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 When considering psychological treatments for depression, a therapist needs to be aware of 
some of the wider cognitive and neuropsychological difficulties experienced by his or her 
patient in order to tailor therapy appropriately. The depressed person may display rigid and 
concrete thinking, attentional problems, a tendency to bias information negatively, and expe-
rience memory difficulties. In cognitive psychology or neuropsychological terms, many of 
the outlined difficulties are linked to deficits in executive functioning. Executive abilities are 
associated with frontal lobe processes and are concerned with problem-solving, motivational, 
self-regulatory abilities, and interpersonal skills. This article examines the role of executive 
deficits in depression and suggests ways in which therapy may be adapted to accommodate 
for these problems. 
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 Within Safran and Segals’s (1990) list of suitability factors associated with cognitive 
behavior therapy (CBT), it is stated that the therapy is most useful for those patients 
who can do the following: understand the CBT rationale, assess and work with 

thoughts and feelings, maintain attention and focus, and demonstrate good alliance potential. 
Performing these tasks places great demands on patients’ executive abilities, which are related 
to frontal lobe functioning. However, mental health difficulties have been associated with 
reduced executive and frontal lobe functioning. This article examines the neuropsychological 
and cognitive aspects related to these features and outlines their relevance to clinical treatment 
of depression. 

 Executive functioning is closely associated with frontal area activities. The frontal lobes, situ-
ated in the anterior of the brain, govern many high-level intellectual processes including prob-
lem-solving skills, conscious processing, and abilities to sustain and shift attention.  Damage 
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to this area may result in a deterioration of these processes but may also lead to changes in 
 personality (disinhibition, irritability, egocentricity, loss of awareness and insight), behavioral 
problems (loss of initiative), and emotional disturbance (lability, anxiety, frustration, anger; 
 Gazzaniga, Ivry, & Mangun, 2002). 

 In cognitive psychology, executive processing has also been associated with memory. Bad-
deley (1986) developed his working memory (WM) framework to explain experimental findings 
relating to short-term memory. WM represents a store for retaining and for performing mental 
operations on information over the short-term. A simplified version of the WM framework is 
presented in Figure 1. The diagram shows a central processor of information, the central execu-
tive, which is supported by a number of specialized satellite systems. The satellite systems assist 
with the temporary storage and coding of specific information. The integration of the material 
from all satellite systems occurs within the executive. There is neuropsychological evidence to 
support the WM model (Gazzaniga et al., 2002), and the frontal lobes appear to play an impor-
tant, although not exclusive, role in its activities.   

 As Figure 1 denotes, the executive plays a supervisory role in the information-processing 
system, having the ability to direct conscious attention, process incoming stimuli, and retrieve 
relevant memories from long-term memory (LTM). However, its supervisory role comes at a 
price: The central executive is a relatively slow processor of information and may become inef-
ficient when required to deal with a lot of information quickly. 

 A clinical example of overloading the executive is  excessive rumination,  a term that may be 
defined as the repetitive focusing on oneself and the nature and consequences of negative feelings 
(Watkins & Brown, 2002). It is relevant to note that in situations where there is an overloading 
of the supervisory system, one is likely to observe numerous information processing difficulties, 

Central Executive

• Supervisory role within 
information processing system

• Slow serial processor of 
information

• Limited capacity
• Receives information from 

external sources and from LTM
• Information is accessible to 

conscious awareness

LTM

• Multisensory store of information
• Fast parallel processing of 

information
• Unlimited capacity
• Information not accessible directly 

to conscious processing

Verbal 
satellite 
system

Visuospatial
satellite system

FIGURE 1. Working memory model and its relationship to long-term memory (LTM).
Source: Adapted from Baddeley (1986).
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such as difficulties concentrating, focusing, and sustaining attention; poor retrieval and storage 
of information in the LTM; and problems initiating and guiding intentional behavior, as well 
as difficulties in shifting attention. As one can see, such difficulties are typical of the symptoms 
we associate with many clinical presentations, including generalized anxiety disorder, obsessive-
compulsive disorder, and depression. However, in order to give the present article a specific focus, 
we have chosen to illustrate the issues using depression. 

 STUDIES ON EXECUTIVE DEFICITS IN DEPRESSION 

 Evidence linking executive functioning to depression comes from psychometric studies and brain 
imaging techniques, including methodologies that monitor blood flow patterns within the brain 
(Drevets & Raichle, 1995). Gazzaniga et al. (2002) relate results from imaging to clinical symptoms: 

 Depressed patients exhibit a profile of overactivity in prefrontal regions associated with working 
memory and in areas linked to the generation of affective memories. With these people, represen-
tations persist for a long time and are imbued with heightened affect. A situation that a normal 
person might find neutral, or at most mildly aggravating, becomes amplified and takes on onerous 
overtones. The depressed patient cannot let a situation go. (p. 566) 

 A number of psychometric studies of depression (Lampe, Sitskoorn, & Heeren, 2004; Porter, 
Gallagher, Thompson, & Young, 2003; Watkins & Brown, 2002) have reported impairments on 
tests of executive functioning. For example, people with depression have displayed impairments 
on various tests of  abstraction ability  (Braff & Beck, 1974; Newman & Sweet, 1986; Shipley et al., 
1981). James, Reichelt, Freeston, and Barton (2007) suggest that such deficits lead to overly con-
crete thinking, preventing depressed patients from appreciating underlying dynamics associated 
with events and interpersonal relationships. This may result in cognitive distortions and errors 
and patients developing erroneous views of themselves and their relationship with others. 

 Several studies have found evidence of  problem-solving impairment  on tests involving 
hypothesis testing, such as card-sorting tests, with patients displaying a loss of cognitive flexibility 
(e.g., Stordal et al., 2004). Depressed patients have also shown a greater tendency to perseverate 
and commit significantly more commission errors (intrusions, interference, addition of inap-
propriate material) on problem-solving tests as compared to nondepressed people (Cornblatt, 
Lenzenweger, & Erlenmeyer-Kimling, 1989). This may lead to the depressed person becoming 
stuck in a negative ruminative cycle. 

  Memory problems  are also common in depression. For example, depressed people showed 
impairment in short-term verbal and nonverbal/visuospatial memory and LTM (Cassens, Wolfe, 
& Zola, 1990) and sentence-repetition tasks (Kronfol, Hamsher, Digre, & Waziri, 1978). Hence, 
the person may have difficulties processing new and reevaluating old information, which may 
lead to a negative bias. 

 It is relevant to acknowledge that, to date, it is not evident whether the observed deficits are 
products or causes of the depression. Hence, we clearly need to be cautious about our theorizing. 
Despite the growing evidence of deficits in executive functioning in depression, the nature of the 
deficits has yet to be established. Watkins and Brown’s (2002) study suggests that the problems are 
associated with capacity difficulties rather than functional changes. In their study they compared 
a group of depressed with nondepressed participants on a digit-generation task following rumina-
tion or distraction induction. During rumination induction, participants were asked to focus on 
their feelings and experiences; during distraction they focused on unrelated items. The researchers 
found a significant increase in ruminations in the depressed group compared to the nondepressed 
group following the rumination induction but not following the distraction induction. They 
concluded, therefore, that depressed people do not have a fundamental deficit in central executive 
functioning; rather, their reduced executive capacity is related to excessive rumination. 
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 Such a finding suggests that improvements in mood could be obtained if therapy was tar-
geted at helping depressed patients to organize their thinking better (e.g., in ways that reduced 
the load on the central executive). This might involve presenting information in simplified, paced 
ways, and providing the patient with a rationale that assists him or her to better organize the 
chaotic thinking commonly experienced in depression. 

 CLINICAL DIFFICULTIES AND ADAPTATIONS 

 As highlighted previously, executive difficulties in depression have a wide-ranging impact on sev-
eral aspects of the person’s cognitive functioning. Recent evidence suggests that many depressed 
patients experience executive problems and those that do are less likely to benefit from treat-
ments, including cognitive therapy (Alexopoulos, 2005). In relation to CBT, executive problems 
disrupt patients’ abilities to learn new material, and thus they experience difficulties understand-
ing the rationale underpinning the therapy. 

 The current authors believe that therapists need to be more aware of the nature of the cog-
nitive difficulties commonly associated with affective disorders in order to adapt their therapy 
accordingly. Take for example the case of a patient exhibiting difficulties with  response inhibition,  
thus being unable to inhibit unwanted stimuli such as dysfunctional cognitions. This may lead 
the patient to become trapped in a vicious cycle, unable to inhibit negative automatic thoughts 
(NATs). This cycle could be unwittingly reinforced if the therapist used assessment procedures 
that focused excessively on monitoring negative cognitions. In contrast, by adopting positive 
strategies (e.g., use of positive data logs) alongside the NAT monitoring procedures, patients may 
be able to break their vicious cycles of NATs. 

 In order to promote clinicians’ awareness of executive functioning within our own teaching 
programs, the present authors regularly ask participants to generate some of the typical executive 
problems exhibited by people with depression. During an experiential exercise the participants 
are invited to write down the typical executive problems they have encountered when treating 
patients with depression (e.g., poor concentration and attention, memory and processing biases, 
problem-solving problems, self-absorption resulting in interpersonal difficulties). Participants 
then generate potential solutions to these difficulties. We often remind them of the evidence 
of hyperactivity within the frontal lobes, as a way of cueing them to the notion that techniques 
should generally be aimed at slowing patients’ processing speed down, and conducting therapy in 
organized and concrete formats in order to reduce loads on patients’ working memories. We have 
summarized the feedback from a number of these workshop exercises in Table 1. The left-hand 
column of Table 1 illustrates some of the executive problems a depressed person may experience 
and their consequences. The right-hand column presents the therapeutic strategies identified to 
overcome the difficulties.   

 Most of the strategies mentioned in Table 1 will be familiar to CBT therapists, possibly with 
the exception of the notion of scaffolding (Vygotski & Cole, 1978). This concept is borrowed from 
learning theory and basically involves assisting new understanding by providing structures (writ-
ten or verbal material, cues, contexts, praise, facts) specifically designed to promote new learning 
(James, Allen, & Collerton, 2004). As new learning occurs, these supportive structures are removed 
(faded), and the scaffolding process begins again to promote learning at a higher level. 

 IMPLICATIONS 

 The strategies highlighted in Table 1 are part of most cognitive-behavioral therapists’ toolbox 
and can be found described in greater detail in textbooks and various CBT competence rating 
scales, such as the Cognitive Therapy Scale manual (Young & Beck, 1980) and the CTS–Revised 



TA
B

LE
 1

. 
E

X
E

C
U

T
IV

E
 F

E
A

T
U

R
E

S 
IN

 D
E

P
R

E
SS

IO
N

E
xe

cu
ti

ve
 D

ef
ic

it
s 

an
d 

T
h

ei
r 

C
on

se
qu

en
ce

s
Po

ss
ib

le
 R

es
po

n
se

s 
in

 T
h

er
ap

y

Po
or

 c
on

ce
n

tr
at

io
n

—
le

ad
s 

to
 in

ab
ili

ty
 t

o 
m

ai
n

ta
in

 f
oc

u
s 

fo
r 

pr
ol

on
ge

d 
pe

ri
od

s 
of

 t
im

e.
 H

en
ce

, p
at

ie
n

t 
w

ill
 f

in
d 

it
 d

if
fi

cu
lt

 t
o 

fi
gh

t 
ag

ai
n

st
 t

h
e 

cu
rr

en
t 

n
eg

at
iv

e 
st

yl
e 

of
 

th
in

ki
n

g.
 N

ot
e,

 n
eg

at
iv

e 
au

to
m

at
ic

 t
h

ou
gh

ts
 r

eq
u

ir
e 

lit
tl

e 
co

n
ce

n
tr

at
io

n
, a

s 
th

ey
 h

av
e 

be
co

m
e 

au
to

m
at

ic
.

R
ed

u
ce

 c
om

pl
ex

it
y 

of
 m

at
er

ia
l, 

sh
or

te
n

 s
es

si
on

, o
n

ly
 c

ov
er

 a
 f

ew
 t

op
ic

s,
 u

se
 f

re
qu

en
t 

fe
ed

ba
ck

. F
re

qu
en

tl
y 

ch
ec

k 
pa

ti
en

t’s
 u

n
de

rs
ta

n
di

n
g 

of
 t

h
e 

m
at

er
ia

l c
ov

er
ed

, a
n

d 
pa

ce
 

se
ss

io
n

 a
cc

or
di

n
g 

to
 p

at
ie

n
t’s

 n
ee

ds
. U

se
 t

h
er

ap
eu

ti
c 

br
ea

ks
 w

it
h

in
 s

es
si

on
.

N
eg

at
iv

e 
in

fo
rm

at
io

n
 p

ro
ce

ss
in

g—
le

ad
s 

to
 d

ev
el

op
m

en
t 

of
 v

ic
io

u
s 

ci
rc

le
 o

f 
n

eg
at

iv
e 

th
in

ki
n

g 
ab

ou
t 

se
lf

, w
or

ld
, 

an
d 

fu
tu

re
.

E
du

ca
te

 t
h

e 
pa

ti
en

t 
ab

ou
t 

pr
oc

es
si

n
g 

bi
as

es
, a

s 
su

ch
 a

w
ar

en
es

s 
m

ay
 h

el
p 

sl
ow

 n
eg

at
iv

e 
pr

oc
es

se
s 

do
w

n
, m

ak
in

g 
th

em
 le

ss
 a

u
to

m
at

ic
. T

h
en

 c
om

m
en

ce
 c

og
n

it
iv

e 
re

ev
al

u
at

io
n

 
tr

ai
n

in
g.

 O
n

e 
w

ay
 o

f 
do

in
g 

th
is

 is
 t

o 
u

se
 t

h
e 

m
et

ap
h

or
 o

f 
a 

“f
ra

gi
le

 e
gg

,” 
th

e 
id

ea
 t

h
at

 
se

lf
-e

st
ee

m
 r

eq
u

ir
es

 n
ou

ri
sh

in
g 

an
d 

th
at

 it
 is

 n
ou

ri
sh

ed
 t

h
ro

u
gh

 a
 s

em
ip

er
m

ea
bl

e 
ex

te
rn

al
 m

em
br

an
e.

 I
n

 d
ep

re
ss

io
n

, n
eg

at
iv

e 
in

fo
rm

at
io

n
 is

 s
ai

d 
to

 p
as

s 
st

ra
ig

h
t 

ac
ro

ss
 

th
e 

ex
te

rn
al

 m
em

br
an

e 
of

 t
h

e 
eg

g,
 w

h
ile

 p
os

it
iv

e 
in

fo
rm

at
io

n
 e

it
h

er
 b

ou
n

ce
s 

st
ra

ig
h

t 
of

f, 
or

 g
et

s 
tr

an
sf

or
m

ed
 in

to
 a

 n
eg

at
iv

e 
fo

rm
 in

 o
rd

er
 t

o 
pa

ss
 t

h
ro

u
gh

 m
em

br
an

e.
 

H
en

ce
, t

h
er

ap
y 

tr
ie

s 
to

 a
llo

w
 p

os
it

iv
e 

in
fo

rm
at

io
n

 t
o 

ob
ta

in
 a

cc
es

s 
an

d 
to

 n
ou

ri
sh

 
pa

ti
en

t’s
 s

el
f-

es
te

em
.

Po
or

 a
tt

en
ti

on
 a

bi
lit

ie
s—

le
ad

s 
to

 in
ab

ili
ty

 t
o 

di
re

ct
 a

n
d 

su
st

ai
n

 f
oc

u
se

d 
at

te
n

ti
on

. A
dd

it
io

n
al

 p
ro

bl
em

s 
w

it
h

 
di

ff
ic

u
lt

ie
s 

in
 s

h
if

ti
n

g 
at

te
n

ti
on

 b
et

w
ee

n
 d

if
fe

re
n

t 
to

pi
cs

 
or

 c
on

ce
pt

s.

E
n

su
re

 a
ge

n
da

 is
 m

ea
n

in
gf

u
l f

or
 p

at
ie

n
t, 

w
it

h
 a

 s
m

al
l n

u
m

be
r 

of
 it

em
s 

on
 t

h
e 

ag
en

da
. 

P
ro

vi
de

 f
ee

db
ac

k 
fr

eq
u

en
tl

y 
an

d 
su

m
m

ar
iz

e 
an

d 
ch

u
n

k 
re

le
va

n
t 

in
fo

rm
at

io
n

. E
lic

it
 

fe
ed

ba
ck

. U
se

 s
im

pl
e 

di
ag

ra
m

s 
an

d 
u

se
 w

ri
tt

en
 m

at
er

ia
ls

 t
o 

re
in

fo
rc

e 
co

n
ce

pt
s,

 b
u

t 
av

oi
d 

be
in

g 
ab

st
ra

ct
. R

em
ov

e 
an

y 
en

vi
ro

n
m

en
ta

l d
is

tr
ac

ti
on

s 
(e

.g
., 

m
ay

 n
ee

d 
to

 c
lo

se
 

w
in

do
w

s 
to

 p
re

ve
n

t 
ex

tr
an

eo
u

s 
n

oi
se

s)
.

M
em

or
y 

pr
ob

le
m

s—
le

ad
s 

to
 w

or
ki

n
g 

m
em

or
y 

de
fi

ci
ts

, a
s 

w
el

l a
s 

en
co

di
n

g 
an

d 
re

tr
ie

va
l p

ro
bl

em
s.

 R
et

ri
ev

al
 b

ia
se

s 
ar

e 
in

 f
av

or
 o

f 
n

eg
at

iv
e 

in
fo

rm
at

io
n

. A
u

to
bi

og
ra

ph
ic

al
 

in
fo

rm
at

io
n

 is
 o

ft
en

 o
ve

rg
en

er
al

iz
ed

, p
re

ve
n

ti
n

g 
th

e 
pa

ti
en

t 
fr

om
 r

em
em

be
ri

n
g 

h
ow

 h
e 

m
ay

 h
av

e 
co

pe
d 

su
cc

es
sf

u
lly

 in
 t

h
e 

pa
st

.

P
re

ve
n

t 
ov

er
lo

ad
in

g 
of

 t
h

e 
pa

ti
en

t’s
 w

or
ki

n
g 

m
em

or
y.

 E
n

su
re

 t
h

at
 in

fo
rm

at
io

n
 is

 
pr

ov
id

ed
 in

 a
 p

ac
ed

 m
an

n
er

. R
ep

ea
t 

m
ai

n
 t

h
er

ap
eu

ti
c 

co
n

ce
pt

 f
re

qu
en

tl
y 

to
 h

el
p 

co
n

so
lid

at
e 

m
at

er
ia

l a
n

d 
fa

ci
lit

at
e 

en
co

di
n

g.
 A

vo
id

 b
la

m
in

g 
th

e 
pa

ti
en

t 
fo

r 
in

ab
ili

ty
 

to
 r

ec
al

l e
it

h
er

 p
os

it
iv

e 
ev

en
ts

 o
r 

co
pi

n
g 

st
ra

te
gi

es
 f

ro
m

 t
h

e 
pa

st
, a

s 
th

is
 is

 a
 f

ea
tu

re
 o

f 
th

ei
r 

ex
ec

u
ti

ve
 p

ro
bl

em
s.

 E
du

ca
te

 p
at

ie
n

t 
ab

ou
t 

th
e 

bi
as

es
. F

ac
ili

ta
te

 t
h

e 
ge

n
er

at
io

n
 

of
 p

os
it

iv
e 

m
em

or
ie

s 
by

 r
ec

on
te

xt
u

al
iz

in
g 

th
e 

m
em

or
ie

s,
 in

vo
lv

in
g 

th
e 

pa
ti

en
t 

vi
su

al
iz

in
g 

th
e 

ta
rg

et
 e

ve
n

t 
an

d 
re

in
st

at
in

g 
co

n
te

xt
u

al
 f

ea
tu

re
s 

(s
ig

h
ts

, s
ou

n
ds

, s
m

el
ls

) 
pr

es
en

t 
at

 o
ri

gi
n

al
 e

n
co

di
n

g.



Po
or

 p
ro

bl
em

 s
ol

vi
n

g—
le

ad
s 

to
 in

ab
ili

ty
 t

o 
de

fi
n

e 
di

ff
ic

u
lt

ie
s,

 t
o 

de
te

rm
in

e 
ap

pr
op

ri
at

e 
go

al
s,

 a
n

d 
to

 
de

vi
se

 p
la

n
s 

to
 m

ee
t 

on
e’

s 
go

al
s.

 M
em

or
y 

pr
ob

le
m

s 
m

ea
n

 t
h

at
 p

at
ie

n
ts

 a
re

 o
ft

en
 u

n
ab

le
 t

o 
re

fl
ec

t 
on

 h
ow

 
th

ey
 h

av
e 

co
pe

d 
in

 s
im

ila
r 

si
tu

at
io

n
s 

in
 t

h
e 

pa
st

.

R
ed

u
ce

 p
ro

bl
em

s 
in

to
 c

om
po

n
en

t 
pa

rt
s 

in
 o

rd
er

 t
o 

si
m

pl
if

y 
ta

sk
s.

 U
se

 s
ca

ff
ol

di
n

g 
te

ch
n

iq
u

es
 t

o 
pr

ov
id

e 
su

pp
or

t 
in

 o
rd

er
 t

o 
h

el
p 

th
e 

pa
ti

en
t 

ge
n

er
at

e 
po

te
n

ti
al

 a
n

sw
er

s.
 

U
n

ti
l t

h
e 

pa
ti

en
t 

ca
n

 e
n

ga
ge

 in
 a

 m
or

e 
co

lla
bo

ra
ti

ve
 a

pp
ro

ac
h

, t
h

ey
 m

ay
 n

ee
d 

a 
gr

ea
t 

de
al

 o
f 

gu
id

an
ce

. U
se

 b
eh

av
io

ra
l e

xp
er

im
en

ts
 t

o 
re

en
er

gi
ze

 p
ro

bl
em

-s
ol

vi
n

g 
sk

ill
s.

 
T

h
e 

ex
pe

ri
m

en
ts

 n
ee

d 
to

 b
e 

se
t 

u
p 

se
n

si
ti

ve
ly

, s
o 

ev
en

 if
 t

h
e 

pa
ti

en
t 

is
 u

n
ab

le
 t

o 
ca

rr
y 

ou
t 

ac
ti

vi
ti

es
, h

e 
or

 s
h

e 
w

ill
 le

ar
n

 s
om

et
h

in
g 

ab
ou

t 
h

is
 o

r 
h

er
 d

ep
re

ss
io

n
 f

ro
m

 
h

av
in

g 
at

te
m

pt
ed

 t
o 

en
ga

ge
 in

 t
h

em
. K

ee
p 

ta
sk

s 
si

m
pl

e;
 it

 is
 im

po
rt

an
t 

th
at

 t
h

e 
th

er
ap

is
t 

ac
kn

ow
le

dg
es

 h
is

/h
er

 r
ol

e 
in

 t
h

e 
th

er
ap

eu
ti

c 
pr

ob
le

m
s 

(e
.g

. “
T

h
e 

re
as

on
 y

ou
 

h
ad

 d
if

fi
cu

lt
ie

s 
w

as
 b

ec
au

se
 I

 d
id

n’
t 

ex
pl

ai
n

 la
st

 w
ee

k’
s 

h
om

ew
or

k 
ta

sk
 w

el
l”

).
La

ck
 o

f 
m

ot
iv

at
io

n
—

le
ad

s 
to

 in
ab

ili
ty

 t
o 

fi
gh

t 
th

e 
de

pr
es

-
si

on
 o

r 
to

 e
n

ga
ge

 in
 e

ff
or

tf
u

l s
tr

at
eg

ie
s 

to
 o

ve
rc

om
e 

be
h

av
io

ra
l i

n
er

ti
a.

E
n

su
re

 a
ge

n
da

 a
n

d 
ho

m
ew

or
k 

ar
e 

m
ea

n
in

gf
u

l f
or

 p
at

ie
n

t. 
W

or
k 

w
it

h 
pa

ti
en

t 
to

 
pr

ed
ic

t 
ob

st
ac

le
s.

 R
ei

n
fo

rc
e 

th
er

ap
eu

ti
c 

ga
in

s,
 n

o 
m

at
te

r 
ho

w
 s

m
al

l. 
Se

t 
m

ea
n

in
gf

u
l 

go
al

s 
th

at
 a

re
 a

ch
ie

va
bl

e,
 m

ea
su

ra
bl

e,
 m

on
it

or
ed

, a
n

d 
re

vi
ew

ed
 r

eg
u

la
rl

y.
 E

xp
la

in
 

th
e 

th
er

ap
eu

ti
c 

ra
ti

on
al

e 
re

ga
rd

in
g 

tr
ea

tm
en

t; 
su

ch
 e

xp
la

n
at

io
n

s 
w

ill
 h

el
p 

to
 in

st
ill

 a
 

re
al

is
ti

c 
ex

pe
ct

at
io

n
 r

eg
ar

di
n

g 
th

e 
co

u
rs

e 
of

 t
re

at
m

en
t. 

Fo
r 

ex
am

pl
e,

 in
fo

rm
 p

at
ie

n
t 

th
at

 in
it

ia
lly

 h
is

 o
r 

he
r 

en
ga

ge
m

en
t 

in
 t

as
ks

 is
 u

n
lik

el
y 

to
 m

ak
e 

hi
m

 o
r 

he
r 

fe
el

 
be

tt
er

. I
n

de
ed

, g
et

ti
n

g 
a 

se
n

se
 o

f 
pl

ea
su

re
 o

r 
m

as
te

ry
 m

ay
 t

ak
e 

so
m

e 
ti

m
e.

 A
ls

o,
 in

fo
rm

 
pa

ti
en

ts
 t

ha
t 

by
 e

n
d 

of
 t

he
ra

py
 t

he
y 

pr
ob

ab
ly

 w
ill

 e
xp

er
ie

n
ce

 n
eg

at
iv

e 
au

to
m

at
ic

 
th

ou
gh

ts
 a

n
d 

oc
ca

si
on

al
ly

 lo
w

 m
oo

d,
 b

u
t 

th
es

e 
w

ill
 b

e 
at

 m
or

e 
m

an
ag

ea
bl

e 
le

ve
ls

.

La
ck

 o
f 

aw
ar

en
es

s 
of

 o
w

n
 e

xe
cu

ti
ve

 p
ro

bl
em

s—
le

ad
s 

to
 t

he
 

pa
ti

en
t 

be
in

g 
ov

er
ly

 c
ri

ti
ca

l o
f 

se
lf,

 a
n

d 
co

m
pa

ri
n

g 
se

lf
 

n
eg

at
iv

el
y 

w
it

h 
“o

ld
/n

on
de

pr
es

se
d”

 s
el

f.

A
ss

is
t 

pa
ti

en
ts

 in
 o

bt
ai

n
in

g 
so

m
e 

u
n

de
rs

ta
n

di
n

g 
of

 t
h

ei
r 

di
ff

ic
u

lt
ie

s.
 F

or
 e

xa
m

pl
e,

 u
se

 
fo

rm
al

 t
es

ti
n

g,
 o

r 
al

te
rn

at
iv

el
y 

on
e 

ca
n

 in
ve

st
ig

at
e 

th
e 

de
fi

ci
ts

 v
ia

 a
 d

is
cu

ss
io

n
 o

r 
ch

ec
kl

is
t 

ap
pr

oa
ch

 (
e.

g.
, A

re
 y

ou
 h

av
in

g 
pr

ob
le

m
s 

co
n

ce
n

tr
at

in
g?

 H
ow

 lo
n

g 
be

fo
re

 
yo

u
r 

m
in

d 
st

ar
ts

 t
o 

w
an

de
r?

).



216     James et al.

manual (Blackburn, James, Milne, & Reichelt, 2001; James, Blackburn, & Reichelt, 2001). Despite 
these issues having been widely addressed in such literature, from the first author’s experience of 
supervising and teaching trainees, it is evident that few trainees are fully aware of the importance 
of delivering therapy at a slow but engaging pace, using frequent and appropriate feedback, or 
using simple and short sentences. This point is well supported by research carried out by Nathan 
and colleagues (Nathan, Wilkinson, Stammers, & Low, 2001), who have shown that depressed 
patients’ presentations may mimic those of patients with Alzheimer’s disease. 

 However, even when trainees are aware of the need to conduct therapy in this manner, they 
require a lot of practice and patience in order to work in this rather laborious style. It is the pres-
ent authors’ shared view that trainers and supervisors bear a great deal of the responsibility in 
teaching these fundamental skills to their trainees. Indeed, we believe that it is ethically wrong 
and perhaps dangerous to train clinicians to use complex skills until they have been grounded in 
the basics (James, 2001). Hence, in our clinics, before a trainee sees a patient, we would expect 
that he or she has the ability to communicate to, and be understood by, a patient operating at the 
same level as someone with a mild dementia. 

 Given that some depressed patients’ presentations can mimic organic difficulties, it is worth 
briefly examining the literature on CBT for organic brain disorders (i.e., dementia, stroke, and 
head injury; Teri & Gallagher-Thompson, 1991; Whitehouse, 1994) in relation to treatment 
strategies. From our review, the recommendations regarding the structure and process changes 
required in the treatment of organic presentations are broadly similar to those outlined in Table 1. 
However, there are some additional features not previously identified. For example, Whitehouse 
(1994) suggests that patient self-acceptance is a crucial feature within the therapeutic process. 
Recently, this issue has become more topical in the general CBT literature, yet it is noteworthy 
that the ability to self-examine without being critical has been an important aspect of treatment 
in the organic literature for some time. A further recommendation was the greater use of advo-
cates and family members during the therapeutic work. Indeed, Teri and Gallagher-Thompson 
(1991) enlisted the support of family members to good effect in their successful CBT treatment 
of people with Alzheimer’s disease. The role of the family members was to act as advocates both 
in and out of session and as memory facilitators. Both aspects are worth considering when work-
ing with severely depressed patients who display executive deficits. 

 FUTURE DIRECTIONS 

 It is evident to us that prior to conducting further exploratory work in the area, clinicians, neu-
rologists, and cognitive psychologists need to communicate more with each other. Indeed, they 
need to liaise and take stock of what is already known about the neurology and the cognitive 
psychology of executive functioning, working memory, and their links to mood. From such team-
work, we may begin to map out cognitive impairments specific to affective disorders and develop 
targeted psychometric testing to determine levels of deficits. Armed with such knowledge, it may 
be possible to better tailor our intervention strategies in line with patients’ deficits. For example, 
if it was found that someone had poor attention abilities, our initial interventions could be aimed 
at improving attention. In contrast, if psychometric screening revealed memory biases, perhaps 
we could help the patient to develop specific mnemonic strategies aimed at retrieving positive, 
specific memories and previous coping strategies. 

 CONCLUSION 

 With regard to executive difficulties experienced in depression, research has been able to high-
light a range of deficits that might impair the patient’s functioning. There is increasing evidence 
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from brain imaging and psychometric studies that, in terms of depression, overactivity in the 
frontal area of the brain and areas associated with working memory is linked to information 
processing problems. While neurological deficits are not usually made explicit to this extent in 
the formulation and treatment of depression, it has become clear that this information can be 
a useful addition to therapy. It can help guide the therapist, and allow him or her to focus on 
structural and process issues in CBT. Such adaptation could aid engagement and support patients 
with cognitive deficits. Future research should thus investigate the impact of tailoring therapy for 
people with executive deficits with regard to therapeutic outcome. 
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