and poor diet, as well as sustain a pregnancy, her body had become 

depleted both physically and emotionally. To address the cognitive element of her dietary habits, 

Nicole also decided to write positive reminders for why making dietary changes was important to 

her and post them in her home. Nicole wrote affirmations such as “I want to be a good mom.” To 

help track Nicole’s relationship between her diet, mood and energy, Nicole kept a weekly Food 

Log. Table 1 is an example of one week in Nicole’s food log.  

Table 1  

Weekly Food Log 

Date Food Energy Rating 

11/9 Breakfast: Waffle & eggs 

Snack: Fruit 

Lunch: Chicken salad 

Snack: Arepas  

7/10 

11/10 Breakfast: Pancakes  

Snack: Pancakes 

Dinner: Chicken & mashed potatoes  

2/10 

11/11 Breakfast: Bagel 

Snack: Peanuts 

Dinner: Panda Express 

3/10 

11/12 Breakfast: Croissant  

Snack: Lunchable 

Dinner: Mashed potatoes  

3/10 

11/13 Breakfast: Cereal 

Lunch: Lunchable  

Dinner: Wendy’s  

4/10 

 

As a result of these interventions, Nicole began meal prepping, eating more regularly, eating 

bigger meals, and snacking more often throughout the day. After week three of consistently 
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increasing her food intake, Nicole reported more energy, and greater enjoyment of food. She also 

stated she was not getting dizzy and light-headed when she was at work.  

 Nicole also brainstormed non-medicinal solutions for her back pain. Nicole was quickly 

able to obtain a back brace that she wore regularly at work, started sleeping with a heating pad 

each night, started taking weekly warm baths, and engaged in weekly “pregnancy yoga” videos 

she found for free online. After two weeks, Nicole reported a substantial decrease in back pain. 

She stated she was able to stand and work for longer periods of time during her shifts, making 

going to work less stressful.  

Because sleep difficulty can be one of the major symptoms and contributors to depression 

(Pasquale et al., 2013), Nicole also dedicated herself to improving her sleep hygiene. She 

initially reported resisting going to sleep at night despite being tired due to her partner’s opposite 

sleep schedule. Nicole stated she would be on her phone or watching TV until 2:00 a.m. or 3:00 

a.m. and then would sleep during the day. Nicole stated she then skipped classes scheduled 

during the day to stay in bed, making her sad and irritable. Nicole reported negative automatic 

thoughts related to her academic performance, such as “I’m going to fail and have to drop out.”  

Following discussions in therapy, Nicole decided she would go to sleep when she was 

tired in the evenings, would create a bedtime skincare routine, would not use her phone for at 

least 30 minutes before she got in bed, refrain from napping during the day, and not turning the 

lights on if she needed to use the restroom during the night. After a single week of consistently 

implementing these new sleep hygiene skills and developing a routine, Nicole reported she was 

able to sleep through the entire night, felt better rested, and did not need to sleep during the day. 

Interestingly, Nicole reported she had experienced a state of disorientation in the morning after 

she woke up from a full night of sleep because she was unfamiliar with how it felt to not wake up 

in the middle of the night.  
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 Although Nicole had developed and maintained many therapeutic lifestyle changes 

focused on the behavioral realm of CBT, her BDI-II scores remained extremely elevated after 5 

weeks of therapy. Due to her consistent severe BDI-II scores, treatment transitioned to focusing 

more on cognitive aspects of treatment.  

Cognitive Restructuring  

 The remainder of treatment was spent tracking Nicole’s cognitive distortions and 

practicing cognitive restructuring to improve mood. Nicole was provided psychoeducation about 

depressogenic thinking and cognitive distortions as they related to the maintenance of 

depression. Nicole began treatment with an extremely internal, global, and stable style of 

thinking. She reported automatic thoughts such as “I am weak,” “Any other relationship I might 

have will end up like this,” and “I’m stuck.” Frequent cognitive distortions Nicole engaged in 

included: all-or-nothing thinking (e.g., “I’m either successful or failing”), mind reading (e.g., 

“People are judging me for being pregnant so young.”), “should” statements (e.g., “I shouldn’t 

be sad.”), and fortune telling (e.g., “I’m going to fail.”). Nicole recorded her automatic thoughts 

outside of session utilizing a short Automatic Thought Record form to help track problematic 

and recurring situations, what type of thoughts she was having, and the emotions she felt during 

that time. Table 2 is an example of Nicole’s short Automatic Thought Record (ATR).  
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Table 2  

Short Automatic Thought Record  

Date & 

Time 

Situation  Automatic Thought & Label 

Distortion 

Emotion 

12/08/21 

 

7:35 pm 

My boyfriend’s phone is 

going off over and over again 

He is cheating on me. (feelings/facts) 

 

I should know who he is talking to at 

all times. (should statement) 

 

He thinks I’m not good enough for 

him.  

(mind reading)  

Sad 

 

Anxious  

 

Frustrated 

 

Hurt 

 

 After identifying several recurring and problematic thinking patterns, the focus of 

treatment shifted to helping Nicole develop techniques for challenging her cognitive distortions 

and reworking automatic thoughts by utilizing the full ATR to improve her mood. Nicole 

engaged in cognitive challenging techniques including: questioning the evidence, examining 

alternatives, focusing on what she can control, contrasting pros/cons, considering adversity vs. 

advantage, and engaging in self-compassion. Throughout treatment, Nicole filled out full ATRs 

outside of session to practice these techniques. Table 3 is an example of one of Nicole’s full 

ATRs.  
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Table 3 

Full Automatic Thought Record 

Date &  

Time 

Situation Automatic Thoughts 

& Label Distortion 

Emotions 

(Rate on 

1-10 

scale) 

Adaptive 

Thought & 

Label 

Cognitive 

Challenge 

Outcome 

Emotions 

(Rate on 

1-10 

scale) 

01/09/22 

 

12:15 

pm 

I’m thinking 

about the fact 

that I have to call 

my family to tell 

them I don’t 

want them to see 

the baby for at 

least 3 or 4 

months after I 

give birth.  

They will be angry 

with me. (fortune 

telling, mind reading) 

 

They won’t want to 

talk to me or see the 

baby at all once I tell 

them. (fortune telling, 

catastrophizing.  

Anxious 

10 

 

Scared 10 

I’m trying to 

be a good 

mom. (self-

compassion) 

 

They will most 

likely 

understand. 

(examining 

alternatives) 

Anxious 

2 

 

Scared 3 

 

Hopeful 8  

 

Evaluation of Treatment Outcomes and Future Direction  

 With the help of the therapist, Nicole was able to successfully achieve her goal of 

improving her academic performance. She was able to turn in all her late assignments, upcoming 

assignments, and pass all of her finals. Nicole was very happy to report she no longer wanted to 

drop out of school. In fact, she stated she wanted to finish her undergraduate degree and apply to 

graduate programs to further her education. She also made considerable progress in improving 

eating behaviors and sleep patterns. Her self-image improved dramatically as the lifestyle 

changes she implemented generated evidence consistent with viewing herself as competent and 

in control of her own decision and actions.  

Toward the end of the time period covered by this EST Case Study, Nicole continued to 

attend therapy, but irregularly due to the progression of her pregnancy. However, she remained 

motivated as she continued to advance through the Overcoming Depression workbook because 

she did not want her mood to impact her ability to be a mother. This evidence suggests she will 
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continue to gradually make therapeutic gains as she becomes more proficient in managing the 

cognitive components of her depressive symptoms. At about the 4th session, Nicole started 

bringing a notebook and pen to session and wrote down important reminders to promote 

adherence to treatment. The seriousness of her investment in improving her physical and 

psychological health directly impacted her ability to identify the types of thinking that 

maintained her depressive symptoms, and to actively engage in cognitive restructuring.  

Nicole had moderately strong homework adherence and repeatedly demonstrated 

willingness to utilize the skills she had learned throughout treatment outside of session. Although 

Nicole’s BDI-II scores remained in the severe range, she had achieved a 6-point difference 

between baseline to week 14 (46 at baseline to 40 in week 14), and an 8-point difference between 

her highest score and week 14 (48 at week 8 to 40 at week 14). Nicole’s final reported score of 

40 at week 14 was right at the cutoff between severe and moderate established for the BDI-II. An 

additional factor that detracted from more notable evidence of symptoms reduction was that 

Nicole’s living environment remained objectively stressful throughout treatment, as her 

significant other did not help her financially with the baby and was also psychologically abusive. 

Because of this challenging environment, it is recommended Nicole continue to attend weekly or 

bi-weekly CBT treatment for depression to continue making therapeutic gains, and possibly to 

eventually shift to focus on examining how remaining in this relationship impacts not only her 

own health, but also that of her newborn child.  

 For future direction, it is recommended Nicole continue to work through the Overcoming 

Depression protocol. Nicole should continue to strengthen her cognitive restructuring skills by 

gaining even greater mastery over the skills she has already employed, as well as developing 

additional cognitive challenge techniques. Once she has implemented these new skills, Nicole 

should examine the chapters that focus on the emotions, behaviors, and situations and teach skills 
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to decrease and manage symptoms in each respective component of depression. With the help of 

the therapist, Nicole is also recommended to develop relapse prevention techniques prior to 

termination of treatment.  

At this time, Nicole plans to continue to seek services at the current location with this 

therapist until the end of her school semester. Afterwards, an in-house and/or outside referrals 

will be provided to help Nicole transition her ongoing care with a new provider.  

Transcript: Self Evaluation  

 This case study includes a full transcript of the seventh session. The transcript includes 

additional comments highlighting areas of clinical strength, relating sections of the session to 

implementation of elements of the theory, and reflecting on areas of improvement. (See 

Appendix F) This session involved the introduction to the cognitive component of depression 

and included discussion of cognitive distortions.  

What I Did Well 

 The treatment outcomes in this case study and the procedures implemented during the 

sample session reflect my strong understanding of the theoretical models which underlie CBT. 

When reviewing the transcribed session, I was able to reflect on specific areas where I 

demonstrated I had effectively educated Nicole on cognitive theory and the underlying 

mechanisms that serve to maintain depression. I was also able to reflect on areas where I 

demonstrated effective therapeutic skills. For example, asking Nicole to reflect back on her 

childhood to help her understand how early childhood experiences can help to maintain current 

depressive symptoms. In doing so, Nicole was able to understand her current thought processes 

and behaviors, as well provide herself with self-compassion.  

When reviewing the transcript, I was aware of aspects of my unique therapeutic style, as I 

like to make connections from previous sessions in a quiz format. Additionally, if Nicole stated 
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she did not remember something, I would not feed her the information, rather I would give her 

small hints so she could take responsibility for, and truly “own” her ability to recall as much 

information as she could. Also, after reviewing the transcript, I was pleased to recall Nicole had 

already successfully incorporated lifestyle changes discussed at the start of treatment. Then at the 

end of the session transcript, I believe I did a good job incorporating some brief therapy skills by 

trying to have Nicole use coping strategies that she knows already work, as well as providing her 

with a new skill she can use.   

Additionally, it was rewarding to gain awareness of the therapeutic possibilities available 

when a strong therapeutic alliance has been built. As a novice therapist, my work with this client 

stands out as one of the strongest alliances I have generated. Although Nicole knew I would not 

respond to any casual conversation outside of session, she would occasionally email with 

exciting updates about therapeutic gains. For example, Nicole emailed me with a screenshot of 

her transcript at the end of her semester, reporting she was excited she had passed all of her 

courses and was thankful she had come to see me. This implied that the work we had done, and 

the progress we had made, had resulted in the very tangible evidence that she had not dropped 

out of school as she once feared she might.  

Needs Improvement  

Because Nicole was experiencing major sleep disturbances, I could have assessed more 

thoroughly for insomnia and other related sleep disorders at the start of treatment. Doing so 

could have altered the course of treatment to shift focus towards CBT for insomnia. An 

assessment such as the Pittsburg Sleep Quality Index (Buysse et al., 1989) could have been 

administered to aid in differential diagnoses and subsequently been used monthly to track her 

sleep. The implementation of a sleep diary might have been helpful for Nicole during treatment 

to help track and increase sleep latency.  
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The research also suggests engaging in relaxation techniques earlier in treatment for 

clients who present with anxious depression (Thase et al., 2017). Because Nicole had been 

anxious throughout treatment, especially as her due date got nearer every day, it probably would 

have been beneficial to spend time learning relaxation techniques early in treatment. Accounting 

for her anxious distress would have benefitted her, and probably her baby, because she would not 

have been as tense or keyed up. I could have introduced diaphragmatic breathing, progressive 

muscle relaxation, and mindfulness to provide coping strategies Nicole could implement to 

reduce the physiological symptoms of anxiety.  

Reviewing the transcribed session also allowed me the opportunity to reflect on areas 

where I can continue to grow as a clinician. For example, there are times where I believe that I 

may ramble or take too many words to explain something. With this knowledge, I will be able to 

develop briefer explanations, allowing the client more time to speak and reflect. I also did not 

take very much time during this session to thoroughly explain how to track automatic thoughts 

and I rushed through the explanation of the homework. I should have taken more time to teach 

Nicole how to track automatic thoughts so she had a better understanding of what was being 

asked of her. In hindsight, the assignment of the specific homework may have been premature in 

that Nicole did not yet possess the background knowledge to understand the purpose, or to 

correctly implement, the homework. I could have spent time during the next session diving 

deeper into the remainder of the cognitive distortions in the book and then the assigned 

homework. This way we could have previewed an example of how to fill in the form together. 

Because I had regularly quizzed Nicole on content covered in previous sessions 

throughout the entire course of treatment, and because Nicole could typically grasp the content 

of treatment and make connections, I may have come across as overly enthusiastic about her 

quick and/or correct responses. I was surprised how many times I said “perfect” throughout the 
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transcript. I may have been engaging in “cheerleading” and creating an environment in which 

Nicole may feel the need to please me. I could also be unknowing and unintentionally 

recapitulating an ingratiating induction style. This could not fare well if/when Nicole sees a new 

therapist who does not praise her as much or in the same manner. The absence or notable 

reduction in praise from her therapist could potentially make Nicole feel she is doing worse than 

she is. I could have used an alternative phrase such as, “I can see you are paying attention in 

session,” as positive reinforcement for Nicole.  
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Appendix A 

Beck Depression Inventory-II (BDI-II) 

The Beck Depression Inventory - II is a copyrighted measure that cannot be reproduced. A 

detailed description of the measure, including information for obtaining copies of the specific 

items, can be accessed using the information provided below.  

http://www.pearsonassessment.com/store/usassessmets/en/Store/Professional-

Assessments/Personality=%26-Biopsychosocial/Beck-Depression-Inventory/p/100000159.html  
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Appendix B 

Penn State Worry Questionnaire (PSWQ) 
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Appendix C 

Social Interaction Anxiety Scale (SIAS) 
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Appendix D 

Mood Disorder Questionnaire (MDQ) 
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Appendix E  

Colombia-Suicide Severity Rating Scale (C-SSRS) 
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Appendix F 

Session Transcript  

Therapist: Okay, so today, we're going to review some of the things that we talked about last 

time. And then we're going to get into the next chapter of our protocol. And then this time 

I actually am going to leave you 10 minutes at the end to chat. I know I always forget, but 

I set an alarm. So, before we get started, do you still feel safe in your home?  

Nicole: Yeah.  

Therapist: Since our last session, any thoughts, urges or plans to harm anyone else?  

Nicole: No. 

Therapist: Wishes that you could go to sleep and not wake up?  

Nicole: No. 

Therapist: Had any thoughts of actually killing yourself?  

Nicole: No. 

Therapist: Any self-harm? 

Nicole: No. 

 **This is the brief version of the C-SSRS. Nicole is asked these same questions at the 

start of each session.  

Therapist: Okay. So, remind me what we discussed last session. 

Nicole: We talked about eating and how it improves energy. And then we talked a little bit about 

sleep and how that's been improving my energy. I'm sleeping more. So, it's basically the 

biological and biochemistry. And that's pretty much it.  

Therapist: So, how is our sleep? 

Nicole: Um, so since he went back to work, it's been better than before. I'm not up all night. I'm 

usually at maximum an hour and then I go right back to sleep. And then if I do wake up, 

I'm like, usually waking up around like 10 in the morning. So, it's been good.  

 **Here, Nicole is reported she has successfully implemented the lifestyle change 

regarding sleep. 

Therapist: That sounds so much better than what you were telling me before. Do you feel rested? 

Nicole: Yeah.  

Therapist: Okay, good.  

Nicole: There are times when I notice when I get up after I’ve slept the whole entire night and 

let's say I wake up at 9:30. Like, this was yesterday. I felt like I couldn't get myself to 

wake up.  

Therapist: Okay, so maybe we're having the opposite problem now? Are you able to get yourself 

up when you need to? 

Nicole: Yeah, yeah, definitely. Like that was like 9:30. Okay, let me sleep for like 30 more 

minutes. By like 10:30 I'm leaving. I just think my body is trying to get back some sleep I 

wasn’t getting before. 

Therapist: Yeah, I'm sure you're exhausted. And you probably need a little bit more rest and 

energy to recuperate anyways, just because you're pregnant. 

Nicole: And I'm not taking naps, and I feel like that's helped a lot. 

Therapist: Good. Okay, love to hear it. Let's talk about diet. 

Nicole: Yeah. Good news. My card came in the mail today. 

 **Nicole is referring to government assistance to help her pay for food. 
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Therapist: Yes, that's what I wanted to hear. I'm so happy for you.  

Nicole: And I was like, perfect. Today was the perfect day. I woke up and I came down and it 

was there. So, I'm going to go grocery shopping probably tomorrow. And no more eating 

out. I've been eating all my meals good. Lunch right before work. I go and grab 

something even if I go to McDonald's. I tried to get the healthiest thing on the menu. So, I 

mean, I feel good because I am eating at least something and I’m full. And I'm not like 

starving myself. So, I feel from that perspective I've been good. Now it's just going to get 

even better. 

 **Nicole is reporting she has started to implement lifestyle changes regarding diet. 

  

Therapist: Yes, absolutely. I love to hear that. And how have you noticed that affecting your 

mood? 

Nicole: Um, definitely. Like, I used to love food. I love it. And like, you know, I thought like 

during pregnancy, I would be like, okay, like, now I can eat all I want and not care. And 

it was like the total opposite for me. Like I couldn't eat when I usually wanted. I would 

love Chick-fil-A. And ever since I got pregnant, I hated it. Like I hated so many things. 

And I feel like it wasn't because of the pregnancy. It was just that my appetite wasn't 

there. So, now I'm starting to like, okay, like if I want something… Like I wanted wings 

this weekend. I went to go get them and I enjoyed eating my wings. Before, I didn't enjoy 

eating. Like I just would eat to eat so I didn't throw up.  

Therapist: I am finally looking forward to you coming in to tell me good news. I'm loving it. 

Back pain. Body pain. Where are we on that? 

Nicole: So, the belt has been, I think, 75% helpful. Without it, like, if I go to work without it, I 

forgot it one day, I wanted to be like ‘I'm sorry, I'm leaving.” So, it has been helpful. 

Especially during work. Like I can manage to work a six-hour shift without feeling like 

my back is on fire. At night. I mean, it's still normal for it to hurt. It's obviously not going 

to go away completely. I still haven't got my referral for my physical therapist. I'm going 

to call them tomorrow and see what's going on with that. Because I know when I have the 

support of the belt throughout the day and then like getting physical therapy, I’m 

definitely going to improve.  

 **Nicole is reporting she has successfully implemented lifestyle changes regarding her 

back pain. 

Therapist: Yes, I agree. And then we can start incorporating the exercise component.  

Nicole: Yeah, I would definitely like to start that. I think it's next week. I'm in my third trimester. 

So, I’d like to try to get to do that. 

Therapist: All right. Well, all good news. I love to hear it. I'm so happy your card came in the 

mail.  

Nicole: Another relief. As I called them, I explained to them, you know, it's been three months 

and the payments have been recurring. And then she was like, “You'll have 90 days to 

spend.” So I'm like, okay, I don't have to spend everything before January 1st. She just 

said to make sure I check my first balance from November.  

Therapist: Okay, okay, good. Things feel like they're starting to fall into place along that line. 

And, another weight off of your shoulders. That’s awesome.  

So today we're going to talk about our next chapter of the BEAST. Remind me what the BEAST 

model is again. 

  **Having Nicole recall the model to reinforce her active engagement in session.  
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Nicole: B is biological and biochemical. E is emotion. A is actions. S is situations. T is our 

thoughts. 

Therapist: Yes. Perfect. It's coming quickly now. So, we just ended our B. And what did we 

agree that we would start today?  

 **Here I am reminding Nicole this is a collaborative effort.  

Nicole: Thoughts 

Therapist: Right. And if you noticed, this chapter is a little bit thicker than last chapter. Why do 

you think that is? 

**Asking Nicole to consider why the chapters are different in size serves as a reminder to her of 

how cognitions are a major component of the maintenance of depression from the CBT 

perspective.  

Nicole: Probably because there's so much to our thoughts. It's not like, biologically like you can 

actually name them out. Right? Your thoughts are just your thoughts. 

Therapist: In CBT perspective, a lot of depression is maintained through how we think, so this 

section is a little bit thicker. We want to make sure that you understand, through the CBT 

perspective, where we're coming from and how we're going to attack our depressed mind 

and challenge those thoughts and hopefully change them into a different perspective 

that's more helpful.  

 

Some of this is going to be a review from the intro chapter that we talked about. Then we're 

going to go into some more detail. Do you remember talking about the cognitive triad? 

**Reviewing from previous sessions at the start of treatment allows Nicole to make connections 

between sessions as each new skill can build upon one another throughout treatment.  

  

Nicole: I do remember the word. I definitely don't remember completely what it is. 

Therapist: So, again, we're reviewing. I'm going to write it up on the board and then you tell me 

what you remember.  

 **Writing the dimensions of the Cognitive Triad allows Nicole to recall as much as she 

can from previous sessions. This also allows the therapist to provide Nicole with positive 

reinforcement by praising Nicole for what she can recall.  

Do you remember when I said depressed people tend to think one way versus not depressed 

people? 

Nicole: Yeah.  

Therapist: Okay, so depressed people tend to have an internal versus external. What do you 

remember that means? 

Nicole: Depressed people… Blame it on them. Like, everything that happens is their fault. While 

not depressed people… think more externally than just seeing them as the failure.  

Therapist: Perfect. Okay, so depressed people tend to have a global perspective versus 

situational. Remember that? 

 Nicole: I remember the party example. So, like, globally, would it be like everybody's going to 

think of you the same way and everybody's going to judge you the same? Situational is 

like, now it depends on the situation and you're just not feeling it like it always happens. 

 Therapist: Remind me of the party situation that we said. 

 **Asking Nicole to remember the example given in a previous session allows her to 

understand the Global vs Situational dimension of the Cognitive Triad through 

application of the model.  

  



 73 

Nicole: When like, she tries to flirt with the guy that she thinks is cute? He doesn't say anything 

back to her? 

Therapist: Yeah. That example. 

Nicole: I mean, no guys like me. Right? Versus situation. Maybe he didn’t hear me or see me. 

Maybe, you know.. literally anything.  

Therapist: Yeah. Good job. Okay. Perfect. Now depressed people tend to have stable views. Not 

depressed, unstable.  

Nicole: They think they're like, since like, it's bad right now, their futures are always going to be 

bad. Like, not depressed people. They know if it's bad, it's going to get better. 

Therapist: Yeah. You did so good. And you even gave the words the go with each category. 

Views about yourself, others, the world, and future. You did a really good job. 

 **Therapist is providing positive reinforcement by praising Nicole for memory recall.  

Now to make it relevant to you. Having gone through a little bit of treatment, where we started 

versus where we are now. When you first came into my office, where did you fall? 

Because it is a continuum. You don't always have to be on one side or the other. Right?  

**By asking Nicole to provide personal examples of each dimension of the Cognitive Triad, she 

can reinforce her understanding of the cognitive theory, as well as reflect on her 

progress thus far in treatment.  

Nicole: Um, I feel for internal and external, I was very much internal. I think I've made a little bit 

of progress. Like, I'm at the end of the word internal. I'm still a little bit global, just 

because it's been one thing after another after another after another. It's like, when is this 

going to be situational? 

 **Nicole is reinforcing the diathesis-stress model. 

Therapist: When you came in here, you told me this happened, then this happened, then that 

happened. I can understand how you would feel like this stuff is happening to you and not 

just happening.  

Nicole:  And then future. Um, in the beginning, I was like, stable. I was like, oh I'm dropping 

out, you know? Now I definitely feel like there's something going for my future. Yeah. 

Instead of taking steps back, I'm stepping forward. 

  **Here is a good example of how treatment has instilled hope for Nicole.  

Therapist: Yeah. You said you were at your breaking point and at your wit's end. You were 

going to drop out when you were in my office. We had our goal of academics. You were 

at zero. When we checked in the last session you said nine. How'd your finals go? 

Nicole: So, I have two B's. Which is great. In English, I don't know my grade. That's like the 

only stressful thing because he puts no grades in. 

Therapist: Okay, you just need to C though, right?  

Nicole: Yeah. And then my psychology class I'm pretty sure it's a C. But I mean, it's passing. 

And that's what I wanted. 

Therapist: I'm so proud of you. You got it done.  

 **Here the therapist is building rapport and strengthening the therapeutic alliance. 

So, we call this depressogenic thinking, the Cognitive Triad. This is how CBT views depressive 

thinking patterns. How are we going to change that? That's our goal and what we're going 

to focus on for a while. Let's go through some original thoughts that you’ve had. What is 

an internal thought that you had when you first came into the office? 

**By asking Nicole to state personal examples, the therapist can see if she truly understands the 

model.  
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Nicole: I felt like… it was like… I was not worth it. And like, it kind of matches with everything 

else. I just felt like everything that was happening... It was my fault. And it was 

something that I wasn't bringing to the table.  

Therapist: Right. Thoughts like “I'm doing something wrong.” “It's my fault.” Yeah, definitely 

internalized thoughts. I remember us talking about that. What about global thoughts that 

you’ve had? 

Nicole: I feel like it goes back to the same thing. Especially my relationship. It's always going to 

be the same in my relationship just because I'm not bringing what I need to be bringing. 

No matter what person it is that I'm with. Yeah, it'll be the same thing.  

Therapist: Are relationships one sided? 

 **Here the therapist is demonstrating cognitive restructuring skills.  

Nicole: No.  

Therapist: And even though it might feel very internalized, we know every situation is different. 

But you were attributing any other relationships you might have to this – I'm doing 

something wrong. Nice example.  

Nicole: Right. 

Therapist: And then what about our feelings on stable or unstable?  

Nicole: It was like, thanks to all these things happening… Like I was kind of giving up on my 

future. And like, not feeling that I was going to be capable. 

Therapist: Yeah. You asked me one time a couple weeks ago, “Am I weak?” 

Nicole: Yeah.  

Therapist: Well, what are your stances on that now? 

Nicole: I've definitely learned to appreciate myself more. And, like, notice that what I go through 

isn't normal. Yeah, it's not a normal relationship. And, like… social media. Every source 

of media, movies, songs, like everything. There's your day one or “down to girl.” You 

know? Like, you're supposed to go through everything just to be with that person. And 

for that person to call you out and you hold it down. And, like, I kind of understood that 

that's not what it's supposed to be. And like, I'm not supposed to stay and go through shit 

just for me to be with you. 

 **Nicole is demonstrating therapeutic gains, as well as showing the therapist she has 

already engaged in cognitive restructuring techniques prior to being taught.  

Therapist: Yeah, absolutely. You are your own day one. You. Nobody else is your day one. You 

want to make sure that you are going to feel like you can do something about your future. 

Nicole: And, I also feel like I remember telling you I felt stuck. Like I had no options. Like, this 

is what it is. And I'm just going to have to be with him and just navigate through it and 

make myself happy.  

Therapist: That's a really good insight. You definitely have a firm understanding of this. What 

questions do you have about any of it? I know it's a review but it's still good to know 

where we're coming from before moving into the next portion.  

Nicole: Nope. 

Therapist: Okay, awesome. So, you can flip to cognitive distortions because everything that we 

talked about is on this next page. What do you remember “cognitive” means?  

Nicole: Thoughts?  

Therapist: Right. What does “distortion” mean? 

Nicole: You're not clearly seeing your thoughts and understandings. 

 **Again, asking Nicole to recall things from previous sessions strengthens her ability to 

remember and promotes drawing connections between sessions.  
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Therapist: Perfect. Your thoughts may be a little bit different than what's actually going on. 

Right? So, basically, cognitive distortions are just our biased views. We don't question 

them. We see them as truths. We see them as valid. And they cause us distress, right? For 

review, remember the three circles are levels of thought.   

Nicole: Honestly, I can’t remember right now.  

Therapist: Okay, so we have our core beliefs. What do you remember about our core beliefs? 

**The therapist drew the circles on the board to stimulate recall.  

Nicole: It's what we grew up with. 

Therapist: Right. A lot of the time they become stable and within ourselves from early childhood 

and we might not recognize them until a bunch of stressful events occur, remember?  

 **This reiterates the diathesis-stress model.  

Nicole: Yeah, I remember now.  

Therapist: You had so many stressful things happen to you. All within the same relative time 

frame. And it might feel like some negative core belief is popping its ugly little head, 

right?  

Nicole: Yeah.  

Therapist: We don't quite know what it is yet specifically because they're harder to identify. 

Remember?  

Nicole: Yeah. 

Therapist: Okay, so what about our intermediate beliefs? What do you remember about that? 

Nicole: I don’t remember that one. 

Therapist: These are the rules that our core beliefs guide. I like to think of them as “if… then” 

statements. So, an eating disorder example of a core belief of “I am unlovable.” An 

intermediate belief would be “If I starve myself to be skinny, then people might love 

me.” These are the general rules that guide our thoughts based on our core beliefs. And 

then we have our automatic thoughts. Do you remember those? 

Nicole: They automatically happen? Like, you don't control them. 

Therapist: Right. And all of these are guided by our core beliefs. Do you remember why we 

spend the first few sessions or so on identifying automatic thoughts.  

Nicole: Because they're just a lot easier to identify.  

Therapist: And they're happening basically all of the time. They're automatic. Sometimes they 

are so automatic that we don't realize that's what we are telling ourselves. But with some 

help, they're easier to identify. This is what's going through our head constantly. If we 

were to start at core belief, that would be very difficult. You might not even be ready to 

understand or process what our core belief is telling you. So, we work our way down 

through the outer circle into the inner circle until you're ready to understand what our 

automatic thoughts are telling us, what are the rules that we're living by, and what does 

that mean as a core belief?  

Nicole: So, basically, could you like, pretty much say, like, core is the trigger? And then 

intermediate is like, what you're going to do? Like behavior. Or no?  

Therapist: None of these are behaviors, but they do guide behaviors.  

**Here, Nicole is attempting to understand how thoughts influence behaviors. The therapist 

attempts clarifying thoughts versus behaviors within the model. 

Because if we're having these thoughts, we're probably going to behave in a certain way. And, 

usually those ways fuel back into our core belief. So, we're only paying attention to the 

things that are validating this core belief. Or we're not really paying attention to all of the 

other things that are going on to dispute the belief. A lot of the time we don't know that 
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we're doing this but how symptoms are maintained. This is what we're going to be 

focusing on because our automatic thoughts are cognitive distortions, typically.  

Nicole: Okay. 

 **Here, the therapist could have taken a moment to make sure Nicole fully understood 

the levels of thought by asking her to provide an example of each level.  

Therapist: So, we're going to take a little bit of time to review our cognitive distortions list. But 

first, why do you think it's important to identify cognitive distortions? 

  **This encourages Nicole to think about the relevance of the focus of the remainder of 

the session.  

Nicole: So we can change them? And better our thoughts so that it would benefit our behavior? 

 Therapist: Yeah, exactly. And it impacts our emotions. So, if we understand how our thoughts 

are distorted, then we can take a step back and say, “Okay. You know what? That's one 

perspective.” 

Nicole: Right. 

Therapist: And that was automatic, right? I'm not telling you that you have to change your 

automatic thoughts, because that would be a whole other problem. If I told you to not 

have this thought, what would happen?  

 **The therapist is reassuring Nicole that the goal of treatment is not to eliminate 

negative automatic thoughts, as this is typically not possible, especially at the beginning 

of treatment.  

Nicole: I would still think it. 

Therapist: Right, and then that would probably make you more anxious. You'd be like “That lady 

told me not to have this thought and I'm thinking it and I'm freaking out more now.” So 

that's not what we're going to do.  

Nicole: Okay good.  

Therapist: Those thoughts are automatic and they happen to everybody. I still even think that 

way a lot initially. But I don't take it at face value. I don't take it as absolute truth. You 

know? It’s just a thought. So, we're going to take a step back and be like, “Okay, that's 

one perspective. Now how can I gather up as much information as I can, and challenge 

that initial thought into something that's more helpful, more conducive, more valid, more 

evidence based?” Because a lot of times we're not even looking at all the evidence around 

us. 

Nicole: Okay.  

Therapist: Also, some more review. Remind me of the primacy effect. 

Nicole: Can I have a hint?  

Therapist: Remember Miss Trenchable versus Miss Honey. 

 **The therapist is referring to the example Nicole had used earlier in treatment to trigger 

recall of the primacy effect.  

Nicole: Oh! So, childhood experiences.  

Therapist: Yeah, exactly.  

Nicole: And then like, depending on what you've had, if it’s something negative, then you just 

see it through that lens and you don't look at anything else different than that? 

Therapist: Exactly. So that's kind of shaping how we're seeing our world. Okay. Now, what 

about the recency effect?  

Nicole: More present?  

Therapist: Yes. 
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Nicole: Oh, yes. Like, if something happens to you, how does it spill over to the other things? 

Therapist: Yeah. So how are these shaping our perceptions today, now, in our daily life, in our 

depressed self? How are these things impacting us? Can you give me an example of 

maybe something that happened in your early life that, thinking back now, can say, “Oh, 

I was seeing it through that lens?” 

Nicole: I think we talked about it with my mom and her situation. I just felt like it was okay to go 

through it, just for her not to be hurt. And I feel like the same thing is repeating with my 

relationship. I'm just taking it so that they don't take it. But I felt like for the longest time 

it was okay. Just because I did it with my mom. And that was okay to do with her. 

 **Nicole is displaying she understands the connection between her early childhood 

experiences and her current behaviors.  

Therapist: Exactly. And the recency effect? 

Nicole: I would say like every negative event that happens. I just feel like it keeps spilling over. 

And I mean, like, ever since we started talking the first time, I would give you a whole 

list of everything that was happening. That was in a three-month period of time. And ever 

since that, like, every time it's something's adding. Everything keeps adding to it.  

 **Nicole is displaying she understands the connection between her current life events 

and her mood.  

Therapist: It’s been a few months and that stuff still affects you. I'm not saying you can't be upset 

about those things. They are upsetting and I would be even more shocked if you weren't.  

**Here, the therapist is validating and normalizing Nicole’s reaction to her experiences of 

stressful life events.  

But we don't want it to fuel our beast and make it feel like everything that's happening is 

happening to us and is just really pulling us down with no way up. We want to be able to 

process our emotions, have our initial thoughts and then hopefully be able to keep going. 

This is what the end goal is for you, to become your own therapist. Right? You're not 

going to be able to see me forever. The end goal is to be able to look at these things and 

understand this is just one frame of thought. This is one perspective. But how many other 

perspectives could you have?  

**Here, the therapist is reiterating to Nicole how CBT is meant to eventually end after the client 

has learned to manage their symptoms and has become their own therapist.  

Nicole: An infinite number of perspectives.  

Therapist: And if we only focus on the one perspective that's pulling us down, then of course 

we're going to feel like crap. But that's not what we want to do. So, let’s get into the 

thinking errors, or cognitive distortions. Let's review our cognitive distortions list. I'll 

have you read it out loud then give me an example of something that has happened to you 

that's in the same realm of cognitive distortion. 

 **By having Nicole read the sheet allow, it promotes her engagement in session, as well 

as promotes higher consolidation of the information over time.  

Nicole: All-or-nothing thinking also called black and white thinking: You view a situation in 

only two categories instead of a continuum. I feel like I was a very black and white 

person when we first started. It was either this way or that way. I was always stressed out 

because I felt like my life was black and I wanted it to be white. And I'm kind of now 

starting to see the grays of it. It doesn’t always have to be one way or the other.  

 **Nicole is already demonstrating stress relief as a result of treatment prior to directly 

learning about cognitive distortions and cognitive restructuring.  
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Therapist: That’s really insightful. I’m happy to hear the fact that you’re noticing some gray 

areas and relieving some stress.  

**Here, the therapist could have asked for a more concrete example.  

Nicole: Me too. Okay, fortune telling: you predict that something negative is going to happen in 

the future. As if you were gazing into a crystal ball. 100% me. Completely. I always think 

something's going to happen. I always think something's going on. And I mean, maybe 

nothing is happening. That's just me though. It’s annoying.  

Therapist: Right? And we always think like the worst thing.  

Nicole: Yeah.  

Therapist: At first glance, cognitive distortions are there to help protect us. How do you see this 

type of thinking as being able to help us? 

 **Asking Nicole to explain how cognitive distortions are originally designed as a 

protective mechanism allows her to understand why she may engage in this type of 

thinking so often and allow herself to express self-compassion.   

Nicole: I mean, not being too naive and too out there for everybody. That you just don't think 

everything is good. And then you just get crapped on. 

Therapist: Yeah, yeah, exactly. So, it's a way to protect ourselves. We don’t want to be that 

person who gets played. I mean, in a way we're trying to plan. We're trying to be those 

people who think ahead and think of the future. The people who want to make sure that 

they have a plan for anything that happens. And we tend to focus on the bad things and 

are thinking about everything that can go wrong. And then that brings our mood down. 

Then we're constantly worried. And it just turns into this giant spiral, right?  

Nicole: Yeah. But here's my thing. Because I'm a very optimistic person, like, for absolutely 

anything. My family would call me. And, you know, I'm the one that’s like, “Don't think 

like that. Don't even bring it up.” Like, you know, if you speak to it, you speak it into 

existence. And it's just like, I am like that for everything. Except when it comes to my 

relationship. 

Therapist: Right. It's so hard when it comes to yourself and your own relationships. Easier said 

than done.  

Nicole: Yeah. Right.  

Therapist: And especially like, when he hasn't really given you a reason to think anything 

different. It makes sense. However, he's not doing all 100 of the things that are in your 

head. We're most likely worried about things that aren’t happening. I'm not saying it's 

inappropriate to worry about one or two legitimate things. Because chances are, in your 

relationship, it's been shown that he is doing some shady stuff sometimes. But he's not 

doing 100 of them all at once. And it’s so stressful to worry about the things and people 

you cannot control. And I’m willing to bet that's probably what keeps cycling through our 

head at all times. 

Nicole: And I think a good improvement that I did while being in therapy, was like, in the 

beginning, I would always predict something. And as soon as I predicted something, I 

immediately went detective mode, right? Like detective mode was on. Whatever I 

thought I found it. I was right. I proved myself. 

Therapist: Or you found something else out.  

Nicole: Yeah. But like now it's like, for example, this week, I was cooking and his phone was 

ringing with text messages. And I know the way you look at Snapchat. Just because your 

screen goes bright and then dark camera. And when you slide just to see the message but 
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then put it back. So, I saw that. And it kept going off. And I was like, “No guy is going to 

hit you up that many times.” 

Therapist: Okay.  

Nicole: And if it's your guy friends or your brother, they would just FaceTime you. So, 

immediately that sent me a red flag. You know, like before me. I would have been 

flipped out and grabbed his phone. Checking this or that or trying to hack into Snapchat, 

which is not hard. But then I just saw it and just walked away. So, I was like, “Why waste 

my time to find something and prove my point? I still have to live with this human 

being.” 

 **Nicole demonstrated she had used a cognitive technique briefly discussed in a previous 

session about control and taken steps towards focusing on things in her environment she 

has control over.  

Therapist: That's really good to hear. You don't have control over him, but you have control over 

what you focus on and what you put your energy into. 

Nicole: For sure. 

Therapist: Good.  

Nicole: Okay, so, catastrophizing: you are telling yourself that the very worst is happening and is 

going to happen without considering other possibilities. Definitely me. I think that goes 

with fortune telling. I’m always telling myself the worst is going to happen. Then I’m 

always stressed out. And I know that doesn’t help Baby. I was talking to my sister about 

it and the baby can tell when I’m stressed. And that makes me more stressed and then my 

thoughts start getting worse. 

 **Nicole does a nice job of recognizing that each cognitive distortion does not exist on 

its own, but can be related to one another.  

Therapist: That’s a good example of how one bad thought can spark a domino effect of further 

catastrophizing.  

Nicole: And then disqualifying the positive: you unreasonably tell yourself that the positive 

experience, deeds, or qualities do not count. So, at the beginning, I think it was more of 

that. But now I don't do that. Because when I did pass my classes, and when I did get 

good grades, I didn't push it down. Like, I celebrated for myself. I actually did that.  

 **Nicole is displaying a shift in her depressogenic thinking.  

Therapist: You did and I'm so proud. 

Nicole: Thank you.  

Therapist: Yeah, you should be very proud of yourself. 

Nicole: I am. Then, confusing feelings with facts: these things must be true because you feel 

(actually believe) it so strongly, ignoring and discounting evidence to the contrary. 

Definitely me at the beginning. I kind of look past the red flags and let how I felt get in 

the way of what was probably really happening. And I kind of just kept fighting for the 

family that I always wanted.  

 **The therapist could have asked for a concrete example to see if Nicole truly understood 

the concept of the cognitive distortion. 

Labeling: you put a fixed global label on yourself and others without considering that the 

evidence might more reasonably lead to less disastrous conclusions. I don't think so. I 

don't like labeling. 

Therapist: I know a lot of people say, “I'm stupid.” Or “I'm incompetent.” I know before, you 

would say, “Something's wrong with me.” 
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Nicole: Yeah. I always thought that all the problems were my fault just because I'm missing 

something.  

Therapist: Right. And I'm thinking more like a label, like “I’m a problem.” Or “I’m not enough.” 

 **The therapist did a good job of pushing Nicole harder to consider if she labeled 

herself.  

Nicole: Yes, like I just didn't give myself credit. And I honestly could think like, instead of 

labeling myself stupid or whatnot, I think a huge label that I have was like I thought I was 

weak.  

Therapist: Oh, yeah. That’s definitely a label you threw around when we first met. Good insight.  

Nicole: Then, mind reading: you believe you know what others are thinking, failing to consider 

other more likely possibilities. And you make no effort to check it out. I think I do a lot 

of mind reading. Especially when he does go “ghost” on me. And I'm like, constantly 

reading his mind. And going to the day before, like what does he think I did? What does 

he think I said? 

Therapist: Especially when he's not talking to you. You feel like you have to be constantly 

guessing what they're thinking. 

Nicole: Once I start then I feel like I just keep doing it and doing it. Now, mental filter: you pay 

undue attention to one negative detail instead of seeing the whole picture. I would say I 

still do a little bit of that. Just because like the negative kind of always feels like it 

outweighs the positive. So, it can be much easier to notice the negative first and then just 

stick to it.  

 **Nicole displayed  

Therapist: We have definitely talked about this before in passing. How such a narrow focus or 

belief can impact how we see the world and then our mood. 

Nicole: Like the primacy effect? 

 **Nicole was able to pull from the cognitive theory to show her understanding of this 

distortion. This shows the therapist did a good job in explaining the theory.  

Therapist: I love that connection you made. 

Nicole: Okay, so, “should” statements: you have a precise fixed idea of how you or others should 

behave and you overestimate how bad it is that these exceptions are not met. I think that's 

a big one for me. And I think in my relationship, it's huge because I feel like he should be 

acting this way. And he should be doing this and should be doing that. And like, in the 

beginning, like I told you, I looked a lot past the red flags because of his childhood. His 

traumas. His own problems… blah, blah, blah. And that's why I kind of pushed it away. 

But like, no. It's like, you should get help. You have a whole other human being coming 

to depend on you. And you still don't want to fix yourself. So, I don't feel bad for my 

“should” statements sometimes.  

Therapist: Going back to the whole control thing we talked about last time. We can’t control 

other people. Maybe you truly do feel he should be doing things. But focusing on those 

“shoulds” does not give people much wiggle room and makes us so frustrated and 

stressed. Especially when it comes to ourselves. The should statements are oftentimes 

directed at the self. Like “I should be doing this” or “I should be doing that.” And if you 

aren’t doing those things, it usually causes people a lot of distress and brings down our 

mood.  

 **The therapist did a nice job of asking Nicole to reflect on the “should” statements she 

applies to herself as well.  
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Nicole: Okay, yeah. Like, I should be a better mom and not stressed out or depressed. 

Therapist: Yes, just like that.  

Nicole: And then unhelpful thoughts: problematic thoughts that do not contain logical thinking 

errors. These thoughts may be true or value statements are either true or false, however, 

dwelling on them makes you feel more anxious and may interfere with your performance 

completely. 

Therapist: I think this sort of relates back to the example you already said earlier about his 

phone. 

Nicole: Yeah, I think so too. Like, about when it kept going off, right?  

Therapist: Yes. And You've done better with, like you said, “I know he's probably doing 

something that I don't want him to do, but now I don't care anymore.” Whereas before, 

you'd be like a detective and you'd spend all of your energy on figuring out what he was 

doing. 

Nicole: Completely. Yeah. 

Therapist: Okay, so make sure you read and go through the rest of those in the chapter and the 

packet. And then we're going to start tracking our automatic thoughts. So, here's an 

example of one. And you're going to just write the time and the date, and you're going to 

briefly describe the situation or when the thought occurred. And then write down your 

emotions about it. In the back of your packet, there's a whole list of feelings words. We 

usually know the basic emotions but it has a list of several that might be a little bit more 

fitting and aren’t just sad or just happy. That can help you out. And then we're going to 

rate on a scale of 1 to 10 on how strong that emotion is. 1 is you are barley feeling the 

emotion. And then 10 is just like, I cannot go any higher – I feel this emotion 100%. 

What questions so far? 

Nicole: Makes sense so far.  

Therapist: Okay. Then write down the automatic thoughts you're having. These are statements. 

Usually one sentence. They're not questions. For example, an automatic thought that 

people initially like to say is, “What would the person think of me?” if they were to do 

something embarrassing. If you have some sort of question like that, go ahead and try to 

answer it. Like, “Oh, well, they'll think I’m dumb or stupid.” So, make sure it's an actual 

statement. That way we can understand what you're actually getting at. Right now, I just 

want us to look at the patterns of what's happening when we are having these sorts of 

thoughts, or what sort of situations do they usually happen in or come from? What 

emotions do they tend to bring up? We're trying to notice the patterns. What questions?  

 **The therapist could have spent more time making sure Nicole understood how to fill in 

the form. They also could have written a fake example on the board together so solidify 

Nicole’s understanding.  

Nicole: How many am I supposed to write? 

Therapist:  I would at least want a minimum of two of these fill out. 

Nicole: Two boxes or two pages?  

Therapist: Two pages filled out and then that way we can start to hopefully recognize some 

patterns. And then after that, what do you think is the next step? Like once we recognize 

what thoughts and patterns are having. What's the next logical step to take? 

 **The therapist did a nice job of having Nicole consider the next logical step to treatment 

to tie in what was discussed at the beginning of the session. 

Nicole: What can we do to change them?  
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Therapist: Yep. perfect. Okay, so we have these last 10 minutes. 

Nicole: We talked last time. So, like how do I not freak out when I’m in Jersey? 

Therapist: Okay. So how do you usually try and calm yourself down when you're anxious? When 

you're thinking about what he's doing? 

 **The therapist does a nice job of asking Nicole to use emotion regulation skills she 

already knows works for her.  

Nicole: Um, I feel like it's different. In Jersey it gets triggered a lot stronger and deeper. Just 

because I know it's her. And it just triggers me and she's living right next to me. But she's 

back with her boyfriend. So, I don't know if that's a good thing or a bad thing. But 

whatever. It's kind of the fact like you know how much damage she's done to us already 

that you would go back to her? And not only that, but what he caught with her. So, I feel 

like it's a trigger that I can literally go down the street and find out. And like, I don't want 

to be that. I just want to do me. And what I've been doing is I've been trying to fill up my 

schedule from morning to night. 

Therapist: It’s a good technique to at least keep you busy. So, if it's not too physically taxing, 

then that's a good idea. What else? 

Nicole: It's like, I'm only there for three days, right? So, I want to be with my family. But like, 

you know, the text message that I sent him, he doesn't answer. Or the phone call that I 

make and he doesn't answer. Immediately red flags, right? 

Therapist: So, you told me you’ve decided you're done?  

Nicole: Yeah.  

Therapist: Is that still true?  

Nicole: Yeah.  

Therapist: So, my thought is back to the control piece. He's grown. If you send him one message 

and you give them one phone call, you did what you have control over.  

Nicole: And then if he decides to go do his own thing, it's on him. 

Therapist: Right, because you gave him the information that he needed. You try to get a hold of 

him. You leave a text, you leave one voicemail, and then you focus on yourself and what 

you can control. Because that's what you're there for anyways. You're there for you. 

You're not there for him. He should be there for you and it should be about enjoying your 

time with your family.  

 **Therapist used a “should” statement here in regards to Nicole’s significant other 

being there for her. In the future, the therapist can work on using better language and 

refrain from modeling distorted thinking.   

Nicole: Okay, you’re right. I’ll try.  

Therapist: So, other distraction techniques. Have you heard of grounding techniques?  

Nicole: No, I don’t think so. 

Therapist: Okay, so I usually do what's called pick five. When people are really anxious and they 

have all these worries going through their mind, then their mind is not in the present 

moment, right?  

Nicole: Right.  

Therapist: Worries are future oriented. Thoughts like, where is he going? What is he going to do? 

Things like that. So, what is a way to bring our mind back to the present moment? I like 

to use our senses.  

 Nicole: Okay. 
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 Therapist: So, pick five is pick one sense. So it can be sight, sound, touch, smell and taste. For 

example, you pick five things that you can see in the room. So, right now pick five in this 

room that you can see. 

Nicole: The lamp, the jacket, your cup, curtains, Christmas cards. 

Therapist: Okay, perfect. Now, out of those five things, what has the most detail in them?  

Nicole: Christmas cards. 

Therapist: Okay, describe the crap out the cards. 

Nicole: There are a bunch of snowmen, a Christmas tree, colorful, kind of like pastel colors. 

Green, Red, Yellow. Blue.  

Therapist: What else?  

Nicole: They're reading books. They're singing. There's snow. The Christmas tree has a lot of 

ornaments. They have hats, scarves. They look happy. 

Therapist: So, when you were thinking or describing that, what else is going on in your brain?  

Nicole: Nothing.  

 **Here is a good example of the therapist providing Nicole with a new technique and 

demonstrating its usefulness in the room.  

Therapist: Right. So, if we can really focus on the present moment and pick something in the 

room to ground us in what we're doing, it makes our mind really focus and not worrying 

about something else. You might have to do it a few times. And that's okay. Our brains 

are not wired to be present. To be honest, they're wired for survival. Like I said, anxiety 

is a survival technique. Cognitive distortions are sort of a way to help us. But in reality, 

it's too much sometimes. So that grounding technique is what I like to use. Then pick a 

different sense. So, touch five things you can touch or feel and then really go into detail 

about how it feels. Does that make sense?  

Nicole: Yeah.  

Therapist: Do you think that will help?  

 **The therapist does a nice job of asking if Nicole believes the grounding technique will 

help. She could have probed further and asked if there were any concerns or foreseeable 

obstacles with utilizing the technique.  

Nicole: Yeah. I like that.   

Therapist: Any other lingering questions about anything we have talked about today? 

Nicole: No, but if I do, I’ll just email you.  

Therapist: Alright, well enjoy your doctor's appointment and your trip. I hope everything goes 

well. 

Nicole: Bye. See you next week.  
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