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Abstract
Background—Associations between major depressive disorder (MDD) and psychosocial
functioning are incompletely understood across time and during continuation phase cognitive therapy
(C-CT). We examined the validity of the Range of Impaired Functioning Tool (RIFT; Leon et al.,
1999) as a measure of psychosocial functioning and its relations to depressive symptoms in C-CT
and assessment-only control conditions.

Methods—Outpatients with recurrent MDD who responded to acute-phase cognitive therapy (A-
CT) were randomized to 8 months of C-CT (n = 41) or assessment only (n = 43) and followed 16
additional months (Jarrett et al., 2001). Interviewers rated depressive symptoms and psychosocial
functioning monthly. Patients completed additional self-reports.

Results—The RIFT converged appropriately with other measures of psychosocial functioning,
depressive symptoms, cognitive content, and personality. About half (55%) of patients were
psychosocially “well” (RIFT ≤ 8) during the first month post-A-CT. C-CT improved psychosocial
functioning only transiently compared to the assessment control. Examined prospectively, depressive
symptom level did not predict monthly changes in psychosocial functioning significantly, whereas
psychosocial dysfunction level predicted monthly changes in depressive symptoms and relapse/
recurrence.

Limitations—Findings may not generalize to other patient populations, treatments, and assessment
methods. The cross-lagged correlational data structure allows only tentative conclusions about the
causal effect of psychosocial functioning on depressive symptoms.

Conclusions—The RIFT is a valid measure of psychosocial functioning among responders to A-
CT for depression. After such response, deteriorations in psychosocial functioning may signal
imminent major depressive relapse/recurrence and provide targets for change during treatments
focused on relapse/recurrence prevention.
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Introduction
Consequences of major depressive disorder (MDD) exceed personal distress to include
significant psychosocial dysfunction in domains such as work, family and social relationships,
and leisure activities (Leader and Klein, 1996; Weissman et al., 1978). Unfortunately temporal
and causal relations between depression and psychosocial functioning are incompletely
understood. Psychosocial functioning improves during effective treatments for MDD such as
acute-phase pharmacotherapy and cognitive therapy (A-CT; Hirschfeld et al., 2002; Papakostas
et al., 2004). However, many responders to acute phase treatments maintain significant
psychosocial dysfunction (Kennedy et al., 2007).

Poorer psychosocial functioning predicts major depressive relapse/recurrence (Leon et al.,
1999; Rodriguez et al., 2005), and about half of responders to A-CT relapse/recur within two
years (Vittengl et al., 2007) underscoring the importance of developing continuation treatments
to reduce relapse/recurrence. Continuation CT (C-CT) reduces major depressive relapse/
recurrence substantially (Vittengl et al., 2007), but associations between psychosocial
functioning and depressive symptoms during this treatment are unknown. The current analyses
examine associations of psychosocial functioning with depressive relapse/recurrence in the
context of a randomized trial of C-CT versus assessment-only control (Jarrett et al., 2001).

Development of practical, valid measures of psychosocial functioning for follow-up
evaluations facilitates research testing relations of functioning with depressive symptoms and
relapse. Leon et al. (1999) derived the brief Range of Impaired Functioning Tool (RIFT) from
the items on the Longitudinal Interval Follow-up Evaluation (LIFE; Keller et al., 1987) clinical
interview. Correlations with depressive symptoms, global assessment of functioning (GAF)
scores, and prediction of relapse and recovery 6–12 months later (Leon et al., 1999; Solomon
et al., 2004) support the RIFT’s validity in patients with MDD. The current analyses expand
validity data for the RIFT in patients with recurrent MDD through correlations with previously
established measures of psychosocial functioning, depressive cognitive content, and
personality.

Patients in the current analyses responded to A-CT, were assigned randomly to either 8 months
of C-CT or assessment control, and completed 16 additional months of follow-up. We
measured depression (with the LIFE) and psychosocial functioning (with the RIFT) monthly
post-A-CT. First, we hypothesized that the RIFT converges appropriately with other measures
of psychosocial functioning, depressive cognitive content, and personality. Second, we
expected that higher depressive symptoms and poorer psychosocial functioning correlate
concurrently. Finally, we tested whether current psychosocial functioning predicts later
depression, or vice versa, and the effect of C-CT on this risk, but we did not make directional
hypotheses.

Method
Participants

Jarrett et al. (2001) detailed patient recruitment, inclusion, and exclusion. Participants were
adult outpatients meeting criteria for DSM-IV nonpsychotic, recurrent MDD with clear inter-
episode recovery (≥ 2 months of at least nearly normal functioning; American Psychiatric
Association, 1994) and scoring ≥ 16 on the 17-item Hamilton Rating Scale for Depression
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(HRSD; Hamilton, 1960). Eligible patients consenting to A-CT (N = 156) had a mean age of
41.2 years (SD = 11.0) and level of education of 15.4 years (SD = 2.8); 74.4% were women;
and 7.7% were African American, 4.5% Hispanic, 1.3% Native American, and 86.5%
Caucasian.

Procedure
Jarrett et al. (2001) described study phases in detail. Patients received 20 individual sessions
of A-CT (Beck et al., l979) from five experienced therapists in a 12–14 week protocol. The
goal of A-CT is to teach patients to reduce depressive symptoms by identifying thoughts
connected with negative affect, testing the validity of the thoughts using logical and empirical
methods, generating alternatives when data do not support the negative thoughts’ validity, and
problem-solving when they do. Consenting responders (no MDD and HRSD ≤ 9) to A-CT
were randomized to C-CT (Jarrett, 1989; Jarrett et al., 2008; n = 41) or an assessment-only
control condition (n = 43). The C-CT protocol consisted of 10 sessions (60–90 minutes each)
over 8 months provided by the patient’s A-CT therapist. The goal of C-CT is to prevent major
depressive relapse/recurrence by reducing residual symptoms of depression, improving skills
learned in A-CT, enhancing behavioral and cognitive strengths, and improving coping with
adversity in part by decreasing the probability of stressful events and anticipating risks for
relapse/recurrence. Patients in the assessment-only condition attended 10 evaluation visits on
the same schedule as C-CT patients. Jarrett et al. (2001) reported relapse rates of 31% (control)
versus 10% (C-CT) during the experimental phase. All randomized patients were eligible and
74 entered the follow-up phase consisting of 10 assessments scheduled over 16 months (ending
24 months post A-CT). Pharmacotherapy was not provided during any study phase. Patient
fatigue and attrition produced some missing data in study measures.

Measures
LIFE—The LIFE (Keller et al., 1987) assesses depressive symptoms and psychosocial
functioning retrospectively. Experienced independent evaluators conducted this semi-
structured interview at 4, 8, 12, 16, 20, and 24 months post-A-CT, at study exit, and when
patients, therapists, or follow-up evaluators suspected major depressive relapse/recurrence.
Weekly psychiatric status ratings (PSR) of DSM-IV MDD (on a 1–6 scale) were used to define
relapse/recurrence events as ≥ 2 weeks of meeting diagnostic criteria (scores ≥ 5). Weekly
PSRs were averaged to form monthly estimates of depressive symptoms for comparison with
other measures, and evaluators provided monthly GAF estimates on a 0–100 scale (American
Psychiatric Association, 1994). Psychosocial functioning also was scored monthly using the
RIFT (Leon et al., 1999). The RIFT measures functioning at work (employment, household
activities, school) and in interpersonal relationships (spouse, children, other relatives, friends),
overall satisfaction with functioning, and fulfillment in recreational activities. Items are rated
1 (no impairment) to 5 (severe impairment), and the item score for functioning at work and in
relationships is the highest level of dysfunction among sampled domains. The total RIFT score
is the sum of the 4 items, and higher scores reflect greater dysfunction. In the current sample,
alpha internal consistency was high for the monthly depressive symptom composite (Mdn = .
97, range .86–.99) and moderate for the RIFT (Mdn = .74, range .68–.83).

Attributional Style Questionnaire (ASQ)—On the ASQ (Peterson et al., 1982), patients
generate causes for negative and positive hypothetical situations and rate the extent to which
causes reflects internal, global, and stable factors. Ratings for negative and positive situations
are averaged (18 items each) to form failure (ASQ-F) and success (ASQ-S) composites
(Peterson and Seligman, 1984). Correlations with self-report measures of depressive symptoms
and self-concept support the validity of the ASQ (Tennen et al., 1987). The current report uses
18 assessments from 1–24 months post-A-CT; alpha internal consistency was high (ASQ-F
Mdn = .87, range = .84–.90; ASQ-S Mdn = .87, range = .83–.89).

Vittengl et al. Page 3

J Affect Disord. Author manuscript; available in PMC 2010 January 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Dysfunctional Attitudes Scale (DAS)—The DAS (Form A; Weissman, 1979) measures
attitudes hypothesized to relate to depression with 40 self-report items. In past research, the
DAS’s validity has been demonstrated by correlations with both measures of depressive
symptoms and of negative cognitive content (e.g., Dobson and Breiter, 1983; Haeffel et al.,
2005; Ilardi and Craighead, 1999). The current report uses 18 assessments from 1–24 months
post-A-CT; alpha internal consistency was very high (Mdn = .95, range .94–.96).

Self-Efficacy Scale (SEF)—The SEF (Sherer et al., 1982) consists of 23 self-report items
measuring expected persistence and success in several domains. Correlations with self-esteem
(Lansford et al., 2005) and interpersonal competency (Sherer et al., 1982) support the SEF’s
validity. The current report uses 3 assessments (randomization, 8 and 24 months post-A-CT);
alpha internal consistency for the total score was high (.92 at each assessment).

Social Adjustment Scale—Self Report (SAS-SR)—The SAS-SR (Weissman and
Bothwell, 1976) measures functioning in important social domains with 56 self-report items.
Patients complete sections reflecting their social roles (e.g., some omit marital and parenting).
Higher values reflect poorer adjustment. In support of its validity, the SAS-SR has correlated
with clinical ratings and been sensitive to change in psychopathology (Weissman and Bothwell,
1976; Weissmann et al., 1978). The current report uses 18 assessments from 1–24 months post-
A-CT; alpha internal consistency for the total score was high (Mdn = .83, range = .79–.90).

Inventory of Interpersonal Problems (IIP)—The IIP (Horowitz et al., 1988) includes
127 self-report items to measure the extent to which particular behaviors, thoughts, and feelings
have caused problems in personal relationships. Higher values indicate greater problems.
Horowitz et al. (1988) reported moderate correlations with psychiatric symptoms, and
decreases in IIP scores with psychotherapy. The current report makes use of 18 assessments
from 1–24 months post-ACT; alpha internal consistency for the total score was very high
(Mdn = .98, range = .98–.99).

Dyadic Adjustment Scale (DYS)—The DYS (Spanier, 1976) measures positive
adjustment and satisfaction in marital and similarly committed dyads with 32 self-report items.
Higher total scores represent better overall relationship quality. Spanier (1976) reported
evidence supporting both content and criterion-related validity. The current report makes use
of 18 assessments from 1–24 months post-A-CT; alpha internal consistency for the total score
was very high (Mdn = .96, range = .95–.98).

Schedule for Nonadaptive and Adaptive Personality (SNAP)—The SNAP (Clark,
1993) assesses 15 dimensions of personality functioning relevant to personality disorder with
375 true-false self-report items. Studies support the scales’ validity in relation to interview
measures of personality disorder (Clark, 1993; Clark et al., in press) and many external
variables, including psychosocial functioning (Morey et al., 2007). We analyzed the three
temperament dimensions (positive and negative temperament, disinhibition) reflecting the
higher order factor structure of the instrument, plus scales showing relations to depression
(detachment, dependency, mistrust, self-harm; Clark et al., 2003) and social-interpersonal
relevance (aggression, manipulativeness). The current report uses 3 assessments
(randomization, 8 and 24 months post-A-CT); alpha internal consistency for selected scales
was moderate to very high (Mdn = .82, range .66–.93).
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Results
Validity of RIFT Psychosocial Functioning Scores in Recurrent Major Depressive Disorder

We tested the concurrent validity of RIFT scores for patients with recurrent depression who
responded to A-CT through correlations with other measures of psychosocial functioning,
depressive cognitive content, selected personality trait dimensions, and depressive symptoms.
Because data were collected longitudinally, we were able to estimate both between- and within-
patient (predictors centered within patients) correlations using multilevel models. Between-
patient correlations help answer such questions as, “Do patients with higher depressive
symptoms have higher RIFT scores than patients with lower depressive symptoms?” Within-
patient correlations help answer such questions as, “Will a patient’s increase in detachment
parallel an increase in that patient’s RIFT score?”

In support of the convergent validity of the RIFT, poorer psychosocial functioning on the GAF,
SAS-SR, IIP, and DYS predicted higher RIFT scores both between and within patients (see
Table 1). With the exception of moderate negative correlations with the SEF, relations between
RIFT scores and depressive cognitive content were weaker, although statistically significant
for the ASQ-F (between patients only) and the DAS (between and within patients). Among the
selected personality-trait scales, higher negative temperament and associated dimensions
(dependency and self-harm), as well lower positive temperament and an associated dimension
(higher detachment), predicted higher RIFT scores both between and within patients, with the
exception of a non-significant between-patients correlation for dependency. However, RIFT
scores did not relate significantly to mistrust, manipulativeness, aggression, or disinhibition
(ps > .05). Finally, higher depressive symptoms (monthly average LIFE-PSR scores) predicted
higher RIFT scores both between and within patients.

Level of Psychosocial Functioning After A-CT
During the first month of the experimental phase, the average RIFT score among responders
to A-CT (M = 8.68, SD = 2.92) was slightly outside the “well” range (≤ 8) suggested by Judd
et al. (2005). About half (55%; SE = 6%) of the A-CT responders could be classified as well
during the first month of the experimental phase.

We tested the effect of C-CT versus assessment control on RIFT scores during the 8-month
experimental phase. In a multilevel model, the main effects of treatment group, F(1,76) = 0.71,
p = .40, and assessment month, F(7,512) = 0.79, p = .60, were not significant, but the interaction
of treatment group and assessment month was significant, F(7,512) = 2.48, p = .02. A parallel
model computed over the full 24 months of follow-up yielded no significant effects of treatment
group, F(1,76) = 0.71, p = .40, assessment month, F(23,1557) = 0.99, p = .48, or their
interaction, F(1,1557) = 1.19, p = .24. Examination of least-squares estimated means revealed
that the C-CT group (M = 8.21, SE = 0.49) had significantly lower (less impaired) RIFT scores
(p < .05) than the assessment-only group (M = 9.64, SE = 0.50) only at month 6 (about 0.5
SD difference between groups). Averaged over 24 months, estimated RIFT scores for the C-
CT and assessment-only control groups were 8.52 (SE = 0.33) and 8.91 (SE = 0.33),
respectively (about 0.1 SD difference between groups), and the estimated proportions of
psychosocially well patients (RIFT ≤ 8) each month were 55% (SE = 5%) and 48% (SE = 5%),
respectively.

RIFT scores varied more substantially between patients who did and did not experience a major
depressive relapse/recurrence at some point over the 24 months post-A-CT. In a multilevel
model, the main effect of relapse/recurrence status was significant, F(1,76) = 25.91, p < .01,
whereas neither the main effect of month, F(23,1557) = 1.07, p = .37, nor its interaction with
relapse/recurrence status, F(23,1557) = 1.23, p = .21, were significant. Averaging over the 24
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months of assessment, estimated RIFT scores for the groups with and without relapse/
recurrence were 10.01 (SE = 0.33) and 7.80 (SE = 0.28), respectively (about 0.8 SD difference
between groups), and the estimated proportions of psychosocially “well” patients (RIFT ≤ 8)
were 35% (SE = 5%) and 63% (SE = 4%), respectively.

Temporal Relations Between Psychosocial Functioning and Depression
We computed cross-lagged multilevel models to test possible causal relations between
psychosocial functioning and depressive symptoms. Table 2 shows results from the 24-month
experimental plus follow-up phases (results for the 8-month experimental phase were similar
and are not shown). Not surprisingly, monthly psychosocial functioning (RIFT) and depressive
symptoms (PSR) were predicted by patients’ average scores on these measures over the time
period studied. After accounting for the prior month’s psychosocial functioning, prior
depressive symptoms did not predict current psychosocial functioning. In contrast, after
accounting for the prior month’s depressive symptoms, prior psychosocial functioning
predicted current depressive symptoms. In other words, patients with greater psychosocial
dysfunction in a given month experience greater depressive symptoms during the next month.
This pattern of results is consistent with psychosocial dysfunction influencing later depressive
symptoms. Treatment group assignment did not moderate these effects significantly.

Parallel to the multilevel model using continuous PSR scores, we computed a time-lagged Cox
regression model predicting time-to-relapse/recurrence. For the 24-month experimental plus
follow-up phases, depressive symptoms in the month before the event (relapse/recurrence or
study exit; beta = 0.491, SE = 0.209, p = .02) and RIFT scores in the month before the event
(beta = 0.258, SE = 0.068, p < .01) predicted relapse/recurrence, but effects of treatment group
(beta = −0.486, SE = 1.382, p = .73) and the interaction of prior-month RIFT scores and
treatment group (beta = 0.041, SE = 0.118, p = .73) were not significant. The hazard ratio for
psychosocial functioning (1.29) indicated that, for each 1-point increase on the RIFT, the odds
of relapse/recurrence during the next month increased by 29%.

To illustrate, we identified those patients (n = 26) who relapsed/recurred between months 3-23
and had RIFT scores available at baseline (month 1 post-A-CT) and for the months before,
during, and after the onset of the relapse/recurrence. As shown in Figure 1, from baseline to
the month before relapse/recurrence, the average RIFT score increased significantly (about 2.6
RIFT points or 0.9 SD; t(25) = −3.97, p < .01), and the percentage of patients scoring in the
“well” range (RIFT ≤ 8) decreased significantly (from 58% to 19%; McNemar χ2(1) = 10.00,
p < .01).

Discussion
Psychosocial Dysfunction after A-CT

Because half of A-CT responders relapse within 2 years without continuation treatment
(Vittengl et al., 2007), and psychosocial dysfunction is a risk factor for relapse/recurrence
(Leon et al., 1999; Solomon et al., 2004), better understanding of the nature of psychosocial
dysfunction in this population may facilitate improvement of preventive techniques. In the
current sample, about half (55%) of patients were “well” on the RIFT during the first month
post-A-CT. C-CT’s reduction of psychosocial dysfunction was small overall, whereas more
frequent therapy sessions during A-CT are associated with large gains in psychosocial
functioning (Vittengl et al., 2004). Perhaps it is necessary to increase the frequency of sessions
during C-CT and/or to test different patterns of fading (i.e., shorter intervals between) sessions
to achieve greater psychosocial improvement.
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Convergence of Psychosocial Dysfunction with Cognitive Content and Personality
Our data expand validity information for the RIFT and support the instrument’s use as a brief
measure sensitive to both individual differences and changes within patients over time. The
RIFT’s substantial convergence with conceptually related measures of psychosocial
functioning (GAS, SAS-SR, IIP, DYS) and with depressive symptoms (monthly average PSR
and categorical relapse/recurrence) support the measures’ validity in patients with recurrent
MDD who respond to A-CT. Moreover, the RIFT correlated significantly with depressive
cognitive content (ASQ-F, DAS, SEF) and personality trait dimensions (e.g., negative
temperament, self-harm, low positive temperament, detachment).

Temporal Relations Between Psychosocial Functioning and Depression
We found that A-CT responders’ depressive symptoms did not predict monthly changes in
psychosocial dysfunction (controlling prior-month dysfunction) significantly, whereas
psychosocial dysfunction predicted monthly changes in depressive symptoms and relapse/
recurrence (controlling prior-month symptoms). Similarly, many patients left the RIFT’s
“well” range before they relapsed/recurred. Previous research indicates that higher RIFT scores
predict major depressive relapse/recurrence 6–12 months later (Leon et al., 1999; Solomon et
al., 2004). The current analyses additionally suggest that psychosocial dysfunction is a risk
factor above-and-beyond current depressive symptoms for relapse/recurrence during the next
month.

Relations between psychosocial functioning and depression may be different post-A-CT
among responders than during A-CT among acutely depressed patients. During A-CT,
depressive symptom change is earlier, greater, and accounts for a large proportion of the change
in psychosocial functioning (Hirschfeld et al., 2002; Vittengl et al., 2004). Post-A-CT, we
found that depressive symptoms did not predict subsequent psychosocial dysfunction, whereas
psychosocial dysfunction predicted subsequent depressive symptoms and relapse/recurrence.
We speculate that psychosocial functioning and depressive symptoms are reciprocally
influential but differ in their resistance to change. Psychosocial functioning may be a larger
system (e.g., involves multiple people, social roles, environments) that changes more slowly
than intra-individual experiences of depressive symptoms. As acutely depressed patients
improve during ACT, rapid decreases in depressive symptoms may facilitate slower
improvements in psychosocial functioning as the social environment begins to notice and
“trust” (i.e., perceive as lasting) improvements in the patient’s functioning. Improvements
accrued in patients’ psychosocial systems during A-CT may then help protect responders from
subsequent increases depressive symptoms post-A-CT. Additional research is needed to test
this hypothetical mechanism.

Limitations
Aspects of the study’s sample, design, and assessment limit our conclusions. First, patients had
carefully diagnosed recurrent MDD and responded to A-CT, so generalization of our findings
to other patient populations requires additional research. Second, depressive symptoms and
psychosocial dysfunction were assessed longitudinally but retrospectively every 4 months
(Keller et al., 1987). It is possible that patients’ states when assessed influenced their
description of prior symptoms and functioning. Third, monthly psychosocial dysfunction
scores may obscure time-lagged associations with depressive symptoms at shorter intervals
(e.g., weekly or daily). More frequent assessment might allow more sensitive hypothesis tests,
albeit with increased costs for patients and researchers. Finally, effects of psychosocial
functioning on depressive symptoms in this study’s causal models should be viewed as tentative
because of the correlational structure of the dataset.
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Clinical Implications
After response to A-CT for unipolar depression, roughly 40–50% of patients continue to
experience psychosocial dysfunction. The current formulation of C-CT (10 sessions spread
over 8 months) may not improve psychosocial functioning beyond gains made during A-CT
among responders. Our results suggest that deteriorations in psychosocial functioning post-A-
CT often foreshadow subsequent increases in depressive symptoms and relapse/recurrence.
Clinicians may want to assess patients with recurrent MDD to identify specific areas of
psychosocial deterioration (e.g., decline in work performance, increase in marital conflict,
cessation of leisure activities) preceding prior major depressive episodes. Such areas provide
excellent targets to use during stress-inoculation procedures important in relapse prevention.
Monitoring identified areas of psychosocial functioning may inform patients and clinicians
about the need for treatment to prevent or shorten subsequent major depressive episodes (e.g.,
increasing the frequency of C-CT sessions and/or initiating pharmacotherapy).
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Figure 1.
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