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This paper discusses the growing convergence among cognitive behavioral and 
psychodynamic approaches to psychopathology, and to depression and suicide in 
particular, with a special focus on theoretical models emphasizing (a) the role of 
cognitive affective schemas or representations of self and others and (b) impair-
ments in mentalizing or meta-cognition. We discuss similarities and differences 
between these approaches in the conceptualization and the treatment of depression. 
This review shows that despite continuing convergence, some important differ-
ences remain which may provide a particularly fruitful area for clinical practice and 
future research directed towards uncovering the mutative factors in the treatment 
of depression.

In this paper we review the growing convergence among cognitive behavioral 
and psychodynamic approaches to psychopathology, and depression and suicide in 
particular, with a special focus on two areas of convergence: (a) the role of men-
tal representations or cognitive affective interpersonal schemas (Blatt & Zuroff, 
1992); and (b) the role of impairments in meta-cognition or mentalizing, i.e., the 
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capacity to understand both the self and others in terms of mental states such as 
feelings, intentions, wishes, values, and goals (Allen, Fonagy, & Bateman, 2008). 

These developments parallel a broader trend towards convergence between 
so-called mental representations and mental process (Fonagy, Moran, Edgcumbe, 
Kennedy, & Target, 1993) approaches to psychopathology. Mental representation 
approaches primarily focus on distortions in the content and/or developmental 
level of mental representations (or cognitive affective schemas or internal work-
ing models of self and others) in explaining vulnerability to psychopathology. In 
the mental process approach, in contrast, the focus is on distortions in processes 
related to the meta-cognitive ability to reflect on the self and others. 

Well-known examples of the mental representation model within the psycho-
dynamic and cognitive behavioral tradition are Blatt’s and Beck’s models empha-
sizing cognitive-affective schemas related to self-critical perfectionism/autonomy 
and dependency/sociotropy respectively, in depression (Beck, 1983; Blatt, 1974; 
Blatt, 2004). These approaches have received considerable empirical support over 
the years and have inspired several evidence- based treatments of depression within 
both cognitive behavioral and psychodynamic approaches (Driessen et al., 2010; 
Hollon, 2011; Luyten & Blatt, 2012).

The mental process approach is represented within the cognitive behavioral 
tradition by the so-called third generation cognitive behavioral approaches that 
focus on mindfulness and acceptance (Hayes, Levin, Plumb-Vilardaga, Villatte, 
& Pistorello, 2013; Kahl, Winter, & Schweiger, 2012; Segal, Williams, & Teas-
dale, 2013) and by mentalization-based approaches that have emerged within the 
psychodynamic tradition (Lemma, Target, & Fonagy, 2011b; Luyten, Fonagy, 
Lemma, & Target, 2012). Similarities between psychodynamic and cognitive-be-
havioral approaches in the conceptualization and treatment of depression are per-
haps most clear in mentalization-based approaches to depression (Luyten, Fonagy, 
Lemma, et al., 2012) and in the treatment modality that evolved from this view, 
i.e., Dynamic Interpersonal Therapy (Lemma, Target, & Fonagy, 2011a; Lemma 
et al., 2011b). 

In what follows, we discuss convergences in psychodynamic and cognitive 
accounts in emphasizing the centrality of cognitive affective schemas of self and 
others and mentalizing or metacognitive approaches to depression. Each time, we 
also focus on continuing areas of divergence in these approaches because these 
may provide important leads for future research concerning the nature and treat-
ment of depression, even more so than areas of agreement. 

MenTAL RePResenTATIOns MODeLs In DePRessIOn

AREAS OF CONVERGENCE

Contemporary cognitive behavioral and psychodynamic formulations both em-
phasize the central role of mental representations or cognitive-affective schemas 
in explaining vulnerability to psychopathology and depression in particular (Beck, 
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Rush, Shaw, & Emery, 1979; Blatt, 1974; Blatt, 2004), thus providing a common 
language across these disciplines for researchers and clinicians alike.

There is increasing consensus that distortions in the content of mental repre-
sentations confer vulnerability to depression in both psychodynamic (Blatt, 2004; 
Luyten & Blatt, 2012) and cognitive-behavioral (Beck, 1983; Young, Klosko, & 
Weishaar, 2003) theories. Moreover, whereas until recently, cognitive-behavior 
approaches were primarily aimed at addressing these distortions at the micro-
level (e.g., targeting over-general autobiographical memories or other cognitive 
perceptual distortions), while psychodynamic approaches mainly focused on the 
macro-level (e.g., broad cognitive affective schemas such as Dependency and Self-
Critical Perfectionism), both approaches now focus on both levels. For instance, 
Beck (1983) articulated the concepts of Sociotropy and Autonomy to refer to 
broad cognitive affective schemas or personality factors that are presumed to con-
fer vulnerability to depression as well as other types of psychopathology. These di-
mensions have been shown to overlap both theoretically and empirically with psy-
chodynamic formulations concerning dependency and self-critical perfectionism 
(Blatt, 2004; Luyten & Blatt, 2011, 2013). Conversely, as discussed in more detail 
below, psychodynamic approaches have increasingly begun to focus on the specif-
ics of mentalizing impairments implicated in depression and their implications for 
intervention, thus closing the gap that has existed between its broad conceptual 
focus and specific clinical interventions (Fonagy, 2003; Luyten, Fonagy, Lemma, 
et al., 2012). Further, cognitive behavioral approaches have begun to show in-
creasing interest in the developmental origins of these schemas (Renner, Lobbes-
tael, Peeters, Arntz, & Huibers, 2012; Young et al., 2003), providing further 
common ground with psychodynamic approaches. Finally, the focus on cognitive 
affective schemas have led to a common interest in the neurobiology and neural 
circuits underlying representations of self and others (Luyten & Blatt, 2011).

There are good reasons for these convergences between psychodynamic and 
cognitive behavioral traditions. The psychodynamic approach has gradually re-
placed the obsolete drive model by a more comprehensive and empirically-in-
formed object relational and attachment-based approach (Luyten & Blatt, 2012; 
Luyten, Mayes, Target, & Fonagy, 2012). Similarly, from a cognitive behavioral 
perspective, Beck (2009) has amply pointed out that although a focus on broad 
personality factors once was considered to be typical of psychodynamic formu-
lations, cognitive-behavioral approaches had to shift from an almost exclusive 
focus on the symptomatic expressions of depression to considerations concern-
ing personality dimensions as many depressed patients, despite symptomatic im-
provement, remained vulnerable to relapse because of continuing vulnerability 
associated with often highly treatment-resistant cognitive-affective schemas. Thus, 
disappointments with the results of traditional CBT led to the view that the reduc-
tion of underlying vulnerabilities such as cognitive-affective schemas should be 
the primary aim of treatment, and that symptom reduction as such is insufficient. 
As noted, this change was paralleled with recognition of the importance of de-
velopmental considerations within the cognitive-behavioral approach. Young and 
colleagues (Young et al., 2003), for instance, have advocated a more developmen-
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tal interpersonal approach that is clearly rooted in psychoanalytic object relations 
theory emphasizing the role of Early Maladaptive Schemas, further closing the 
gap between cognitive behavioral and psychodynamic approaches to depression. 
Within the psychodynamic tradition, in turn, there has been a growing realization 
of the need for a closer relationship between theory and technique, and thus that 
broad considerations concerning the origins of depression, as such, are insuffi-
cient because they fail to provide clinicians with the necessary tools to understand 
the subjective inner world of the depressed and suicidal patient, and to intervene 
(Fonagy, 2003; Luyten, Fonagy, Lemma, et al., 2012).

In all these areas, the construct of mental representations provides a bridge 
between clinicians and investigators from various theoretical orientations. These 
various theoretical formulations concerning mental representations all propose (a) 
that representations of self and other are relatively stable characteristics that or-
ganize and guide the individual’s affects, cognitions, and behaviors, and (b) that 
treatment can be conceptualized in terms of changes in the content and structural 
organization of these representations. 

AREAS OF DIVERGENCE

Despite these similarities, important differences remain between cognitive behav-
ioral and psychodynamic approaches. The focus in cognitive behavioral perspec-
tives primarily is on the content of representations, while the focus in psychody-
namic formulations more often is on the structural (cognitive or developmental) 
organization of these representations because they reflect more implicit or pro-
cedural aspects of these cognitive structures as well as important developmental 
characteristics (Blatt, Zuroff, Hawley, & Auerbach, 2010; Blatt, 2004). 

Moreover, CBT approaches mainly emphasize fostering cognitive changes in 
the content of representations (e.g., to think differently about yourself and others; 
Beck, 1983; Renner et al., 2012), while psychodynamic approaches emphasize the 
affect associated with these representations and the role of an intense interpersonal 
relationship such as the therapeutic relationship (i.e., transference) in activating 
and re-experiencing the influence of these representations, thereby fostering the 
patient to revise earlier representations through becoming aware of their repeti-
tive distortion of life experiences in the here-and-now of the therapeutic relation-
ship (Blagys & Hilsenroth, 2000, 2002; Diener, Hilsenroth, & Weinberger, 2007; 
Luyten & Blatt, 2012). Again, however, the importance of re-experiencing affect 
in the context of an attachment relationship is increasingly recognized within the 
CBT movement (Godfrey, Chalder, Ridsdale, Seed, & Ogden, 2007; Hambrook 
et al., 2011; Lumley, 2011). This is particularly the case in schema therapy, in 
which there is a clear focus on affect and developmental levels, as well as the 
therapeutic relationship through the concept of limited re-parenting. Given its 
origins in psychoanalytic object relations theory, this should not be surprising. The 
implications of these shifts in technique are clear, indicating a greater focus on af-
fect and interpersonal relationships in both traditions as well as an appreciation of 
more structural or developmental levels in understanding differences in the level of 
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personality (Koelen et al., 2012). For instance, in a naturalistic follow-up study of 
576 psychiatric outpatients who received a manualized CBT for Axis I disorders, 
it was found that patients with low levels of personality organization were 3 times 
more likely to drop out compared to patients with higher levels of personality 
organization. These patients also had increased risk for deterioration as a result of 
treatment (Eurelings-Bontekoe et al., 2009). 

Finally, within psychodynamic approaches, there remains a greater emphasis 
on the function of behavior and mental representations. For instance, cognitive 
affective schemas revolving around dependency are not solely seen as reflecting 
high dependency needs resulting from a history of deprivation, but also as an indi-
vidual’s best attempt, given his/her biological endowment and environmental con-
text, however maladaptive, to establish some sense of stability in the sense of self 
and others. This view, again, has been clearly incorporated in schema therapy for 
instance through the notion of experiential avoidance and the view that schemas 
(and modes) may reflect compensatory strategies (Eurelings-Bontekoe, Luyten, 
Ijssennagger, van Vreeswijk, & Koelen, 2010; Young et al., 2003). 

MenTALIZInG AnD seLf sTRUCTURes  
In DePRessIOn AnD sUICIDe

META-COGNITIVE PROCESSES IN DEPRESSION

More recent psychodynamic and cognitive behavioral approaches have an in-
creased interest in the role of impairments in meta-cognition or mentalizing (also 
referred to as reflective functioning) in depression and other disorders (Luyten, 
Fonagy, Lemma, et al., 2012; Segal et al., 2013; Watkins & Teasdale, 2004). 
Rather than focusing on the content of cognitive affective schemas in depression, 
both approaches center on the meta-cognitive processes involved in reflecting on 
the self and others. From a psychodynamic perspective, impairments in reflec-
tive functioning or mentalizing, i.e., the capacity to envision the self and others 
in terms of mental states such as feelings, wishes, desires, values, and goals, are 
thought to play a central role in depression and suicide (Lemma et al., 2011a; 
Luyten, Fonagy, Lemma et al., 2012). This is consistent with the so-called third 
wave cognitive approaches focusing on meta-cognitive awareness and mindfulness 
in depression and its treatment. These approaches complement views focusing on 
distorted cognitive affective schemas in depression and suicide and particularly 
provide a more comprehensive account of the depressed patient’s subjective expe-
riences, and the depressed patient’s problems to overcome depressive feelings and 
thoughts. 

In the context of the topic of this special issue, it is important to point out 
that these approaches provide a better account of the disintegration of the feel-
ing of self that is so typical of many depressed patients and perhaps is the core of 
the depressive experience itself. These more phenomenological process-oriented 
accounts therefore also provide more direct and perhaps more effective clues for 
intervention when faced with patients that are severely depressed as lifting de-



270 LUYTEN ET AL.

pressed mood is often the first thing to do with these patients before any mean-
ingful work that relates to the content of their depressive experiences can be done. 
This is perhaps one of the reasons why mindfulness-based cognitive therapy has 
demonstrated its effectiveness primarily in chronic depression (Kahl et al., 2012; 
Mathew, Whitford, Kenny, & Denson, 2010). By the same token, the mentalizing 
approach has originated in the treatment of patients with borderline personality 
disorder, many of whom struggle with intense and chronic feelings of depression 
(Luyten, Fonagy, Lemma et al., 2012). We discuss these trends in more detail 
and again note similarities and differences between psychodynamic and cognitive 
behavioral approaches.

AREAS OF CONVERGENCE

Both mindfulness and mentalization based approaches to depression have noted 
the influence of depressed mood on meta-cognitive abilities. The starting point 
of these approaches is that, regardless of the causes of depressed mood and de-
pression, when depressed, the patient is often completely unable to reflect on the 
self and others, and when he or she does, reflective processes are severely biased 
by depressive thinking. Hence, in both mindfulness and mentalization based ap-
proaches, interventions that rely on insight and reflective capacities, typical of ap-
proaches based on mental representations models discussed earlier, are particularly 
avoided in the early stages of treatment as patients lack this capacity when severely 
depressed. Such interventions often lead to further pessimistic thoughts and feel-
ings of helplessness and hopelessness as the therapist is seen as lacking in empathy 
or is even perceived as persecutory or accusatory, or both, depending on the con-
tent of the patient’s cognitive affective schemas outlined above. Patients struggling 
with dependency issues, for instance, will feel that the therapist fails to recognize 
their suffering and actually attempts to blame the patient for her problems. More 
self-critical patients may feel that the therapist attempts to force, prematurely, in-
terpretations on the patient, feels thwarted in her strivings for autonomy, and 
often drops out of treatment for this reason.

In contrast to the mindfulness approach, the mentalizing approach however 
does not transpose already existing meta-cognitive principles to depression. Rath-
er, it has evolved from the study of subjectivity and the role of mental processes 
in (impaired) subjectivity, such as depression. Given that readers of this journal 
are likely to be less familiar with these views, in what follows, we briefly describe 
the role of non-mentalizing modes of experiencing subjectivity. From a mental-
izing perspective, three types of so-called pre-mentalizing modes, i.e., modes of 
thinking that antedate full mentalizing, can be observed in depression: the psychic 
equivalence, the teleological and the pretend mode (Lemma et al., 2011a; Luyten, 
Fonagy, Lemma et al., 2012). These modes of thinking can also be observed in 
other forms of psychopathology and in all cases when individuals loose the capac-
ity for full mentalizing, but in depression these modes tend to take on a specific 
form.
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Psychic Equivalence Mode. The psychic equivalence mode is a developmental-
ly earlier mode of experiencing subjectivity in which inner and outer reality are 
equated: “What I think/feel is real.” Hence, when I think I’m worth nothing, I 
am worth nothing. This is typical for many depressed patients, and particularly 
when severely depressed, any attempt to correct these dysfunctional thoughts are 
meaningless themselves and only reinforce psychic equivalence thinking. Impor-
tantly, psychic equivalence also leads to equating psychological and physical pain, 
just as it leads to equating emotional and physical exhaustion. This may at least in 
part explain the high comorbidity between pain, fatigue, and depression (Hudson, 
Arnold, Keck, Auchenbach, & Pope, 2004; Van Houdenhove & Luyten, 2008). 
Not surprisingly, therefore, both mindfulness and mentalizing approaches have 
been applied to patients with chronic pain and fatigue conditions with good ini-
tial results (Luyten, Van Houdenhove, Lemma, Target, & Fonagy, 2013; Luyten, 
Van Houdenhove, Lemma, Target, & Fonagy, 2012; Rimes & Wingrove, 2013). 
There is a general concreteness of experiences, a de-symbolization: psychological 
pain means bodily pain, worries feel like a painful weight on one’s shoulders, de-
pressive thoughts literally de-press the self. Findings concerning common neural 
circuits involved in psychological and physical pain lead us to better understand 
that rejection may literally hurt (Eisenberger, Lieberman, & Williams, 2003). 
Even further, remarks or criticism by others are felt as an attack on the integrity of 
the self and often lead to feelings of disintegration. Hyperembodiment may result, 
a state in which all subjective experiences are experienced as too real, often leading 
to a psychic retreat because of the painfulness of thoughts and feelings, particu-
larly of feelings of shame (Luyten, Fontaine, & Corveleyn, 2002). The so-called 
depressive realism that is typical of some depressed patients (Moore & Fresco, 
2007; Yeh & Liu, 2007) seems also related to psychic equivalence: depressive “re-
alism” may be realistic with regard to some issues, but it is often characterized by 
hypomentalizing: reality simply is what it is, which leads to feelings of emptiness 
and meaninglessness.

Teleological Mode. In a teleological mode or stance, there is a recognition of 
mental states as motivating self and others, but these are limited to goal-directed 
behaviors that result from observable causes (e.g., physical actions or biological 
causes). In this state of mind, many depressed patients only feel loved or recog-
nized when the other physically demonstrates love or recognition (e.g., by not 
leaving the patient, or by buying something for the patient). Desperate attempts 
to get attachment figures, including professionals, to show that they care for the 
patient often follow, specifically in patients that primarily use attachment hyperac-
tivating strategies to deal with loss and adversity (e.g., by demanding that the at-
tachment figure never leaves the patient alone, or by demanding that the therapist 
is always available). In a teleological mode, patients, particularly those character-
ized by attachment deactivating strategies, may deny any role of psychological 
factors, and desperately cling onto biological theories as only biological causes can 
be recognized as real.

Pretend Mode. Depression clearly is not only associated with the hypomental-
izing typical of psychic equivalence and the teleological mode. Often, depressed 
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patients seem to function in an extreme pretend or hypermentalizing mode. This 
may look like genuine mentalization, just as depressive realism often comes across 
as appropriate realism. There are a number of features, however, that distinguish 
narrative accounts of depressed patients in hypermentalizing mode from genuine 
mentalizing: (a) they are mostly overly analytical, repetitive, and lengthy; (b) they 
are biased by depressive themes such as guilt, shame, blame and responsibility, 
and worthlessness; (c) they are often self-serving (e.g., they lead to others show-
ing empathy or compassion, or they are used to control or coerce others); (d) 
they may lack true affective grounding or, by contrast, affectively completely over-
whelm the patient and others; and (e) when asked, patients experience an inability 
to switch perspectives (e.g, from a focus on the self to others), whereas genuine 
mentalizing is characterized by the ability to entertain the mind of others and the 
self simultaneously. 

Hypermentalizing is thus often accompanied by what is called rumination 
from a cognitive behavioral perspective and should not be confused with genuine 
mentalizing. This is also borne out by studies supporting a distinction between 
reflection and brooding or rumination, with the former being related to increased 
mood, the latter with decreased mood and suicidal ideation (Mathew et al., 2010; 
Miranda & Nolen-Hoeksema, 2007). 

SUICIDE

A consideration of suicidal thoughts and acts may help to further clarify the dis-
tinction between approaches to depression rooted in theories about cognitive af-
fective schemas and meta-cognitive or mentalizing approaches. The former ap-
proaches see suicidal thoughts and acts as reflecting attempts to deal with feelings 
of helplessness and hopelessness as a result of abandonment by the loved object 
or feelings of failure, often involving anger directed towards others turned toward 
the self, desperate attempts to attract attention from the loved object, fantasies 
of killing hated parts of the self or reunion with lost or imagined loved ones—
thoughts, feelings and experiences rooted in distorted cognitive affective schemas 
of self and others (i.e., being overly self-critical and/or dependent on others).

Although these explanations may be correct, from a mentalizing perspective, 
it is the too-realness of painful inner states as a result of psychic equivalence func-
tioning that is seen as primary in suicidal acts or fantasies. In a teleological mode, 
there then seems to be only one solution to get rid of these feelings, which is by 
killing the self. 

As noted, both approaches (i.e., those based on cognitive affective schemas 
and those rooted in metacognitive principles) need not to exclude each other. In a 
teleological mode, for instance, suicide is often experienced as a means of getting 
back to the loved one (Now she will finally realize how much she has hurt me). 
But there is a different emphasis, which clinically is important as the focus of inter-
ventions may shift from focusing on the content of suicidal thoughts and gestures 
(relating them to the content of cognitive affective schemas) versus the processes 
involved in the disruption of subjective experience. 
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AReAs Of DIVeRGenCe: ARe PsYCHODYnAMIC AnD 
COGnITIVe BeHAVIORAL MeTA-COGnITIVe APPROACHes 
TO DePRessIOn MORe ALIKe THAn DIffeRenT? 

Up to this point, the reader may feel that this paper confirms what he or she has 
been thinking all along: that there are more similarities than differences between 
cognitive behavioral and psychodynamic approaches to depression. They simply 
seem to use a different terminology. This is probably true to a large extent, which 
may also explain why these two approaches – rooted in different theoretical tradi-
tions—seem to be equally effective in the treatment of depression (Driessen et al., 
2010; Luyten & Blatt, 2012). However, there are a number of differences that 
remain, and a careful consideration of these differences might lead to the develop-
ment of more effective treatments. Hence, these remaining differences between 
meta-cognitive approaches might provide important leads to further research, en-
abling a deeper and more comprehensive understanding of depression and allow-
ing a comprehensive treatment approach. Here, we discuss five such differences.

First, whereas cognitive-behavioral models mostly start by exploring the pa-
tient’s thoughts, feelings, and behavior, and relate these to feelings of depression, 
the focus of mentalizing approaches in the treatment of depression is on the mind 
and how typical ways of thinking and feeling relate to interpersonal relationships 
which underpin enduring and recurring interpersonal problems related to depres-
sion. This interpersonal focus is most clearly evidenced in Dynamic Interpersonal 
Therapy, a recently developed integrative psychodynamic treatment for depression 
(Lemma et al., 2011a), in its focus on what is called the Interpersonal Affective 
Focus (IPAF), a relational pattern that is linked to the onset and/or perpetuation 
of depression and that is associated with specific mentalizing impairments. Of 
course, this focus on reflective functioning resembles the focus on meta-cognition 
in mindfulness approaches, but reflective functioning is a much broader (also in-
cluding social cognition concerning others), and particularly more interpersonal 
concept as it is seen as fundamentally rooted in and linked to attachment relation-
ships (Allen et al., 2008; Luyten, Fonagy, Lowyck, & Vermote, 2012).

Second, distorted mentalizing in depression is of course captured in cognitive 
behavioral formulations of depression. For example, psychic equivalence (e.g., a 
depressed individual interpreting a friend’s failure to text her as an indication that 
this person no longer likes her), is conceptualized in terms of automatic think-
ing, which then leads to rumination: she starts thinking that she is indeed useless, 
that her friend is correct, and that she can’t be really liked or loved by anyone. As 
a consequence, she starts to feel isolated and lonely, and increasingly engages in 
self-criticism. Moreover, she then selectively focuses on memories where she and 
others could see her as being inadequate, a biased focus that within a cognitive 
behavioral approach is understood in terms of impairments in autobiographical 
memory. This also leads her to think that the future has little positive in store 
(Beck’s famous negative triad consisting of negative thoughts about the self, oth-
ers, and the future).
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From a mentalizing perspective, this same sequence can be understood as fol-
lows: psychic equivalence leads to a cascade of non-mentalizing reactions, which 
are primed by the (threat of) attachment disruption (her friend not liking her). 
Hence, interpersonal issues lead to a cascade of thoughts and feelings that exac-
erbate depression, illustrating the close link between depression and the interper-
sonal. In this psychic equivalence mode, her thoughts achieve a quality of physical 
reality. In an attempt to deal with this, she switches to pretend mode to deal with 
this unbearable distress—rumination thus is understood in terms of pretend mode 
functioning from a mentalizing perspective. What is important, however, is that 
the ruminative quality of her thinking entails a dissociation between her thinking 
and her life situation, typical of the pretend mode as noted above. Clinically, this 
is important, as this dissociation is associated with a lack of genuine meaning and 
feelings of emptiness because of its disconnect with reality. Also, challenging this 
series of thoughts by trying to find disconfirming evidence (a typical CBT inter-
vention) might not be so much effective by finding disconfirming evidence as such 
(falsifying her assumptions), but by stopping her pretend mode functioning and 
the recovery of her capacity for mentalizing, the self-correcting tendency associ-
ated with genuine mentalizing. 

Next, from a mentalizing perspective, the physical disengaging from friends 
and work colleagues can be understood as an attempt, in a teleological mode, to 
shut her off physically as she feels shut off psychologically. Yet, there is more. If 
we truly want to understand the depressed patient’s subjective experience, it is 
important to acknowledge that the failure of mentalizing also leads to threatening 
disintegration and identify diffusion. In a psychic equivalence and pretend mode, 
she is no longer able to separate her thoughts and feelings about herself from those 
of others, leading her to think that everyone must feel about her as she thinks. The 
continuity of a sense of self that is normally generated by mentalizing becomes 
seriously impaired, creating a manifest discontinuity in her experience of the self 
past, present, and future, simply because she now feels to be a different person 
than she was in the past, and what she thinks she will feel like in the future.

Third, from a mentalizing perspective, there is a great emphasis on somatic 
features and embodiment more generally in depression (Luyten, Fonagy, Lem-
ma et al., 2012; Luyten et al., 2013). Impairments in mentalizing bring about 
an inappropriate prioritization of bodily experience (Fonagy, Moran, & Higgitt, 
1989), indicative of a process of de-symbolization. In depression, there is thus an 
extension of the teleological mode of thinking to the body. This may also explain 
the efficacy of treatments that prioritize exercise and physical activation more gen-
erally as they tend to lead to a re-investment of the body with (positive) meaning 
and thus the recovery of the capacity for mentalizing. Moreover, clinically, a focus 
on so-called somatic markers of emotions (i.e., bodily states such as sweating or 
hand-clenching; Abbass, Campbell, Magee, & Tarzwell, 2009), may often be a 
fertile starting point for interventions, particularly in patients with severe depres-
sion and/or functional somatic symptoms (Luyten et al., 2013). 
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Fourth, both CBT models and mentalizing approaches relate impairments in 
meta cognition in part to early (childhood) life experiences. Yet, within the men-
talizing approach, the assumption is not that depression necessarily results from 
preexisting maladaptive expectations about the self and others, a key feature of di-
athesis-stress models within the cognitive approach. Although (early) attachment 
disruptions often play a role in explaining mentalizing impairments in depression, 
these distortions are often a consequence, rather than the cause of depressed states 
of minds, leading to a vicious cycle characterized by increasing mentalizing im-
pairments. For instance, a recent study found that mentalizing impairments were 
correlated with illness duration, number of admissions and cognitive impairment 
(Fischer-Kern et al., 2013), suggesting that a chronic course of depression is as-
sociated with increasing mentalizing impairments.

Finally, as noted, both cognitive and mentalization-based approaches con-
ceptualize expectations created by early experiences to be crucial in the devel-
opment of vulnerability to depression. However, within the mentalization-based 
approach, these experiences are not so much thought of as creating a maladaptive 
set of expectations but as leading to disruptions in the robustness with which 
second-order representations are established, i.e., the capacity for mentalizing. 
Hence, it is not attachment disruptions per se that are thought to lead to the de-
velopment of cognitive affective schemas conferring vulnerability to depression. 
After all, many individuals that have experienced similar attachment disruptions 
do not develop depression and are not at increased risk for depression. Rather, 
the extent to which these attachment disruptions impair mentalizing, particularly 
under conditions of high arousal and the activation of the attachment system, is 
thought to be important. Whereas high levels of mentalizing are associated with 
a virtuous cycle leading to resilience in the face of stress, this pattern generates a 
vulnerability to adverse life experiences. Hence, from a mentalizing perspective, 
negative experiences as such are not seen as the cause of vulnerability to depres-
sion, nor their impact on the development of expectations with regard to the self 
and others, but rather the impact of these experiences on mentalizing capacities. 
This is also expressed in the concept of earned secure attachment, which reflects 
a type of secure attachment in individuals that were previously characterized by 
(often severe) insecure attachment (Luyten, Vliegen, Van Houdenhove, & Blatt, 
2008; Roisman, Padron, Sroufe, & Egeland, 2002).

DIsCUssIOn AnD COnCLUsIOns

This paper presented similarities and differences in contemporary psychodynamic 
and cognitive behavioral approaches to depression. Despite considerable overlap, 
overall, compared to cognitive behavioral approaches, psychodynamic approaches 
are more person- than disordered-centered, interpersonal rather than intrapsychic, 
developmental rather than static, share a greater emphasis on the functions of 
representations rather than on their distorted nature, and on affect rather than 
cognition. 
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Of course, as noted, these are gross generalizations, particularly as studies 
suggest that clinicians from both orientations actually show great overlap in their 
assumptions and interventions (Goldfried, Raue, & Castonguay, 1998). Yet, dif-
ferences in emphasis remain, and the study of these divergences may lead to sub-
stantial advances in our understanding of the nature of depression and psycho-
pathology more generally. In our opinion, the field can only advance by directly 
examining the tenets of these different approaches and the efficacy of treatment 
approaches that originated from these approaches. In this respect, there is a clear 
need to bridge the divide between basic research and outcome research and bring 
current treatment approaches closer in line with research and clinical findings that 
have emerged over the past decades. Many outcome studies actually focus on the 
efficacy of treatments using treatment manuals that have been formulated decades 
ago. Again, the metacognitive tradition might fare slightly better in this respect, 
as there tends to be more integration between research and treatment within this 
tradition. But more efforts are needed, and there is particularly a need to study 
in more detail process-outcome relationships aimed at uncovering the mutative 
mechanisms in the treatment of depression, rather than the current focus on treat-
ment packages as a whole. Moreover, given relatively limited effects of current 
brief treatments (Cuijpers, van Straten, Bohlmeijer, Hollon, & Andersson, 2010), 
the emphasis should shift towards treatment approaches focused on long-term 
treatment, including maintenance treatments and treatments that have been spe-
cifically developed for patients with personality issues, such as schema therapy and 
mentalization-based treatment. Likewise, evidence concerning scar effects of de-
pression (Shahar, 2006; Shahar, Noyman, Schnidel-Allon, & Gilboa-Schechtman, 
2013; Shahar & Priel, 2003) on personality call for a greater emphasis on pre-
vention strategies, and both cognitive behavioral and psychodynamic approaches 
seem to have headed this call (Andersson et al., 2012; Johansson et al., 2012).
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