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Abstract 

The following is a de-identified case study that presents the assessment, diagnosis, and treatment 

process for an adolescent presenting with major depressive disorder (MDD) with anxious distress 

and a history of trauma. All names and identifying information have been changed to protect the 

client’s anonymity. Newton is a 16 year-old African-American, LGBTQ+ male who presented 

with depressive and anxious symptoms that were interfering with his home, school, and social 

functioning. He was assessed using the Mini-International Neuropsychiatric Interview for 

Children and Adolescents (MINI-KID) and multiple self-report measures. At the time of writing, 

he had attended 10 sessions of individual therapy utilizing a cognitive behavioral approach 

consistent with a transdiagnostic conceptualization of psychopathology. Interventions targeted 

emotion regulation, avoidance reduction, cognitive flexibility, emotional awareness, and 

behavioral activation. A transcript of one session is included to demonstrate Newton’s 

presentation and engagement in treatment as well as the therapist’s implementation of treatment 

strategies. Scores obtained on self-report measures throughout treatment are provided to assess 

symptom reduction and progress on therapeutic goals. 
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A Transdiagnostic Approach to the Treatment of an Adolescent Male with Depressive and 

Anxious Symptomatology 

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

Psychiatric Association [APA], 2013) states a Major Depressive Episode (MDE) is characterized 

by the experience of at least five of the following nine symptoms nearly every day in the same 

period of two weeks: depressed mood, decreased interest or pleasure in activities, significant 

changes in weight or appetite, sleep disturbances, noticeably restless or slowed movements, 

fatigue or low energy, feelings of worthlessness, diminished cognitive abilities, and/or recurrent 

thoughts of death or suicide. These symptoms must cause significant distress and impairment in 

daily life and must not be attributable to a medical condition or use of a substance.  

In addition to experiencing the aforementioned symptoms, to meet criteria for major 

depressive disorder (MDD; APA, 2013), the individual must have never experienced a manic or 

hypomanic episode, and the symptoms must not be better explained by schizophrenia spectrum 

or psychotic disorders. For children and adolescents, the criteria are the same as for adults, 

although depressed mood may also present as irritability. 

  In the United States, the 12-month prevalence of depression is 7% for individuals 18 to 

29 years of age (DSM-5; APA, 2013). Between 2009 and 2019, the prevalence of depression in 

adolescents between the ages of 12 and 17 increased from 8.1% to 15.8% (Daly, 2021). 

Additionally, African-American adolescents experienced a 55.4% increase in the prevalence of 

depression within this same period of time (Daly, 2021). Epidemiological studies report the 

average age of onset for depression in adolescents as being between 11 and 14 years of age, with 

higher rates in females than in males (Merikangas et al., 2009). Research suggests the presence 

of a childhood diagnosis of MDD places individuals at an increased risk of experiencing 
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depression in adulthood as evidenced by a prevalence estimate of 43.3% among this subgroup 

(Merikangas et al., 2009). 

  MDD is commonly comorbid with substance-use disorders, panic disorder, obsessive-

compulsive disorder, eating disorders, and borderline personality disorder (DSM-5; APA, 2013). 

Specific to children and adolescents, attention-deficit/hyperactivity disorder, anxiety disorders, 

substance-use disorders, disruptive disorders, and elimination disorders commonly co-occur with 

MDD (Mullen, 2018). Additionally, individuals diagnosed with MDD are at increased risk of 

experiencing suicidal ideation and/or behaviors. In adolescents aged 12 to 17, suicide is the 

second leading cause of death with approximately 8% of those diagnosed with MDD in 

adolescence having completed suicide by young adulthood (Mullen, 2018). Suicide rates 

increase with multiple marginalized identities. Between 1991 and 2017, the number of suicide 

attempts by African-American adolescents increased 73% (Mullen, 2018). Furthermore, African-

American LGBTQ+ adolescents are twice as likely to experience suicidal ideation and behavior 

compared to African-American heterosexual adolescents (Opara et al., 2020). Research suggests 

these increased rates of suicidal ideation and behavior are the result of multiple contributing 

factors including elevated rates of internalized homophobia, gender nonconformity, depression, 

victimization (e.g., sexual abuse, bullying), perceived discrimination, and religious upbringing 

(Opara et al., 2020). 

  MDD varies in its impact on functional impairment, with some individuals able to 

effectively manage symptomatology and carry on with daily functioning, while others may be 

completely incapacitated and unable to care for themselves or even communicate (DSM-5; APA, 

2013). In adolescents, impairment commonly presents as social withdrawal or isolation, 

complaints of somatic symptoms, and issues at school (e.g., attention, peer relations) or with 
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grades (Mullen, 2018). Children and adolescents are less likely to verbalize emotional and 

cognitive symptoms of depression, leading the disorder to be both underdiagnosed and 

undertreated, with a rate of only 50% of adolescents who would meet criteria for MDD being 

diagnosed before they reach adulthood (Mullen, 2018). 

Theoretical Model 

Triple Vulnerability Theory 

The Triple Vulnerability Theory (TVT) proposes that a number of vulnerabilities must be 

present for the development of clinically significant anxiety and depression (Barlow, 2014). The 

vulnerabilities that comprise the TVT include a biological vulnerability, a generalized 

psychological vulnerability, and a specific psychological vulnerability. Genetic components 

create biological vulnerabilities that interact with psychological vulnerabilities (i.e., an external 

locus of control) resulting from adverse experiences in early life. The specific psychological 

vulnerability represents early learning experiences that shape the generalized vulnerabilities into 

specific disorders (e.g., being bullied in childhood teaches the individual that other people are 

dangerous, consistent with social anxiety disorder). The presence of these vulnerabilities and the 

experience of a stress-inducing event act as a catalyst for the development of an emotional 

disorder. 

According to the TVT, the generalized biological vulnerability represents the heritable 

developments of anxiety and low positive emotion (Barlow, 2014). Moreover, some individuals 

may have a biological predisposition to be more reactive to stressors and novel stimuli. This 

biological vulnerability is considered a basic aspect of temperament and is captured by 

psychological constructs including “neuroticism,” “negative affectivity,” “behavioral inhibition,” 

and “trait anxiety” (Barlow, 2014). High levels of neuroticism and negative affectivity are 
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strongly associated with mood disorders, including those with anxious features (Brown & 

Naragon-Gainey, 2013). 

Generalized psychological vulnerabilities must be present along with biological 

vulnerabilities for an emotional disorder to develop. A generalized psychological vulnerability is 

described as a perceived lack of control over life events and stressors (Barlow, 2014). Early life 

events (e.g., trauma, neglect, parental overcontrol) lead to a perception of unpredictability or 

uncontrollability in response to events, especially those perceived as negative in nature. A lack of 

availability of nurturing, or even predictable, care may contribute to a sense of learned 

helplessness and to the development of generalized psychological vulnerabilities. Consistent 

with TVT, low levels of perceived control are strongly correlated with emotional disorders and 

the expression of neuroticism (Brown & Naragon-Gainey, 2013). 

Barlow (2014) posits that, for some emotional disorders, a specific psychological 

vulnerability must be present in addition to the biological and generalized psychological 

vulnerabilities. A specific psychological vulnerability is characterized by a specific focus of 

distress as a result of learned or observed sensations, situations, or features that are believed to be 

dangerous. A specific psychological vulnerability can be developed when an individual directly 

experiences an event that results in actual danger and/or pain, observing a hazardous situation, or 

being told/taught that a specific situation is dangerous. Specific psychological vulnerabilities are 

commonly illustrated with panic disorder in that individuals learn to fear certain physical 

sensations, believing that these sensations are dangerous.  

However, according to the TVT model, the presence of a specific psychological 

vulnerability is not necessary for the development of depression or generalized anxiety disorder 

(GAD). The literature suggests that anxiety typically precedes depression and, over time, arises 
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out of the same vulnerabilities (Barlow, 2002). In fact, Barlow (2002) considers the core feature 

of worry to be a form of “basic anxiety” that is present in many depressive disorders. This 

anxious worry is strongly related to the underlying dimensions of neuroticism and negative 

affectivity.  

The presence of dysfunctional attitudes, learned as a result of early life events, may also 

constitute a vulnerability to depression (Brown & Naragon-Gainey, 2013). Dysfunctional 

attitudes are described as negative beliefs about the self (internal), world (global), and future 

(stable) used to categorize the cause of life events described in attributional models of depression 

(Sweeney et al., 1986). 

Transdiagnostic Approach  

The transdiagnostic approach recognizes common elements and presentations that occur 

across emotional disorders; a transdiagnostic treatment approach allows for the application of 

empirically-supported treatment principles across disorders without needing to use a diagnosis-

specific manual (Barlow, 2014). This approach to treatment allows for ease of case 

conceptualization, as well as efficient and effective implementation of empirically supported 

treatment interventions within a single, unified protocol (Newby et al., 2015). The 

transdiagnostic approach pays homage to Occam’s Razor, whereby the simplest, unified strategy 

is oftentimes amongst the most efficient. This principle illustrates the allure of using a single 

protocol over a complex series of manuals to treat one disorder at a time (Mansell et al., 2009). 

Moreover, individuals rarely present with a textbook case of a single psychological disorder and 

are far more complex than what allowances are made in diagnosis-specific manuals (Harvey et 

al., 2004). This approach creates the opportunity for treatments to be tailored specifically to the 

client (e.g., adapting treatment to provide affirming care for LGBTQ+ clients; Austin & Craig, 
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2015). Harvey et al. (2004) identified shared common cognitive and behavioral processes that 

maintain the symptomatology across a range of disorders, including anxiety, depressive mood, 

eating, obsessive-compulsive, and posttraumatic stress. These processes have been categorized 

into attention, memory, reasoning, thought, and behavior. 

Within the category of attention, Harvey et al. (2004) discusses the maintaining factors of 

selective attention to external stimuli, selective attention to internal stimuli (i.e., self-focused 

attention), and attentional avoidance. With selective attention to external stimuli, a stimulus in 

the external environment is processed and perceived to be threatening. The presence of 

hypervigilance in individuals with anxiety disorders is a common example of this type of 

selective attention. Self-focused attention refers to the awareness of internal sensations, 

emotions, and thoughts and is a common component of panic disorder, social anxiety disorder, 

and depression. Individuals with depression have increased difficulty disengaging their selective 

attention. Attentional avoidance is the directing of attention away from a perceived threat and 

towards sources of safety, preventing habituation and new learning. Individuals with 

psychological disorders attend to external and internal stimuli selectively, as it relates to their 

current distress. Evidence suggests attentional biases (e.g., increased avoidance and 

hypervigilance to threatening stimuli) are a characteristic of depression in adults, as well as 

children and adolescents (Platt et al., 2016). 

Memory in the maintenance of psychological disorders is divided into explicit selective 

memory, recurrent memory, and overgeneral memory (Harvey et al., 2004). With explicit 

selective memory, individuals are more likely to remember information that pertains to their 

current concerns; mood or state can influence selective memory bias. Recurrent memories are 

described in this context as being repetitive and intrusive and are more likely to be encoded with 
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negative emotions. Flashbacks associated with PTSD are an example of recurrent memories. 

Overgeneral memories lack details like place and time; individuals with psychological disorders 

often experience an increase in overgeneral memory recall and struggle to recall more specific 

memories. Overgeneral memories are considered transdiagnostic, but not universal to all 

psychological disorders. 

Reasoning, defined as the interpretation of information and events, is a core component 

of maintenance in many psychological disorders (Harvey et al., 2004). In Harvey and colleagues’ 

(2004) model of transdiagnostic processes, reasoning consists of interpretational bias, expectancy 

bias, and emotional reasoning. Interpretational bias is the (often, but not always) negative 

interpretation of ambiguous stimuli. This type of reasoning is commonly observed in anxiety and 

depressive disorders and is used to make sense of, explain, or predict the life of the individual 

and the world around them. Consistent with adult models, evidence suggests negative 

interpretation bias is correlated with an increase in depressive symptoms in children and 

adolescents (Platt et al., 2016). Expectancy bias is the prediction and anticipation of a negative 

outcome, regardless of evidence to the contrary (Harvey et al., 2004). There is considerable 

overlap between interpretational biases and expectancy biases, as they are complementary 

processes. Emotional reasoning is the use of feelings as a primary source of information to make 

judgements and evaluations; an individual’s current mood can influence their perception of their 

life, positively or negatively. 

The components of thought that contribute to the maintenance of psychological disorders 

are recurrent negative thinking, positive and negative metacognitive beliefs, and thought 

suppression (Harvey et al., 2004). Recurrent negative thinking is the development of excessive 

and dysfunctional worry or rumination in response to negative intrusions and is commonly 
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reported by individuals with anxiety, depressive, and/or trauma/stress-related disorders. 

Metacognitive beliefs emphasize the advantages or risks of certain types of thinking, 

respectively. An individual may believe that their worry aids them in problem-solving (positive 

metacognitive belief, which encourages worrying) or that their level of worry will lead them to 

be “crazy” (negative metacognitive belief, which encourages avoidance or suppression of 

worry). Thought suppression is the deliberate attempt to prevent or eliminate specific thoughts; 

however, thought suppression typically leads to an increase in the frequency of the target thought 

(Wegner et al., 1987).  

The core tenets of the behavior component consist of avoidance and safety behaviors 

(Harvey et al., 2004). Avoidance is described as the effort an individual exerts to not place 

themselves in a fear- or stress-inducing situation. Individuals with anxiety disorders will often 

avoid situations in which they have experienced high levels of anxiety and interpreted as 

dangerous (e.g., an individual with a specific phobia of vomit may avoid going to hospitals or 

being around infants out of fear of witnessing vomiting). In individuals with depression, 

avoidance can be observed in decreased engagement with previously enjoyed activities, 

withdrawal from socialization, and evasion of certain thoughts or memories. Safety behaviors are 

actions one takes to prevent a feared outcome and can decrease anxiety in the moment (e.g., an 

individual repeatedly checking or using their phone during social situations). Avoidance and 

safety behaviors prevent habituation and new learning and, instead, maintain fear surrounding 

those situations and experiences. 

These transdiagnostic processes have been used to guide the direction of treatment in 

unified protocols for emotional disorders (Mansell et al., 2009). Common elements utilized in 

transdiagnostic treatment are emotion regulation, avoidance reduction, emotion awareness, and 
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cognitive flexibility, all of which are utilized in cognitive behavioral therapy and are empirically 

supported in the treatment of depression and anxiety (Mansell et al., 2009). Treatment is aimed at 

decreasing the maintenance of dysfunctional processes and improving the use of adaptable 

coping skills. 

Empirical Support for Treatment 

  Over the past 30 years, studies and reviews have documented the efficacy of employing a 

transdiagnostic approach to cognitive behavioral therapy for the treatment of emotional disorders 

(Mansell et al., 2009). Unified protocols have demonstrated positive results in treatment 

outcomes for emotional disorders by targeting core features of psychopathology; hence, they are 

especially useful for the treatment of comorbid disorders and complex presentations, such as 

depression with anxious features (Méndez et al., 2021). A unified protocol is a transdiagnostic 

approach that allows for broader conceptualization and treatment of common symptom 

presentations relative to multiple emotional disorders, rather than being disorder-specific like 

many manuals. Common elements utilized across different unified protocols include teaching the 

client strategies to enhance emotion regulation, reduce avoidance, increase emotion awareness, 

and improve cognitive flexibility. The following review of empirically supported treatments 

describes meta-analyses and randomized controlled trials (RCTs) examining the efficacy of 

transdiagnostic interventions for the treatment of emotional disorders. 

In a meta-analysis covering 15 studies and 1,244 participants, the efficacy of the Unified 

Protocol for Transdiagnostic Treatment of Emotional Disorders (Barlow et al., 2010) was 

examined; results showed significant (p < .001) and large effect sizes (ranging from g = -.92 to -

1.23) representing significant reductions in symptoms of anxiety, depression, post-traumatic 

stress disorder, panic disorder, borderline personality disorder, generalized anxiety disorder, 
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social anxiety disorder, and obsessive-compulsive disorder (Sakiris & Berle, 2019). The 

transdiagnostic interventions were associated with increased use of adaptive emotion regulation 

techniques and improvement in quality of life and decreased functional impairment. 

Additionally, large reductions in symptoms were still evident at a 6-month follow up (ranging 

from g = -1.07 to -1.60).  

  A meta-analysis and systematic review conducted by Newby and colleagues (2015) 

evaluated the efficacy of transdiagnostic treatments for anxiety and depression. Included in this 

analysis were 31 RCTs, 15 uncontrolled trials, and one non-randomized trial for a total of 3,705 

participants. In comparison to waitlist controls and treatment-as-usual conditions, transdiagnostic 

treatments resulted in large mean effect sizes and significant reductions in depression (g = .92) 

and anxiety (g = .85). Comparing pre-treatment to 3-6 month follow up, significant findings were 

found in mean effect sizes for depression (g = 0.91, p < .001) and anxiety (g = 0.87, p < .001), 

indicating that the reduction in symptoms is maintained after treatment. Transdiagnostic 

treatments were shown to be as effective as disorder-specific treatments for anxiety and were 

more effective than disorder-specific treatments for depression.  

  Another RCT, conducted by Ehrenreich-May et al. (2016), examined the efficacy of 

transdiagnostic treatment of emotional disorders in adolescents using the Unified Protocol for the 

Treatment of Emotional Disorders in Adolescents (UP-A). This extension of Barlow’s (2010) 

Unified Protocol uses flexible administration and core elements similar to the adult version such 

as emotional awareness, avoidance reduction, cognitive flexibility, cognitive reappraisal, and 

behavioral activation and modification. In this study, 51 adolescents between the ages of 12 and 

17 and varying in race (e.g., LatinX, Caucasian, African-American, Asian-American, “Other”) 

participated. After 16 weeks, the group receiving transdiagnostic treatment displayed 
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significantly lower symptoms compared to the waitlist group (d = 1.25, p < .001). Those in the 

transdiagnostic treatment group were consistently rated by clinicians, their parents, and 

themselves as having lower symptom severity and impairment than the waitlist group at all 

measurement intervals and continued to significantly improve after treatment.  

  In a more recent randomized controlled trial, Schniering and Rapee (2020) evaluated 

transdiagnostic cognitive-behavioral treatment for the presentation of both anxiety and 

depression in adolescents. In this study, 82 adolescents between the ages of 11 and 17, 

representing a range of ethnicities, participated. Effects on diagnosis, symptom severity, and life 

interference were assessed. The core elements used in the treatment were avoidance reduction, 

cognitive restructuring, and emotion regulation strategies. When using the Anxiety Disorders 

Interview Schedule for Children and Parents (ADIS-IV-CP) to compare the effects on diagnosis 

of the transdiagnostic treatment group to the waitlist control group using a mixed model analysis, 

there was a significant difference between the two groups, F(1, 148) = 18.68, p < .001, in support 

of the transdiagnostic treatment. Additionally, significant main effects were found for symptom 

severity using the Spence Children’s Anxiety Scale (SCAS) and Center for Epidemiological 

Studies Depression Scale (CESD), F(3, 145) = 5.90, p = .001, as well as for life interference 

using the Adolescent Life Interference Scale (ALIS-I), F(3, 144) = 7.52, p < .001. Overall, the 

findings of this RCT demonstrated significant reductions in diagnoses, symptom severity, and 

life interference, supporting a transdiagnostic approach for the treatment of depression and 

anxiety in adolescents. 
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Presenting Problem and Relevant History  

Relevant History 

  For the purposes of this case study, all names and identifying information have been 

changed to protect the confidentiality of the client. Newton is a 16-year-old African-American 

male who lives with his paternal uncle in a midsize city located in the Midwestern United States. 

He is currently a high school junior enrolled in weighted advanced placement (AP) courses and 

maintaining a 4.5 GPA. He is actively involved in student council, National Honors Society, 

Spanish National Honors Society, band, and choir. Newton is the youngest of eight half-siblings 

(seven brothers and one sister) who now live in various locations throughout the Midwest. He is 

also an uncle to six nieces and nephews, with two more arriving soon. Newton’s parents 

divorced when he was five years old, but they maintained respectful communication and were 

cooperative co-parents.  

After the divorce, Newton’s mother maintained primary custody. Newton reported living 

in a lower socioeconomic status; he recalled his mother struggling to pay the bills while also 

taking care of nine children. With their mother working and being unable to provide consistent 

supervision, Newton reported two of his brothers became involved with local gangs. Due to his 

brothers’ gang involvement, Newton witnessed physical fights, received threats directed at him 

and his family, and witnessed armed assaults (i.e., knives, firearms). After the exposure to gang 

violence in his early childhood years (age 7), Newton’s parents determined it would be best if he 

relocated to live with his father. Despite the move, Newton was able to maintain enrollment at 

the same school. 

Newton has remained in contact with his mother and siblings, but described being closest 

with his paternal grandmother, aunt, and uncle. Newton was uncertain of the extent of his 
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family’s mental health history but did state that his mother and sister experience both anxiety and 

depression. He was unable to say whether or not his mother or sister had ever received mental 

health treatment. He acknowledged he has not received previous treatment himself.  

  Newton reported having a strong relationship with his father and noted his desire to make 

his father proud. Newton experienced additional trauma in February of 2021 when he was the 

only person at home when his father passed suddenly and unexpectedly from a heart attack. 

Newton called 911 and performed CPR but was unable to resuscitate his father. Between the 

months of January and April, Newton experienced the unexpected loss of seven additional family 

members including grandparents, aunts, uncles, and cousins. After the death of his father, his 

uncle moved into the house with Newton. In October, his grandmother moved into the house 

with them to receive additional care after a medical procedure. 

  At the time of his intake at a community mental health center, Newton did not report a 

trauma history. During the second diagnostic interview with his therapist, Newton disclosed his 

experiences in childhood and the traumatic details of his father’s death. During session 10, 

Newton also disclosed that he had been sexually assaulted as a child; this information had never 

been previously shared or reported. Within session 10, Newton also disclosed experiencing 

attraction to other males and described distress when thinking about how his family, friends, and 

religious community would receive this information. Again, this information had never been 

previously shared. 

Presenting Problem  

In October 2021, at the suggestion of his grandmother, Newton’s uncle brought him to a 

community mental health center that specializes in treating children ages 3-18. During the intake 

process, his uncle reported Newton had been much quieter at home, not socializing as much as 
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he used to, appeared to be “down” most of the time, and was experiencing a drop in grades. 

During a second diagnostic interview conducted by this therapist, Newton confirmed what his 

uncle had stated and, in addition, reported feeling tired and worthless, experiencing sleep 

disturbances (difficulty falling and staying asleep), extreme fatigue, and difficulty concentrating 

nearly every day. Newton estimated he had been experiencing these symptoms at the current 

level of severity since May of 2021. Additionally, Newton expressed concern regarding his 

coursework and grades. After the intake assessment was completed, Newton reported wanting to 

feel “better,” process his grief, and be able to express his emotions, rather than suppress them. 

Assessment 

  Mini International Neuropsychiatric Interview for Children and Adolescents 

(MINI-KID). The Mini International Neuropsychiatric Interview for Children and Adolescents 

(MINI-KID) is a structured diagnostic interview used to determine the presence of psychiatric 

disorders in children and adolescents between the ages of 6 and 17 (Sheehan et al., 2010). The 

MINI-KID is organized into modules with 2 to 4 screening questions at the start of each module, 

with additional questions regarding symptomatology asked only if screening questions are 

endorsed. The modules of the assessment include depressive disorders, suicidality, bipolar 

disorders, panic disorder, agoraphobia, generalized anxiety disorder, separation anxiety, social 

anxiety, phobias, obsessive-compulsive disorder, post-traumatic stress disorder, alcohol use 

disorder, substance use disorder, tic disorders, attention-deficit hyperactivity disorder, conduct 

disorder, oppositional defiant disorder, psychotic disorders, eating disorders, adjustment 

disorders, autism spectrum disorder, as well as a medical/organic/drug cause rule-out. Questions 

are in a “yes/no” format, and determine if diagnostic criteria are met for each disorder. 
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  The MINI-KID boasts a high level of sensitivity (0.81-1.00) and specificity (0.74-0.99; 

Sheehan et al., 2010). Convergent validity between the MINI-KID and the Schedule for 

Affective Disorders and Schizophrenia for School Aged Children-Present and Lifetime Version 

(K-SADS-PL) is high with a value ranging from 0.81-0.96. Regarding inter-rater reliability, the 

MINI-KID is excellent (AUC ≥ 0.94). The test-retest reliability was reported to be between 0.75 

and 1.00 after a period of five days. Overall, the MINI-KID is considered to be a valid and 

reliable measure for the use of diagnosing psychiatric disorders in children and adolescents. 

Refer to Appendix A. 

 Newton positively endorsed initial screening questions for the depressive disorders, 

separation anxiety disorder, post-traumatic stress disorder, and generalized anxiety disorder 

(GAD) modules. However, Newton’s responses to the separation anxiety disorder and post-

traumatic stress disorder items eventually resulted in rule-outs. More specifically, during the 

separation anxiety disorder module, questioning revealed Newton did not experience anxiety or 

fear in response to being away from his father before his death; thereby, not meeting criteria for 

this disorder. The PTSD module ended after Newton reported the absence of intrusive 

symptoms. Newton’s responses to the depressive disorders module satisfied full criteria for 

MDD, current episode. His responses to the generalized anxiety disorder module indicated 

satisfying multiple criteria (e.g., difficulty concentrating due to worry and muscle tension) but 

not enough to receive a diagnosis of GAD. 

  Acceptance and Action Questionnaire (AAQ). The Acceptance and Action 

Questionnaire (AAQ) is a nine-item self-report measure used to assess for the presence of 

experiential avoidance, defined as being “unwilling to remain in contact with particular private 

experiences” and actively attempting to modify the frequency or modality of these emotions, 
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cognitions, and sensations (Hayes et al., 2004; p. 554). Responses are rated on a 7-point Likert 

scale with options of never true = 1, very seldom true = 2, seldom true = 3, sometimes true = 4, 

frequently true = 5, almost always true = 6, and always true = 7. Reverse scoring is applied to 

items 1, 4, 5, and 6 before calculating the total score by summing all responses. Scores can range 

from 9 to 63, with higher scores being indicative of higher levels of cognitive inflexibility and 

increased experiential avoidance. 

  The AAQ has been validated in studies that included over 2,000 participants drawn from 

clinical samples as well as nonclinical samples (Hayes et al., 2004). The measure yields a 

moderate to high internal consistency with Cronbach’s alphas ranging from .70 to .79 (Bond & 

Bunce, 2003; Hayes et al., 2004). Several studies exploring the convergent validity of the AAQ 

included comparisons to quality of life measures and presence of mental disorders have reported 

significant correlations for both the BDI (r = .72) and the Anxiety Sensitivity Index (r = .71; 

Hayes et al., 2004; Hayes et al., 2006). The test-retest reliability of the AAQ was reported as r = 

.64, indicating moderate stability across a period of four months (Hayes et al., 2004). Refer to 

Appendix B. 

  Newton received a score of 46 on the AAQ, placing him in the moderate to high range of 

experiential avoidance. He endorsed “almost always true” on six of the nine questions. Newton’s 

responses were consistent with his report of avoiding and repressing difficult emotions. 

However, despite the numerous traumas Newton had experienced, he recorded 3 = seldom true 

to item 9: “if I could magically remove all the painful experiences I’ve had in my life, I would do 

so.” 

  Beck Depression Inventory (BDI). The Beck Depression Inventory (BDI) is a 21-item 

self-report measure that assesses the presence and severity of depressive symptoms and attitudes 
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in individuals between the ages of 13 and 80 (Beck et al., 1961). Responses are presented in a 

multiple-choice format and rated on a scale of 0 to 3. Upon completion of the BDI, the responses 

are summed to produce a total score. Scores can range from 0 to 63 with scores of 0 to 9 

indicating no presence of depression, scores of 10 to 18 indicating mild to moderate levels of 

depression, scores of 19 to 29 indicating moderate to severe levels of depression, and scores of 

30 to 63 indicating severe levels of depression (Beck et al., 1988). 

  The BDI has been validated in studies representing a range of ethnicities beginning with 

Beck et al. (1961) in a study that included 409 participants, of which 35.3% were African-

American. The BDI boasts high internal consistency with alphas reported ranging from .73 to .92 

with a mean alpha of .86 for psychiatric populations and .81 for nonpsychiatric populations 

(Beck et al., 1988). In psychiatric populations, test-retest reliability is reported as ranging from 

.48 to .86, with test-retest reliability in nonpsychiatric populations ranging from .60 to .83 (Beck 

et al., 1988). Additionally, the BDI has high convergent validities with other clinical measures, 

including the Hamilton Psychiatric Rating Scale for Depression (HRSD), with mean correlations 

ranging from .72 to .73 for psychiatric populations and .60 to .74 in nonpsychiatric populations 

(Beck et al., 1988). Refer to Appendix C. 

  Newton’s responses to the BDI yielded a score of 24, placing him in the moderate to 

severe range for depression. Newton reported a 3 for “I feel I am a complete failure as a person” 

and “I used to be able to cry, but now I can’t cry even though I want to,” consistent with his total 

score indicating moderate to severe levels of depression. Newton endorsed a 0 for “I don’t have 

any thoughts of killing myself.” 

  Childhood Trauma Questionnaire – Short Form (CTQ-SF). The Childhood Trauma 

Questionnaire – Short Form (CTQ-SF; Bernstein et al., 2003) is a 28 item self-report measure 
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adapted from the Childhood Trauma Questionnaire (CTQ; Bernstein et al., 1994). The CTQ-SF 

is shorter than the original measure and requires no more than five minutes to complete. The 

questionnaire assesses five domains of trauma experienced as a child and adolescent: physical 

abuse, sexual abuse, emotional abuse, physical neglect, and emotional neglect. Physical abuse is 

defined as “bodily assaults on a child by an adult or older person that posed a risk of or resulted 

in injury” (e.g., a parent hitting the child and leaving bruises) (Bernstein et al., 1994). Sexual 

abuse is defined as “sexual contact or conduct between a child younger than 18 years of age and 

an adult or older person” (e.g., an elementary school teacher engaging in sexual acts with one of 

their students). Emotional abuse is defined as “verbal assaults on a child’s sense of worth or 

well-being or any humiliating or demeaning behavior directed toward a child by an adult or older 

person” (e.g., a caregiver withholding support and affection). Physical neglect is defined as “the 

failure of caretakers to provide for a child’s basic physical needs, including food, shelter, 

clothing, safety, and healthcare.” Emotional neglect is defined as “the failure of caretakers to 

meet children’s basic emotional and psychological needs, including love, belonging, nurturance, 

and support.” Responses are rated on a 5-point Likert scale with options of never true = 1, rarely 

true = 2, sometimes true = 3, often true = 4, and very often true = 5. The ratings are then summed 

to yield scores ranging from 5 to 25 for each trauma domain, with higher scores representing a 

higher level of severity. To detect underreporting, the CTQ-SF utilizes a three-item 

Minimization/Denial validity scale (the same three items from the original CTQ), with any score 

from 1 to 3 on these items being indicative of underreporting (Bernstein & Fink, 1998).  

 Interpretations of scores are defined by four levels of maltreatment: None (or Minimal), Low (to 

Moderate), Moderate (to Severe), and Severe (to Extreme). Cutoff scores for Emotional Abuse, 

None ranges from 5-8; Low ranges from 9-12; Moderate is 13-15; and Severe is 10-25. In the 
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domain of Physical Abuse, None ranges from 5-7; Low is 8-9; Moderate is 10-12; and Severe 

ranges from 13-25. As for Sexual Abuse, None is 5; Low 6-7; Moderate ranges from 8-12; and 

Severe is 13-25. Regarding Emotional Neglect, None is 5-9; Low ranges from 10-14; Moderate 

is 15-17; and Severe is 18-25. In the domain of Physical Neglect, None is 5-7; Low is 8-9; 

Moderate ranges from 10-12; and Severe ranges from 13-25. 

  The CTQ-SF has been validated in over 1,000 individuals, in clinical samples as well as 

community samples (Bernstein et al., 1994; Scher et al., 2001). In Scher and colleagues’ (2001) 

community sample, participants varied in ethnicity with 42.5% of participants being of African 

descent. Cronbach’s alpha was .91 for the entire measure with coefficients of .58 for physical 

neglect, .69 for physical abuse, .83 for emotional abuse, .85 for emotional neglect, and .94 for 

sexual abuse (Scher et al., 2001). Regarding validity, the CTQ-SF is high in sensitivity and 

specificity (Bernstein et al., 1994). Additionally, the CTQ-SF has both strong discriminant 

validity and convergent validity with clinical interviews of adults about childhood trauma 

(Bernstein et al., 1994). Inter-rater reliability kappas regarding clinical interview data collected 

by clinician raters is very high, >.90 (Bernstein et al., 1997). The CTQ-SF also boasts a strong 

test-retest reliability ranging from .79 to .86 over an average of four months (Scher et al., 2001). 

Refer to Appendix D. 

  Newton’s score of 8 in the physical abuse domain placed him in the Low range. This 

score was consistent with his reports of receiving infrequent, physical punishment. In the sexual 

abuse domain, Newton did not assign scores to three out of the five questions. The only 

questions answered in this domain were “someone threatened to hurt me or tell lies about me 

unless I did something sexual with them” and “I believe that I was sexually abused;” both of 

which Newton marked “1 - never true.” Newton’s scores placed him in the None range for all 
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other domains. After disclosing the information about the sexual assaults, Newton explained he 

did not answer the additional sexual abuse questions because, although he had been sexually 

abused, it had not been perpetrated by a family member and he did not want the therapist to 

believe it had occurred at the fault of his family.  

  Pediatric Symptom Checklist (PSC-Y). The Pediatric Symptom Checklist-Youth report 

is a 35-item questionnaire that can be completed by adolescents ages 11 and older (or by a 

parent/guardian as the PSC) and is used to screen children for difficulties with psychosocial 

functioning (Jellinek et al., 1988). This measure covers a wide range of emotional and behavioral 

issues and is used to identify areas of functioning that could benefit from further assessment 

(e.g., spends more time alone). Respondents mark “Never,” “Sometimes,” or “Often” with Never 

= 0, Sometimes = 1, and Often = 2 (Jellinek et al., 1988). The sum of the scores from the 35 

items represents the total score. For ages 4 and 5, a score of 24 or higher indicates psychological 

dysfunction; for ages 6 to 16, the cutoff score is 28 or higher (Little et al., 1994). 

  The PSC-Y has a moderate specificity of 0.68 and a high sensitivity of 0.95 (Jellinek et 

al., 1988). Very significant correlations (p < .001) were found between positive PSC-Y scores 

and PSC-Y questions (Jellinek et al., 1994). The PSC also has strong internal consistency with a 

Cronbach’s alpha of 0.91. Additionally, test-retest reliability ranges from 0.84 to 0.91 (Jellinek et 

al., 1988). Refer to Appendix E. 

  Newton reported a score of 28, meeting the cutoff score and indicative of experiencing 

difficulties with psychosocial functioning. Newton assigned “Often” to statements like “spend 

more time alone; tire easily, little energy; distract easily; down on yourself; do not show 

feelings.” He assigned “Sometimes” to statements like “less interested in school; feel sad, 
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unhappy; are irritable, angry; feel hopeless; have trouble concentrating; school grades dropping; 

have trouble sleeping; feel that you are bad; seem to be having less fun.” 

  Outcome Rating Scale (ORS). The Outcome Rating Scale is a four-item self-report 

measure, derived from the OQ-45.2, used to monitor progress and change in session, and was 

developed for individuals aged 13-18, with two other versions used to monitor younger 

individuals (Miller et al., 2003). The four items (Overall, Individually, Interpersonally, and 

Socially) translate to four domains: overall well-being, personal well-being, interpersonal 

satisfaction, and social satisfaction. The four items correspond to four separate visual analog 

scales measuring 10cm in length; the individual is instructed to make a mark on each line with 

marks closer to the left representing lower values and marks closer to the right representing 

higher values. Lower values represent dysfunction, dissatisfaction, and lower levels of perceived 

well-being. Higher values represent increased functioning, satisfaction, and sense of well-being. 

Responses are quantifiable by measuring where the mark falls on the 10cm line (e.g., a mark 

placed at approximately 6cm from the left would represent a value of 6) and rounding up or 

down when necessary.  

  The ORS boasts strong psychometric properties (Bringhurst et al., 2006). Internal 

consistency of the ORS yields a Cronbach’s alpha of .97 and test-retest reliability has a 

correlation of .80 over a period of 1 to 3 weeks. These correlations are quite high for a measure 

of only four items. Miller et al. (2003) explains these results being due to the high correlation of 

the four items, rather than being four distinct domains. Concurrent validity is moderate with a 

correlation coefficient of .69, which is to be expected in comparison to the 45-item OQ-45.2 and 

still proposes respectable validity (Bringhurst et al., 2006). Additionally, similar results in 
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replication studies are in support of construct validity (Bringhurst et al., 2006). Refer to 

Appendix F. 

  At the start of treatment, Newton reported low levels across all domains, indicating 

dissatisfaction and lower levels of perceived well-being. Out of 10, Newton’s initial scores were 

a 2 for the Individual domain, a 3 for the Interpersonal domain, a 2 for the Social domain, and a 

2 for the Overall domain. These scores were consistent with Newton’s report of distress and 

dissatisfaction across different areas of his life. 

DSM Diagnosis 

296.22 MDD, Single Episode, Moderate, with Anxious Distress 

  In the second intake assessment conducted by this master’s-level therapist-intern, Newton 

reported experiencing a depressed mood, little interest in pursuing previously enjoyed activities 

(e.g., spending time with friends, reading scripture, playing video games), difficulty falling and 

staying asleep, fatigue, difficulty concentrating, feeling worthless, and feeling guilty for his 

father’s death. When clarifying timelines of frequency and duration, Newton described 

experiencing the aforementioned symptoms soon after his father’s death, but that they were mild 

until the beginning of May 2021 and were noticed by his uncle. Since then, he described the 

symptoms as being present nearly every day and for most of the day. His uncle confirmed he had 

observed the increase in frequency and severity of the symptomatology. Newton explained how 

the symptoms were causing impairment in his school, social, home, and work life and were 

becoming increasingly distressing. The symptoms were not better explained by another mental 

disorder or the effects of a substance or medical condition. Newton did not have a history of 

manic or hypomanic episodes, and reported this period as being the first time he has experienced 

depressive symptoms. The number of symptoms and level of severity that Newton experienced 
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resulted in the diagnosis of a single, moderate episode. The Anxious Distress specifier was 

included due to Newton’s report of feeling tense and having difficulty concentrating because of 

worry. These two symptoms specified the severity of the Anxious Distress as mild. 

Differential Diagnoses 

  After Newton’s initial intake assessment at the community mental health center, the 

intake clinician recorded Newton’s diagnosis as V62.82 Uncomplicated Bereavement and 

V62.89 Other Problem Related to Psychosocial Circumstance (Phase of Life Problem). During 

the second intake assessment, these V-codes were further explored to determine level of clinical 

significance and to guide information gathering. MDD was determined to be a better explanation 

of Newton’s persistent symptom presentation and severity due to the nature of his self-critical 

thought content and diminished ability to experience pleasure. Other Problem Related to 

Psychosocial Circumstance was removed as a diagnosis due to the traumatic and unexpected 

nature of his father’s death; moreover, this event was atypical for 16-year-old Newton to 

experience at this phase in his life. Furthermore, Newton’s symptoms were not caused by the 

death of his father, though they were exacerbated.  

  308.3 Acute Stress Disorder. Newton reported experiencing negative mood, feeling as 

though time had slowed, exhibiting significant effort to avoid things that remind him or are 

associated with his father’s death, and several symptoms of increased arousal. Additionally, it 

was determined that the symptoms cause significant distress to Newton and that the symptoms 

could not be attributed to a substance or medical condition. However, Acute Stress Disorder was 

ruled out due to symptoms having been present for longer than one month at the time of intake.  

309.28 Adjustment Disorder with Mixed Anxiety and Depressed Mood. Adjustment 

Disorder with Mixed Anxiety and Depressed Mood was suggested as a possible differential 
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diagnosis by the intake clinician who conducted Newton’s first intake assessment. Newton had 

reported experiencing the symptoms within three months of the event and the symptoms had 

created impairment in a number of areas of Newton’s life. Following the line of thought of the 

intake clinician, the master’s-level therapist-intern utilized additional questioning to determine if 

Newton’s symptoms were representative of normal bereavement and concluded that the 

symptomatology was clinically significant. While Newton did satisfy criterion A, B, and D, his 

symptoms had persisted for longer than six months and were better explained by another mental 

disorder.  

309.81 Posttraumatic Stress Disorder. With additional information gathered, it was 

determined that Newton had experienced several traumas in his life, with witnessing his father’s 

death having been the most recent. Newton expressed distorted cognitions and negative beliefs 

when speaking of the event, such as “I am worthless” and “I am a failure,” feeling as though he 

should have been able to save his father. He satisfied the remaining criteria for PTSD, except for 

Criterion B: presence of intrusive symptoms and, therefore, ruling out a diagnosis of PTSD.  

Case Conceptualization 

  Newton presented with multiple factors that contributed to the development of his 

depression with anxious distress. Newton provided information throughout treatment that fit the 

framework of the triple vulnerability model and transdiagnostic conceptualization of emotional 

disorders. 

  As previously stated, Newton’s mother and sister both had history of experiencing 

depression and anxiety, hinting at a possible biological or genetic predisposition and consistent 

with Barlow’s (2014) description of a biological vulnerability. Higher levels of neuroticism, 

negative affectivity, and behavioral inhibition are included in this biological vulnerability.  
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Generalized psychological vulnerabilities develop when a child perceives themselves as 

having little to no control over adverse life events and/or has difficulty getting their needs met. 

Newton experienced significant adversity at an early age with the struggle and uncertainty his 

family faced due to financial difficulties. Newton did not always have the stability of knowing 

where his next meal would come from or if the utilities in the house would be working. 

Additionally, the involvement of his brothers in local gangs led to increased feelings of 

uncertainty and danger. When Newton was removed from the home, he felt as though he had no 

control over the situation and had lost his family until he adjusted to living with his father. 

  In a later session during the course of treatment, Newton reported additional events that 

left him feeling as though he did not have control over his life. In the third grade, an older boy 

sexually assaulted Newton and the event was never reported. Newton also did not report when a 

former youth pastor attempted to sexually touch him at age eleven. Newton believed the assaults 

had been his fault because he did not understand what was happening and did not stop them. He 

did not tell his family what had happened because he believed he would be in trouble for the 

events or for expressing his feelings. Newton reported that men in his family are discouraged 

from talking about their feelings because emotions are signs of weakness and vulnerability; 

Newton’s experience was congruent with themes commonly present in African-American 

families regarding expectations of men and emotion (Sue & Sue, 2008). 

Not only did Newton learn that negative emotions are “bad,” but he also learned that he 

had to censor himself and suppress other emotions to maintain his safety. As described earlier, 

emotional suppression is one of the maintaining factors of emotional distress according to the 

transdiagnostic model. Newton was bullied in school for spending more time with female 

students rather than engaging in stereotypically masculine activities. He was ridiculed for having 
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a higher-pitched voice and told to “put more bass in it” if he wanted to avoid being picked on. 

Newton recalled that, when a rumor had gone around school that he was gay, he was negatively 

judged, ostracized by his peers, and called discriminatory names. Throughout his childhood, 

individuals at his church made derogatory remarks about homosexual people, stating that 

homosexuality is a sin and that they will go to hell. When he realized he was experiencing 

attraction to other males, he described being terrified of what his friends, family, and the church 

would say. Newton learned to suppress any feelings or attractions in order to protect himself 

physically and spiritually. 

CBT can be adapted to provide affirming care to clients of sexual and gender minorities, 

including youth (Austin & Craig, 2015). LGBTQ+ affirmative CBT includes psychoeducation on 

oppression and prejudice, inclusion and validation of identities and expressions, differentiation 

between external and internal stressors, destigmatizing the harmful and obsolete pathologizing of 

sexual and gender minorities, and acknowledgement of developmental considerations of identity 

exploration and realization in adolescence (Austin & Craig, 2015). Though Newton did not 

disclose the distress he was experiencing related to his sexuality until the tenth session, 

comments he shared in previous sessions led the therapist to hypothesize the possible presence of 

this specific distress. Moreover, the addition of this element further illustrated the unique 

experience of Newton and the need for an individualized and transdiagnostic approach to 

treatment. 

Spirituality and religion can both positively and negatively relate to symptomology 

(Rosmarin et al., 2019). Religion was a source of comfort and, conversely, a source of anxiety 

for Newton. His involvement in the church from a young age provided him with a sense of 

community, as well as support after his father’s passing. However, Newton experienced 
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significant distress due to fear of being rejected by his church and religion for his sexual 

orientation and the negative perceptions of his sexual assault. The solace Newton received from 

his faith outweighed the fear. Because of this, Newton aspired to strengthen his relationship with 

his faith, providing opportunities for reflection and introspection in therapy. Spirituality can be 

integrated within a flexible CBT framework to provide a more individualized treatment 

(Rosmarin et al., 2019). Fundamentals of this implementation include the exploration of the 

relationship between a client’s religion or spirituality and their symptomatology, examining the 

relevance to treatment, distinguishing religious or spiritual notions that can be utilized to create 

change, and establishing ways to incorporate religion or spirituality in treatment (Rosmarin et al., 

2019).  

 Education and grades were of high importance in his father’s household because 

education was equated to success and the ability to live a life outside of poverty. As previously 

mentioned, Newton attended a rigorous education program and excelled in academics since 

elementary school. Because of his ability to achieve, Newton was held to high standards by his 

father and strived for perfection to make his father proud. Newton began setting impossibly high 

expectations for himself to aid him in his pursuit. These standards are consistent with Barlow’s 

description of dysfunctional attitudes in depression (Brown & Naragon-Gainey, 2013) and the 

transdiagnostic model’s emphasis on the importance of thoughts. 

 The behavior component of the transdiagnostic model describes various examples of 

avoidance, with isolation as a characteristic of depression being included (Harvey et al., 2004). 

Newton’s social withdrawal from family and friends is consistent with avoidance as a tenet of 

the behavior component of the model. Additionally, Newton’s decreased engagement with 

previously enjoyed activities (i.e., church activities, spending time with friends and family, 
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running) can be categorized as avoidance. Safety behaviors are also considered to be a tenet of 

the behavior component. Newton spent much of his time scrolling through social media to 

distract himself from experiencing negative thoughts or emotions. This behavior helped maintain 

Newton’s fear of experiencing and expressing negative emotions, preventing habituation and 

new learning of how his emotions are not dangerous and do not need to be feared. 

  With Newton’s diagnosis of MDD, experience of anxious symptoms, and history of 

trauma, a transdiagnostic approach to treatment allowed for a broader approach that targeted 

multiple aspects of his clinical presentation (i.e., negative cognitions, lack of emotional 

awareness, emotion suppression, behavioral avoidance). Rather than treating Newton’s 

depressive symptoms, anxious symptoms, and processing his trauma at separate times, these 

presenting problems were treated concurrently by addressing common elements present across 

multiple disorders. In accordance with the unified protocol, learning to practice goal-setting, 

emotion identification and awareness, mindfulness, cognitive restructuring, behavioral 

activation, and inhibiting avoidance are components found across numerous treatment models 

and are empirically supported for the treatment of emotional disorders (Barlow, 2014). 

Treatment Goals and Plan 

  Newton’s treatment goals at the time of intake included improving mood and processing 

grief. At the beginning of the first individual therapy session, Newton worked together with his 

therapist to specify these goals and add additional goals. Specifically, these goals included: 

1. Decrease intensity and frequency of depressive symptoms to improve daily functioning; 

2. Improve emotion identification and expression; 

3. Increase knowledge about grief and improve processing of father’s death; 

4. Learn and utilize coping skills to improve overall functioning; 
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5. Decrease avoidant behaviors so they no longer cause impairment in Newton’s life. 

The plan for treatment was designed to focus on both Newton’s depressive symptoms 

with anxious distress and processing of grief by utilizing a transdiagnostic approach supported 

by cognitive behavioral therapy. The techniques utilized in this plan included mindfulness, sleep-

hygiene, problem-solving training, behavioral activation, psychoeducation about the cognitive-

behavioral therapy triangle, identifying and challenging automatic thoughts and core beliefs via 

cognitive restructuring, increasing social supports, and interpersonal interventions. 

Course of Treatment Tied to Treatment Plan 

At the time of writing, Newton had attended individual therapy for almost four months 

and attended 10 sessions. Sessions consisted of diagnostic interviewing, assessments, treatment 

planning, psychoeducation of MDD with anxious distress and treatment, and transdiagnostic 

cognitive behavioral therapy interventions. 

The first and second sessions were focused on assessment, diagnosis, treatment planning, 

and psychoeducation. After the diagnostic interview, Newton collaborated with the therapist to 

identify goals and create a treatment plan. Newton was then provided with psychoeducation on 

his diagnosis. The clinician explained how transdiagnostic CBT interventions could be used to 

decrease the frequency and severity of his symptoms. The Three-Component Model of Emotions 

was presented to better understand the relation between his thoughts, feelings, and behaviors 

(Barlow et al., 2018). Additionally, Newton received psychoeducation on grief specific to 

adolescents. The clinician described how emotion identification and expression would aid in 

processing his grief and provided supplementary literature. 

  As the intensity and level of impairment of Newton’s symptoms increased early in the 

course of therapy, sessions focused on behavioral activation, coping skills, and problem-solving 
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strategies. Newton was experiencing high levels of avoidance and procrastination as well as low 

levels of motivation. He reported feeling “stuck in a cycle” of worrying about his grades, but low 

mood and motivation were preventing him from completing the work, leading him to feel 

overwhelmed and engage in avoidance. In addition to psychoeducation on sleep-hygiene (using 

sleep tracking to monitor and adjust sleep latency and efficiency) and reasonable goal-setting, 

utilization of a daily planning form and a time management matrix assisted in increasing 

productivity and behavioral activation. Newton then learned how to use diaphragmatic breathing 

(DB) and progressive muscle relaxation (PMR) to manage overwhelming feelings. He continued 

to report successful management of somatic symptoms with DB, but did not continue to practice 

PMR, stating it did not work as well for him.  

  As Newton’s coping increased and avoidance decreased, psychoeducation was provided 

on behavioral activation, and Newton identified different activities that were previously 

pleasurable. One identified activity was “spending time with friends and family,” which 

presented him with an opportunity to challenge his avoidance and isolation and increase his 

feelings of connectedness, consistent with his goals. While Newton reported an improvement in 

mood during and after the time spent with friends and family, he described feeling “out of 

practice” with social interactions. Role-playing was utilized in session to practice initiating social 

interactions and transitioning between topics of conversation. Social exposures were designed 

based on Newton’s comfort level and safety regarding the COVID-19 pandemic and assigned as 

homework that he completed with a 100% success rate. 

  Newton then engaged in emotion identification and awareness to assist in furthering his 

interpersonal connections and processing his own dysregulation. He found these activities 

difficult, as cultural and societal factors had encouraged him to stifle and suppress his emotions. 
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While revisiting the Three-Component Model of Emotions, Newton identified different 

situations that created emotional responses and described the corresponding emotions he felt. 

Emotion tracking forms were assigned as homework. Completion rate was low until Newton 

began tracking the situations and emotions on his phone. Emotion processing then shifted to 

mindful emotion awareness to aid in additional grief processing and acceptance of his feelings. 

  The identification and awareness interventions assisted in discerning dysfunctional 

attitudes and maladaptive cognitions. Newton received psychoeducation on automatic thoughts 

and thinking errors before practicing in session and being assigned a thought tracking form 

(adapted for phone use) for homework. Challenging of automatic thoughts was then taught and 

practiced in session. Newton reported significant success with imagining what he would say to a 

friend in the same situation and with examining the evidence he had supporting and disproving 

his automatic thoughts. Recognizing and challenging automatic thoughts allowed for the 

conceptualization of Newton’s intermediate and core belief structures. Intermediate beliefs 

included “if I don’t achieve perfection, then I’m a failure” and “good is not enough, I have to be 

great.” Core beliefs included “there’s something wrong with me” and “I lose everyone.” These 

beliefs were further understood after processing the disclosure of his sexual assault and sexual 

orientation.  

 Future sessions were used to help Newton re-examine his intermediate and core beliefs. 

As there was limited time before Newton’s termination with this therapist, his core beliefs were 

further explored without the intent to modify at that time. However, the therapist recommended 

that future treatment include additional work to formulate more functional beliefs. Before 

termination, Newton and the therapist reviewed the course of his treatment, progress, different 
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tools learned to combat symptomatology, consistency of treatment with his goals, and future 

directions of treatment. 

Evaluation of Treatment Outcomes and Disposition 

Newton attended weekly individual therapy sessions with few absences throughout the 

course of treatment. Initially, Newton struggled with motivation, resulting in lower levels of 

homework adherence. After making modifications to the medium used for homework (providing 

access to digital copies to be completed on his phone, rather than pen and paper), his adherence 

rose considerably.  

Newton demonstrated a consistent willingness to learn and challenge himself, both in and 

outside of session. He maintained the attitude of “I’ll try anything once” throughout treatment. 

This attitude was evident in the practice of various coping skills, some of which Newton would 

be engaged during practice and would utilize outside of session (i.e., diaphragmatic breathing), 

and in others Newton would struggle to engage in session and would not practice afterward (i.e., 

progressive muscle relaxation). Additionally, Newton displayed some hesitancy and 

inconsistency at the start of treatment with interpersonal interventions to increase social support, 

but became “the planner” of small gatherings with friends and family. 

Overall, Newton made consistent and significant progress over the course of treatment. 

His positive attitudes toward treatment and therapy assisted in his consistency with attending 

sessions and making progress. At the time of writing, Newton had completed ten sessions, nine 

of which were for individual therapy sessions and one for the second diagnostic interview. Over 

this course of time, the BDI and the AAQ had been given at three different intervals (sessions 1, 

5, and 10), and the ORS had been given at every individual therapy session. Between sessions 1 

and 10, a 12-point difference can be seen on the BDI, as Newton reported lower levels of 
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depressive symptoms. A score of 12 on the BDI moved Newton from the “moderate to severe” 

category to the “mild to moderate” category, representing the decrease in presence and severity 

of his depressive symptoms and attitudes (Beck et al., 1988). Between sessions 1 and 10, a 10-

point difference is observed on the AAQ, as Newton reported lower levels of experiential 

avoidance. A score of 36 on the AAQ placed Newton just below the tentative clinical cutoff 

score of 38 and represents a decrease in experiential avoidance (Hayes et al., 2004). This score is 

consistent with the progress Newton made in the areas of emotion awareness, cognitive 

flexibility, and cognitive flexibility. Regarding the ORS, Newton was consistently rating the 

different domains as 2 or 3 points during the start of treatment, representing dissatisfaction and 

lower levels of perceived well-being. In sessions 8-10, ratings steadily rose and were recorded in 

the 7 and 8-point range, representing higher levels of satisfaction, functioning, and sense of well-

being. Newton’s scores obtained during sessions one through ten can be seen in Table 1. 
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Table 1 

Self-Report Scores Throughout Treatment 

 

Session BDI AAQ ORS  

(Overall Domain) 

1 24 46 2 

2 - - 3 

3 - - 2 

4 - - 4 

5 20 43 4 

6 - - 6 

7 - - 5 

8 - - 7 

9 - - 8 

10 12 36 7 

 

Before termination, the therapist worked with Newton to re-examine his immediate and 

core beliefs after his disclosures of experiencing sexual abuse and questioning his sexuality. The 

therapist continued to teach avoidance reduction strategies, as the one-year anniversary of his 

father’s death approached. Recommendations for future treatment included the continuation of 

individual therapy for additional processing of grief and trauma (within the context of both his 

familial loss and his assault as a child), reducing avoidance of emotions and situations, and 

exploration and processing of sexuality. 
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Transcript: Self-Evaluation 

  This case study includes a transcription of the seventh session of individual therapy with 

Newton. Included in the transcript are supplementary comments highlighting techniques used in 

session, as well as reflections on areas of strength and areas for improvement in clinical skills. 

Areas of Strength 

  The transcribed session allowed me to examine ways in which I had appropriately and 

effectively demonstrated clinical skills. While working through the identification of automatic 

thoughts and corresponding thinking errors, I was able to reflect upon my strong understanding 

of the clinical use of cognitive restructuring. I described it in a way that Newton was able to 

understand and easily apply in session, with little help. Providing the client with an example they 

can understand without being too personal is beneficial when first practicing identifying 

automatic thoughts. I demonstrated strategic clinical skill by using a Taekwondo tournament as a 

scenario, knowing that Newton had never practiced martial arts, but could relate to the feelings 

of pressure with his performances in band and choir; this further facilitated his ability to easily 

identify automatic thoughts. 

  Additionally, I was able to reflect upon the strength of my therapeutic alliance with 

Newton. Throughout session, I was able to provide sincere praise, encouragement, and validation 

multiple times, adding to the strength of this alliance. I was also able to create a space where 

Newton felt safe to challenge himself and risk being vulnerable, evidenced by his statement of 

being “ready” to talk about difficult and avoided topics. Additionally, tactful and strategic use of 

humor helped me to build rapport with Newton and to assist with increasing his comfort in 

opening up, while still being able to relate the humor to what we were learning in session. 
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  Regarding overall areas of success, I built and maintained a strong rapport and 

therapeutic alliance with Newton. Cognizant of the gender and racial differences between 

Newton and myself, I acknowledged that I would never fully understand the plight of a young, 

African-American, LGBTQ+ man. However, I could still respect and honor the different factors 

that contribute to Newton’s identity by asking questions and learning more about his 

experiences. I believe that utilizing a cultural lens in treatment contributed to the strong 

therapeutic relationship we constructed, and was consistent with the core value of the 

transdiagnostic approach (seeing the client as a whole and recognizing the individuality of their 

presentation). 

Areas for Improvement 

Reviewing the transcribed session provided me the opportunity to reflect on areas where I 

can continue to improve as a clinician. At the beginning of session, I could have more 

specifically set the agenda, rather than becoming complacent in the routine of our sessions. An 

agenda would have provided an opportunity to prepare Newton for the expectations of the 

session and allowed him to specifically state what he would like to be sure we discussed before 

ending. I had not assigned homework at the previous session due to concerns expressed about 

availability because of school and familial commitments, but explicitly setting the agenda would 

have also reinforced the expectation of homework completion and review.  

While reviewing the transcript, I became aware of the number of close-ended questions I 

was using. Close-ended questions can be used tactfully and effectively, but open-ended questions 

prompt the client to answer in their own words and provide explanation without influence from 

the therapist. For example, while identifying thinking errors, I consistently asked some form of 

the question “are there any others you see fitting?” Instead, I could have asked “what others do 
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you see fitting?” I also could have more frequently asked Newton how he saw the thinking errors 

fitting with each automatic thought, to increase concretization of the concepts we were 

practicing. Additionally, asking Newton at the end of session about what he had learned and how 

he would apply it would have been helpful to further concretize what was done in session. 

 Regarding overall areas of improvement, it would have been beneficial for me to utilize 

additional psychometric measures, specifically sleep assessments, to garner more specific 

information about Newton’s symptom presentation. Additionally, I could have challenged 

Newton in session sooner. While I did not know the details until our tenth session, I suspected 

there were supplementary factors contributing to Newton’s distress, including the possibilities of 

traumatic experiences and questioning his sexual orientation. By prompting him earlier in the 

course of treatment to discuss the “main problems,” I could have challenged his avoidance 

behaviors and encouraged him to share, while still respecting his boundaries and readiness.
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Appendix A 

Mini International Neuropsychiatric Interview for Children and Adolescents 

The Mini International Neuropsychiatric Interview for Children and Adolescents (MINI-KID) 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. 

Sheehan, D. V., Sheehan, K. H., Shytle, R. D., Janavs, J., Bannon, Y., Rogers, J. E., . . . 

Wilkinson, B. (2010). Reliability and validity of the Mini International Neuropsychiatric 

Interview for Children and Adolescents (MINI-KID). Journal of Clinical Psychiatry, 

71(3), 313-326.  
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Appendix B 

Acceptance and Action Questionnaire 
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Appendix C 

Beck Depression Inventory 
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Appendix D 

Childhood Trauma Questionnaire - Short Form 
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Appendix E 

Pediatric Symptom Checklist 
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Appendix F 

Outcome Rating Scale 

Outcome Rating Scale (ORS) 

(Ages 13 to Adult) 

 

Name ________________________Age (Yrs):____ Session # ____  

Date: ________________________ 

Who is filling out this form? Please check one: Self_______ Other_______ 

If other, what is your relationship to this person? ____________________________ 

Looking back over the last week, including today, help us understand how you have been 

feeling by rating how well you have been doing 

in the following areas of your life, where marks to the left represent low levels and marks to 

the right indicate high levels. If you are filling 

out this form for another person, please fill out according to how you think he or she is 

doing. 

 

Individually 

(Personal well-being) 

 

I----------------------------------------------------------------------I 

 

Interpersonally 

(Family, close relationships) 

 

I----------------------------------------------------------------------I 

 

Socially 

(Work, school, friendships) 

 

I----------------------------------------------------------------------I 

 

Overall 

(General sense of well-being) 

 

I----------------------------------------------------------------------I 

 

 

 

 

 

 

 

© 2000, Scott D. Miller and Barry L. Duncan  
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Appendix G 

Transcript of Session 7 

Therapist: Alright, so before we get started, what’s the first thing we need to do? 

**Here, I could have more specifically outlined the agenda for this session. 

 

Client: Gotta do my lines. 

 

Therapist: Yep, here you go (gives client Outcome Rating Scale). 

**Here, I was presenting client with a weekly measure of progress, consistent with previous 

session structure. 

 

Client: (Completes ORS and gives back to therapist) there you go. 

 

Therapist: Okay, let’s talk about it. Here’s your scale from last session.  

 

Client: Yeah, last time I was feeling a little higher because it was right after Christmas and I got 

to see a bunch of my family and, ya know, didn’t have school, haha. 

 

Therapist: Okay, so then tell me about what’s been going on since I saw you last. I noticed your 

Interpersonal line is lower. 

**Observation 

Client: Yeah, so I had some family stuff going on and that’s why I couldn’t come last week. My 

grandma, on my mom's side, she's been in the hospital. She’s been at the nursing home for like a 

year. And we didn't know where she was because they wouldn't tell us where she was. So we had 

to take her out the nursing home because they've been overdosing her with too much medicine, 

almost killed her. And they changed their sound twice this time, but she went right to the hospital 

this time, and they wouldn’t let us know where they put her. So it was just that, that they weren’t 

telling us about that situation so it was kind of, you know… 

 

Therapist: I’m so sorry to hear that, Newton. 

**Empathy 

Client: Yeah, but we know where she is now, so everything's better, at least. But she's just, she’s 

been sick for a little while. But there was still, they gave us a little uproar because, that day, 

every time we called they hung up on us when we would ask for their name. So, yeah, it was 

pretty bad that the police have to get involved in all that stuff. So it was a bit much. 

Therapist: That sounds like an extremely stressful situation. 

**Reflection 

Client: It was really stressful. But, I’m alright for now. 

 

Therapist: How have you been managing with everything going on? 
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**Open-ended question 

Client: Honestly, I don’t know how, I just been talking with them a lot more, just getting my 

head less full. But I don't keep it on the top of my mind all the time, so I could do this stuff. Just 

keep myself busy, I guess. 

 

Therapist: And when are you devoting some time for yourself? 

**Open-ended question 

Client: Um, I don’t know. I still feel like my decisions revolve around everybody else’s, so I 

don't really do anything for myself yet.  

Therapist: Tell me more about that. 

**Directive 

Client: It’s like “oh, I have to do this with so-and-so, see who do I gotta get this for, buying this 

for whoever, picking up whoever to take them to school.” Just a lot. 

Therapist: What are some things that you would like to do? To care for yourself. 

**Open-ended question; could have increased pace of question to allow for easier flow, rather 

than clarification of what I was asking. 

Client: Just, I don’t want to care too much about… That sounds weird to say “care too much 

about others.” Like not that I wouldn't care about them, but like I don't want them to… I don’t 

know what I’m trying to say. 

Therapist: Tell me what feels “weird” about saying that. 

**Directive 

Client: Like I feel like it sounds like I'm saying I don’t like people, or I don’t ever want to 

associate with anybody, because that’s not how I feel. It’s just that I’m trying to get closer, 

spiritually, and that's kind of hard lately because I keep running away from it. Every time I’m on 

Spotify and some Christian song comes on, I want to listen to it, but I have the urge to just like, 

get off of it. I don’t know, it’s like I’m running away. I think I'm talking about that, how I feel 

like I've run away from what I was supposed to be doing. That's still a strong habit and I’m 

trying to get out of it. I am turning my work in on time though. Love that. Even though it was a 

close call. But I was so upset because she said she changed the due date to be Tuesday at 

midnight and I was up. It was originally due on Sunday, but so I was trying to get it done, but 

then I found out it was due on Tuesday, so I could’ve gotten some more sleep. 

Therapist: But now you don't have to worry about it for two more days.  

**Reinforcing client’s completion of work by highlighting his newly accumulated free-time; 

could have explored “running away,” rather than schoolwork anecdote. 

Client: Yeah, haha. I had her class today and I was like “miss, you really did that?” Haha. 

Therapist: Okay, so I'm hearing that we’ve been spending a lot of time caring for others, and 
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there’s less time spent caring for ourselves. 

**Reflection/paraphrasing 

Client: Yeah. 

Therapist: And we feel like we’re running away from things we feel like we should be doing, 

like spending time showing ourselves care. Does that sound accurate? 

**Reflection/paraphrasing, close-ended question. Here, I could have asked the client how he felt 

this applied to him, instead of using a “yes” or “no” format. 

Client: Yes, ma’am. 

Therapist: Alright, so we’re talking about feeling like we're running away from things, and I’m 

wondering if I can challenge you…Awhile ago, you had mentioned that there were some things 

that you were wanting to talk about, but you didn't feel ready to talk about them just yet. And I 

had given you some homework a little while ago, to brainstorm some things that I can do to help 

you to feel more comfortable and move us towards feeling more ready to talk about those things. 

**Reflective listening, tying in previous session. By learning more about the difficult topics (i.e., 

the sexual abuse and struggles with accepting his sexuality), I could solidify the case 

conceptualization by understanding the full extent of his psychological vulnerabilities and 

tailoring his treatment to his experiences and presentation, in support of the transdiagnostic 

approach. 

Client: I think it’s not that I don’t want to talk about it, I just don't want to hear it out loud yet. 

Therapist: How would you feel about writing it? 

**Still challenging client, but modifying technique. 

Client: I mean, I guess? 

Therapist: That's something we might be able to try? 

**Here, I used a close-ended question, when I could have used an open-ended question. 

Client: Yeah. All right now.  

(Therapist hands client blank sheet of paper). 

Client: Oh, right now? And you gotta read it? 

Therapist: If you want, you can write it down now, and then I’ll wait to read it.  

Client: I…I don’t think I’m ready for that yet… 

Therapist: Okay, how about this; what if we take the paper home and just practice writing it 

down? You can write it down, again and again, and then you can even rip it up into a million 

pieces if you want to. But we just practice writing it down.  

**Shifting to match client’s pace and level of comfort, while still challenging him to step out of 

his comfort zone. 
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Client: Okay. I can try that.  

Therapist: This is your practice piece then (gestures to blank paper).  

Client: Oh…I could write it in my head, haha. 

Therapist: What feelings are coming up for you right now? 

**Open-ended question 

Client: Um, I’m feeling kinda nervous. I’m wondering about how you’ll react. 

Therapist: How do you think I'll react?  

**Here, I am redirecting the focus of the question back to the client. 

Client: Haha, I don’t know. I don’t know how anybody would react. That’s part of why I’ve 

never said it before… 

Therapist: Are other people's reactions something that we're really concerned about? 

**Used reflective listening to formulate question, but could have used an open-ended question 

instead of a close-ended question, or used it as a statement. 

Client: Yeah! See, that's why I don’t wanna care, haha. You can be swayed by other people's 

thoughts or opinions. That's part of that, I guess. I think that's also a reason of what’s keeping me 

from diving into my spiritual connection, because a lot of people are close to God, right? They 

like that, like…you try to spread the word yourself, and they'll look at you like you're doing 

something weird or wrong. Like, “I don't want to hear that,” or something. That’s where I'm not 

really afraid of that, if they say that to me, but with this, it's me being scared and I don't like that. 

So yeah. 

Therapist: So what this is, it feels like maybe it doesn't necessarily align with our faith. 

**Reflection 

Client: Yes! It is also something I really don’t want, haha. It’s something that kinda happened 

when I was a kid. But I think it’s built up to this and this and this. So I know I need to talk about 

it. And I want to, because I want to be better for me. 

Therapist: What does “better” look like? 

**Asking client to define what an ambiguous term means to him.  

Client: Confident. Strong in every way; physically, mentally, spiritually, trying to get myself to 

feel strong and successful. That's mostly what I'm trying to get to. 

Therapist: From what you’ve told me, it sounds like you're well on your way. 

**Encourager 

Client: Really? 

Therapist: Let's break it down. So physically; what are we doing to grow in this area? 
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**Here, I encouraged client to describe his own progress, rather than answering for him. This 

was a good example of citing evidence, that could be used for the following sessions when 

discussing how to challenge automatic thoughts. 

Client: Well, I mean I’ve told you about going to the gym, which, I’m gonna start working out at 

home because we have a lot of band gigs coming up so I have to be there and don’t have time to 

go the gym. And also with the days I have to work. But so I bought some weights, some good 

weights to give me a little challenge at home. And I got a little gym downstairs in the basement, 

and that's what I always use for track anyway. Build my endurance back up. And I can do a little 

arm exercises, or I know how to do some ab exercises, some of that stuff. 

Therapist: So it sounds like we have a good kind of plan and we’re making progress. Now tell 

me about mentally. 

**Reflection/paraphrasing, directive. 

Client: Um, I don’t know…I don’t think I’m really doing anything there… 

Therapist: Are you sure? 

**Here, I used a close-ended question to prompt client to revisit his answer. 

Client: Um… 

(Therapist gestures to office). 

**Here, I could have asked “what are you currently doing to work on growing mentally,” to give 

the client more opportunities to answer for himself. 

Client: Okay, haha, I guess, yeah. I'm here. 

Therapist: You're putting in the time and the effort. 

**Encourager 

Client: So that's not too bad. 

Therapist: What else? 

**Open-ended question  

Client: Well, I guess if this counts, then does school? 

Therapist: Absolutely! Tell me more about it. 

**Encourager, directive 

Client: Okay. Well, I’ve got a good GPA. Ya know, 4.5. And [client’s school] is pretty tough 

anyways.  

Therapist: And? 

**Prompting client to provide more detail 

Client: And I’m in like band and choir. And NHS and student council. And then I’m gonna be 
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going out for track this season. But I don’t know if that really counts for mentally; that’s 

probably more physically. But I also had some friends at school ask if I wanted to help them with 

some new clubs they want to make, so that would be kinda cool. 

Therapist: So it sounds like you are definitely challenging yourself mentally. 

**Encourager 

Client: Yeah? Yeah, haha. 

Therapist: It’s pretty hard to argue with it when we’ve got cold, hard evidence. 

**Here, I am, again, setting the stage for the following session of challenging automatic 

thoughts. 

Client: Yeah, that’s true. You got me there, haha.  

Therapist: So we’ve gone through the physical, the mental; what else do we have? 

**Open-ended question 

Client: Spiritually. 

Therapist: Mhm.  

**Encourager 

Client: That’s tough. Um, I started a Bible thing on an app I have and I have a Bible streak 

going. I was so mad one time because I had it going for 350-something days, it was almost a 

year. And it was a day we went to Worlds of Fun in eighth grade year. So that’s the reason I 

didn't look at it at all that day. And then I had to go back to my one-day streak, and that made me 

so upset. Because I was so close too. I haven't been to a year since then. Then right now I’m on 

16 days. 

Therapist: So you’re telling me that we have over two weeks of consistent progress? 

**Reframing. Providing an example of what reframing could look like. 

Client: Yeah, I guess that is more than I had like, 17 days ago, haha.  

Therapist: And what happens if something comes up, we miss a day, and lose our streak? 

**Open-ended question, addressing the “what if?” 

Client: Um, we just start again and keep going? 

Therapist: Exactly. We start again and keep going. We can always keep pushing, and growing, 

and learning. What parallels can we see with this and our life? 

**Open-ended question. Encouraging client to apply concepts outside of therapy. 

Client: I mean, I guess I’m trying to keep pushing myself and grow. But I don’t really feel like 

it’s enough sometimes…But I’m trying. Well, can I really say I’m trying? 

Therapist: Tell me more about this thought of “it's not enough.” 
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**Here, I caught on to client’s “hot words” and directed client to provide more information. 

Client: Well, maybe it's because I want to get there, so I'll try to get there fast and be impatient, 

but I feel like I need to do more, learn more. Like I could always be doing more. I guess like I 

always should be doing more.  

Therapist: Hm, “should.” That’s an interesting word choice. 

**Here, I picked up on another “hot word” and utilized a reflection. 

Client: Well, I always feel like I should be doing this, or I should be doing that. Or I should’ve 

done something differently. I think it kinda comes from me feeling like I’m a failure or 

something. Like I should’ve done this, this way and then maybe I’d be more successful. 

Therapist: “I’m a failure.” This is a perfect example of an automatic thought. 

**Transitioning into psychoeducation for intervention. 

Client: What does that mean? 

Therapist: So automatic thoughts are those thoughts that just pop into our head without us really 

even needing to think about them. They’re these negative statements we tell ourselves, and 

they’re usually not even true. But we’ve told them to ourselves so many times that we start to 

believe they are. 

**Providing psychoeducation for automatic thoughts. By addressing automatic thoughts, we are 

working on the cognitive restructuring component of his treatment to address dysfunctional 

attitudes. I could have provided more psychoeducation to really illustrate the concept for client. 

Client: Oh yeah, I’ve got a lot of those, haha. 

Therapist: So what do we do when we have those thoughts? 

Client: I mean, I guess I just try not to think about it. I don’t really know. 

Therapist: And how’s that working for you? 

**Eliciting “change talk.” 

Client: I mean, it could probably be better, haha. 

Therapist: Okay, so what if I told you NOT to think about…a purple gorilla? Remember, DON’T 

think about the purple gorilla. 

**Here, I was trying to illustrate what can happen when we try to repress thoughts, to set up for 

why it is more beneficial to acknowledge thoughts and process through them. 

(Pause). 

Therapist: So when I told you not to think about the purple gorilla, what were you thinking 

about? 

Client: A purple gorilla, haha. 
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Therapist: Exactly. So, a lot of times, if we try not to think about something, we just end up 

thinking about it more.  

Client: Yeah, I definitely do that… 

Therapist: Okay, then let’s talk about what we can try differently. So instead of trying to not 

think about these automatic thoughts, these negative and untrue thoughts, we’re first going to 

identify them. And it can be hard to do this at first because, like I said, we’ve been telling them 

to ourselves for so long that they feel true. But there are usually little hints in these automatic 

thoughts that can help us recognize them. We call these “thinking errors.” And thinking errors 

are common patterns we see in these negative thoughts. So I have this for you (hands client list 

of thinking errors). I want you to take a second to read through the list and tell me which ones 

really stand out to you. 

**Here, I could have provided more psychoeducation to provide a more detailed illustration of 

the concepts. Thinking errors allow us to categorize common themes of automatic thoughts 

maintained by dysfunctional attitudes. 

Client: Okay. 

(Pause). 

Client: Um, I think the “disqualifying the positives” and the “‘should’ statements” really…yeah, 

I think I probably do those a lot. 

Therapist: Okay, so I’d really like for you to help me identify some automatic thoughts and some 

thinking errors that might go along with them. 

**Here, I could have explored why the particular thinking errors resonated with client. 

Client: Okay. 

Therapist: Alright, so I’m actually a black belt in Taekwondo. 

**Here, I could have utilized a smoother transition into providing a situation for the automatic 

thoughts. 

Client: Woah, for real? 

Therapist: Yes, haha. But so I used to compete in tournaments. 

Client: That’s awesome, haha. 

Therapist: It was a blast and I loved it! But I would get super nervous before I was supposed to 

compete. There would be so many people watching and we would go one at a time, so it was all 

eyes on you when you stepped on the mat. And a lot of times, other people from my Taekwondo 

school would come to watch, and my instructors might come to watch. But so I would have to do 

a whole bunch of moves in a specific order and I had to make sure I was using proper technique, 

making it look good, all that stuff. And I couldn’t forget a move or do them in the wrong order, 

or else I’d lose points.  

**Here, I was attempting to paint a clear picture of the situation. I chose this scenario as it 
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could be similar to a choir or band performance client might have; client would be able to 

identify common automatic thoughts without feeling like we were analyzing a personal example 

of his own. 

Client: That sounds like a lot of pressure. 

Therapist: It definitely felt like a lot of pressure, because I would get in my own head about it. 

I’d start worrying and then the automatic thoughts would start popping up and I would feel even 

more nervous. What kinds of automatic thoughts might I have had? 

**Encourager. Continuing to paint picture of the scenario. Open-ended question. 

Client: Maybe like “I’m gonna mess up?” 

Therapist: Oh absolutely, I can’t tell you how many times I thought that. What else? 

**Encourager, open-ended question 

Client: Um, “they’re going to think I suck?” 

Therapist: 100%. I especially thought that about the judges. What else? 

**Encourager, open-ended question 

Client: “I’m really nervous.” 

Therapist: I absolutely did. Any other automatic thoughts you can think of? 

**Encourager. I could have used an open-ended question here. 

Client: Um, I don’t really know. 

Therapist: Okay, so we’ve got “I’m gonna mess up, they’re going to think I suck, and I’m really 

nervous.” So let’s take a look at our sheet and see what thinking errors we can identify. We’re 

going to start with the first thought: “I’m gonna mess up.” There can also be more than one 

thinking error per thought, so keep that in mind. 

**Restating automatic thoughts and providing instructions for intervention. I could have 

instructed client about the possibility of multiple thinking errors when I was providing 

psychoeducation. 

Client: Okay, um, so that’d be fortune telling? 

Therapist: Yeah, absolutely! I’m predicting that I’m not going to do well, but I don’t know for 

sure, right? Any other ones you see fitting? 

**Encourager, close-ended question. Here, I could have asked client to describe how he saw this 

thinking error fitting for this automatic thought. Additionally, I could have utilized an open-

ended question. 

Client: I don’t really think so.  

Therapist: I agree with you on the fortune telling one. Alright, so then we have “they’re going to 

think I suck.” What can we identify here? 
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Client: Well, that one’s definitely mind reading. 

Therapist: I’d definitely agree with that. Any others? 

**This would have been another opportunity to ask client how he saw this thinking error fitting 

the automatic thought, rather than using a close-ended question. 

Client: Maybe labeling? 

Therapist: Okay, tell me how we see it fitting. 

**Directed client to describe his thought process to further explore the thinking error and 

concretize the practice of identifying thinking errors.  

Client: I was thinking like the “I suck,” that kinda sounds like a label, like it’s like “bad.” 

Therapist: Okay, I see what you mean, that makes sense. Any others? 

**Here, I could have used an open-ended question like “what other thinking errors might fit?” 

Client: I think that’s it. 

Therapist: So what’s next?  

**Open-ended question 

Client: “I’m really nervous.” 

Therapist: That’s right. So what thinking errors do we see here? 

**Encourager, open-ended question 

Client: Is this one maybe like the confusing feelings with facts? 

Therapist: So this one is actually kind of a trick one. This is what we would call an “unhelpful 

thought,” because it’s kind of true. Like, I can’t just tell myself I’m not feeling nervous when I 

definitely am. But, it only makes me feel more nervous and stressed the more I think about it. So 

these unhelpful thoughts are important to recognize too. 

**Here, it could have been helpful to provide additional examples of unhelpful thoughts to 

further client’s understanding. 

Client: Okay, that makes sense.  

Therapist: So we’ve had some practice with identifying automatic thoughts and thinking errors. 

How would you feel about seeing if we can identify some of the automatic thoughts you’ve had 

recently? 

**Here, I am transitioning into working through a client example to further client’s 

understanding of the intervention and concretize learning. 

Client: Well, I mean I think I’ve definitely got plenty of examples, haha. 

Therapist: Lay ‘em on me. 

Client: I guess there’s the whole “I’m a failure” one. 
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Therapist: Yep. 

Client: And like “it’s not enough” or “I’m not enough.” 

Therapist: Yes sir. And you mentioned another one today that’s been sticking in my mind… 

**Here, I am prompting client to explore additional automatic thoughts that he had previously 

shared in session. 

Client: Is it the “I should’ve done this and that” stuff? Haha. 

Therapist: Sure is, haha. And, see? You didn’t need my help for any of those! 

**Encourager, validating 

Client: Yeah, that’s true, haha.  

Therapist: So we’ve got some automatic thoughts; what thinking errors can we identify? 

**Open-ended question 

Client: Well, for the first one, that one’s definitely labeling. 

Therapist: See? You’ve got this. 

**Validating 

Client: Do you think it could maybe also be like the all or none thinking? 

Therapist: Well, let’s talk about it. 

**Probing client to describe thought process of identifying this thinking error. 

Client: I was thinking like because, ya know, good and bad is kinda like success and failure, and 

I want to be successful, but I just feel like a failure. So it’s kinda like this either this or that kind 

of thing. 

Therapist: That makes sense to me. So we’re saying like there’s only success, or there’s only 

failure, no in between. 

**Validating, paraphrasing 

Client: Yeah. 

Therapist: Then that definitely sounds like some all or none thinking to me. Are there any other 

thinking errors you see that could fit? 

**Here, I could have used an open-ended question instead of a close-ended question. 

Client: I don’t think so. 

Therapist: Okay, so then what’s next? 

Client: Um, “it’s not enough.” 

Therapist: Yep. And I’m curious, when are you saying this one to yourself? Like what’s going on 
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when we notice ourselves having this thought? 

**Here, I am attempting to clarify context in which client notices this automatic thought. I could 

have given client time to answer the first question before clarifying/asking the second question 

(this is on the border of being a double-barreled question), as well as asking for context sooner. 

Client: A lot of times it’s with my grades. Like this math test we had, I stayed up all night 

working on the practice problems and stuff and I thought I was gonna do really good on it. But 

then I took the test and she put our grades in and I got a B on it, like it was like an 86% or 

something. And I emailed her as soon as I saw that and was like “miss, is this the right grade?” 

And she said yeah. And I mean like I know it wasn’t like a huge deal or nothing, because I still 

got an A in the class, but I know I was telling myself like “that wasn’t enough, you’ve gotta do 

better than that.” 

Therapist: Okay, I get what you’re saying. So with our automatic thought of “it’s not enough” in 

this context, what thinking errors do you see? 

**Open-ended question 

Client: Well, I don’t know if any of them really fit it well… 

Therapist: Walk me through it. 

**Directive, encouraging client to explore the identified automatic thought and the thinking 

errors that could apply to it. 

Client: Well, like I don’t know if I can say the all or nothing thinking because it kind of sounds 

like I’m in the middle instead of being on one side or the other, but like I should be on the good 

side of it. I don’t know. 

Therapist: No, I can see where you’re going with it.  

**Validating 

Client: And then I was also maybe thinking about disqualifying the positives? 

Therapist: I was wondering if you were going to say that one. Tell me what your thought process 

was with this one. 

**Directive 

Client: I was just thinking like I know an 86% is still okay, and some of the really smart kids did 

even worse than that. And I still had an A in the class. But so like, there were still some good 

things, or I guess like, they weren’t all like really bad things. But I didn’t know if that would 

work because it’s not really in the thought, it’s more of in the situation. 

Therapist: I can see how it would fit though because of the context and where that thought is 

coming from. 

**Validating 

Client: And I don’t really see anything else for that one. 

Therapist: Okay, so now what? 
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Client: My “should” stuff, haha. Which are definitely “should” statements, haha.  

Therapist: I think you hit that nail right on the head, haha. Any others you see for this one? 

**Validating, close-ended question. I could have used an open-ended question here. 

Client: I think really just that one. But maybe like some fortune telling with it, depending on 

what I was doing that made me think I should’ve done something else. Or I guess maybe it’s like 

some reverse fortune telling or something, like I was just getting stuck up on the past stuff 

because it already happened. But I guess that’s just the “should” statements, so never mind, haha. 

Therapist: What was this like for you? Recognizing the automatic thoughts and deciding what 

thinking errors might fit. 

**Probing question. Here, I am asking client to reflect on his experience identifying automatic 

thoughts and corresponding thinking errors. 

Client: Um, it was different. I haven’t really ever stopped to think about them like this, I don’t 

think. And I never thought about like labeling them with the thinking errors or anything like that. 

But I feel good about it. Like I feel like it got easier to think about which ones they would be. 

And the sheet definitely helps. 

Therapist: Good. What questions do you have about automatic thoughts or thinking errors? 

**Encourager, open-ended question 

Client: Well, you said we’re not supposed to just try not to think about them, so what do we do 

about them then? 

Therapist: Great question. So after we identify the automatic thoughts and categorize the 

thinking errors, our next step is to then challenge the thoughts. But that’s next week, haha. 

**Here, I am answering client’s question briefly to maintain focus on the psychoeducation and 

intervention discussed during this session; this is to avoid overwhelming client with information 

and allowing client opportunity to fully process learned intervention. 

Client: Oh, haha, okay.  

Therapist: So, speaking of next week, let’s talk about what that’s going to look like. 

Client: Okay. 

Therapist: So we have our blank sheet of paper for our writing homework. 

**Restating homework. This would have been a good opportunity to ask client to restate 

homework (discussed earlier in session). 

Client: Yeah, haha.  

Therapist: And I also want to give you this sheet so you can practice identifying the automatic 

thoughts and thinking errors that come up for you during the week (hands client Monitoring My 

Automatic Thoughts worksheet). 



TRANSDIAGNOSTIC TREATMENT OF DEPRESSION 67 

 

 

Client: Okay. 

Therapist: So we’ll walk through the worksheet next session and we can talk about any trouble 

you ran into trying to fill it out, if you have any. What questions do you have? 

**Open-ended question 

Client: I don’t think any. I think I’ll be able to finally write it out, and I’ll be ready to talk about 

it next week when I give it to you. But, yeah, I think I’ll be able to do it. 

Therapist: We’ll take it one step at a time. What can I do between now and next session to help 

you feel comfortable and ready to share? 

**Validating, open-ended question. Here, I am attempting to share responsibility with client to 

assist in increasing his readiness to share the avoided topic. 

(Pause). 

Client: Hopefully…just sympathize, I guess… I am curious what you’ll think, since that’s the 

first thing…since you’ll be the first person ever to hear it. So yeah. 

Therapist: I want to take a second to remind you that my role here is to support you, not to judge 

you. This office is a safe space, a judgment-free zone. 

**Validating, affirming 

Client: Kinda like Planet Fitness? Haha. 

Therapist: Haha, um kinda like that, but like actually judgment-free, and a different kind of 

workout. 

**Using humor to engage in rapport-building 

Client: Haha, and without the weights. 

Therapist: Well, here, we work ourselves out from under the weight of our expectations and 

others’ expectations of us. 

**Metaphor 

Client: Oooh, that’s good, haha. 

Therapist: Thank you, I just thought of it, haha. 

Client: This is why they pay you the big bucks. 

Therapist: Something like that, haha. But on a serious note, I want this to be a space where we 

can feel safe, secure, and, sometimes, comfortable with being uncomfortable. Does that make 

sense? 

**Here, I could have used an open-ended question, instead of a close-ended question. 

Client: Yeah, I definitely feel good here. And I think it’ll maybe be hard at first, but I think it’ll 

be okay.  
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Therapist: I really do appreciate you continuing to challenge yourself and for allowing yourself 

to be vulnerable in here. I know it can feel really difficult, but I see you putting in the effort and I 

really do appreciate it. 

**Affirming, validating 

Client: Thank you. 

Therapist: Absolutely. What else do we need to talk about before we wrap up for today? 

**Open-ended question. Here, I am checking in with client, and giving him autonomy over the 

remainder of session. 

Client: Well, I’ve been giving a second thought to not leave [place of employment] and go to 

[possible place of future employment]. I really like it there. I, yeah, so the thought of me leaving 

everybody, that’s starting to go away. Like “do I really wanna do that right now?” It’s so fun. 

But like I was already telling some people I was gonna leave too, haha. That was kinda funny 

though. They were like “oh my God, why?” And I was like “oh, just to focus on me,” haha. But 

they were like, “I understand.” But it was still kind of funny, haha. 

Therapist: It sounds like they’re still pretty supportive. 

**Reflection 

Client: Yeah. 

Therapist: And like they would miss you. 

**Reflection, validating 

Client: Yeah, I guess. 

(Pause). 

Client: But, I mean, like how could they not miss this (gesturing to self)? Haha.  

Therapist: Haha, valid point. 

**Validating, using humor to engage in rapport-building. 

Client: No, I’m just kidding, just joking, haha. But no, I think that’s really all I had this week. 

Therapist: Haha, okay, then let’s talk about scheduling. 

**Here, I could have asked client what else he wanted to discuss before the end of session. 

Client: Can we do the same time next week? 

Therapist: Absolutely. I have you down, and I will see you then (therapist hands client 

appointment reminder slip). 

Client: Awesome, thank you. But man, that’s gonna be one of the most serious appointments. 

But I think this will probably help with solving the problem. I’m finally here, and I’m finally 

ready to get that problem out of the way. And if I cry, I cry, haha. 
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Therapist: It is perfectly okay to cry. It can be detoxifying. And it would also be consistent with 

your goal of wanting to express more emotion! 

**Validating, relating client’s statement back to his goals. 

Client: Yeah, you got me there. 

(Pause). 

Client: Now I’m gonna go get a burger, haha. 

Therapist: Haha, I’ll walk you down and you can tell me about the best place to get a burger. 

**Using humor to build rapport. 
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