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Abstract

Background

In individuals at risk of depressive relapse, increases in negative affect and affective inertia
potentially signal future relapse. This study explored whether individual negative affective trajectories
in remitted previously depressed individuals undergoing different relapse prevention treatments can
be detected using experience sampling methodology, and their potential clinical relevance.

Methods

Affect was repeatedly assessed in daily life for eight weeks. Sufficient responses to be eligible
for analyses were provided by 42 (out of 72) previously depressed participants, and eleven (out of 15)
matched never depressed controls. Previously depressed individuals had been randomly assigned to
continuation of antidepressants (n = 10), continuation of antidepressants with preventive cognitive
therapy (n = 15), or tapering of antidepressants with preventive cognitive therapy (n = 17). Relapse
was monitored during a 15-month follow-up.

Results

Of the 42 previously depressed participants, 22 relapsed (52%). Results of the time-varying
autoregressive analyses showed that no participant demonstrated the expected increased negative
affective inertia. A small proportion (9%) of individuals who subsequently relapsed demonstrated
increases in negative affect. Decreases in negative affect or negative affective inertia were observed
in nine individuals, five of whom (56%) nevertheless relapsed later. One never depressed individual
demonstrated decreased negative affective inertia.

Conclusions

Individual affective trajectories can be assessed in individuals receiving relapse prevention
treatment. That these trajectories vary greatly from person to person might open up the possibility of
tailoring interventions to individual affective responses. However, given their limited relation to

subsequent relapse, the clinical relevance of these affective trajectories is currently uncertain.

Materials and method
Participants
Remitted recurrently depressed individuals were recruited alongside the RCT ‘Disrupting the
rhythm of depression’. Participants were included in this RCT when they satisfied the following three
criteria:
1. they had a history of at least two previous depressive episodes, as assessed with the
Structured Clinical Interview for DSM-IV (SCID; 1).

2. were currently remitted (score < 10 on the Hamilton Rating Scale for Depression; HRSD;
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3. and used antidepressant medication for at least six months.

More details of the in- and exclusion criteria of the RCT ‘Disrupting the rhythm of depression’ are
described in Bockting et al. (3). Ethical approval had been obtained from the ethics committee of the
University Medical Centre Groningen (METc 2009/158) for the ‘Disrupting the rhythm of depression’
trial as well as for the addendum on the ESM study in a subsample of the RCT.

As depicted in the flowchart in Figure 1 (for a more detailed flowchart, see Figure 2), 72
participants were eligible for inclusion in the current study. In line with Delespaul (4), only participants
who completed more than 30% (72 out of the possible maximum of 240) of the reports were eligible
for analyses, resulting in a sample of 42 previously depressed individuals eligible for analyses in the
current study.

Never depressed participants were recruited via advertisements on social media, posters, and
word of mouth. They were selected to match the previously depressed participants on age, gender
and educational level. Exclusion criteria were any current axis-1 disorder or a depressive episode in
the past, as assessed with the SCID, and current use of ADM. Of the 15 included never depressed
participants, four participants were insufficiently compliant (4), resulting in a final sample of 11. Ethical
approval for this never depressed sample was obtained from the University of Groningen Ethical
Committee of the Psychology Department (ppo-014-043). Never depressed participants received a 10
euro gift certificate. All participants provided written informed consent. The baseline characteristics

for the previously depressed and never depressed groups can be found in Table 1.

FIGURE 1

Procedure

The procedure as described in the RCT protocol (3) was followed, with the adjustment that PCT
was administered individually rather than in groups, and the addition of the ESM procedure (described
below). Participants in the PCT + ADM and PCT — ADM groups received eight weekly sessions of
individual PCT, administered by trained psychologists using the treatment manual (5). In the PCT —
ADM group, participants were instructed to gradually taper ADM in four weeks guided by their general
practitioner or psychiatrist, who was also informed and advised. In the ADM and PCT + ADM groups,
participants and their general practitioners or psychiatrists were advised to continue ADM. The ESM

procedure took place during the first eight weeks of the study (parallel to the PCT).

Experience sampling method procedure
The experience sampling app ‘Imagine your mood’ was developed and programmed using

TEMPEST software (6). Participants could use the ‘Imagine your mood’ app on their own smartphone.
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If needed, a smartphone was made available for the duration of the ESM study period. The app was
set to trigger questionnaires ten times a day, three days a week (on Thursdays, Fridays and Saturdays),
for eight weeks, resulting in a maximum of 240 completed reports. The triggers were set semi-
randomly, between the hours of 7.30 AM and 10.30 PM, with a maximum of one trigger per 90-minute
interval and a minimum of 30 minutes between triggers.

The rationale for this sampling regime was that we wanted to use 10 beeps a day, to assess
fluctuations in daily life and NA inertia as had been done in previous studies (7, 8). However, giving the
8-week period, this sampling regime was deemed to intensive to use every day. These three days

(Thursdays, Fridays and Saturdays) were chosen because

A) three days a week would result in sufficient responses in total,

B) both work and weekend days were sampled,

Q) in this way participants only had to think of starting ESM once a week, and
D) starting on a weekday allowed us to intervene timely if needed.

All participants were assigned a trained assistant. During an approximately one-hour face-to-
face briefing the assistant installed the app, explained the ESM procedure, helped practice the brief
guestionnaire, and answered any questions. Participants were instructed to respond to a trigger as
soon as possible, and answer the brief questionnaire about the moment just before the trigger.
Participants were not informed about the five-minute time limit that was set. During the eight-week
ESM period, the ESM procedure was monitored using weekly semi-structured telephonic interviews.
During these monitoring phone calls ADM dosage was assessed. Participants were invited to contact

their assistant for any questions or technical difficulties.

Measures

Days to relapse

Current and previous depressive episodes were monitored using telephonic interviews (SCID)
during a 15-month follow-up period at three, nine, and fifteen months after the start of the study. If
participants had relapsed, they were instructed to pinpoint the exact date of relapse, if necessary by
consulting their diary or by identifying important events to remember whether or not the depressive
episodes had occurred by that time (i.e. the life chart method). Based on these interviews, days to

relapse from the start of the study was calculated.

Momentary negative effect
Adjectives to assess negative affect were selected based on discussions in our research team,
taking into account both previous research (9), and the adjectives described in the diagnostic criteria

of a depressive episode (10). Ratings of the adjectives (anxious, angry, lonely, irritated, down,
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suspicious, helpless, guilty, insecure; on a 0-100 VAS) were averaged to a negative affect scale per

moment per individual.

Analyses

The individual time series were analyzed to assess the presence of significant change in mean
levels of negative affect or negative affective inertia. Semi-parametric time-varying autoregressive
analyses were used, following the guidelines (11). These analyses are suited for detection of gradual
change without a priori assumptions about the shape of this change, although sudden changes are a
violation of assumptions. More details on the analyses are below (subheading “More details on the
time-varying autoregressive analyses”).
Varying or invariant mean: if the time series were found to vary over time, the plotted inferred mean
was inspected to assess the presence and direction of change. Based on the inferred mean at the
beginning and the end of each individuals’ time series, the within-individual change was estimated to
describe the time-varying process. Within-individual changes in mean scores of less than 5 points (<
5% of the 0-100 scale) were not considered as relevant changes. If the time series were found to be
invariant or if no (relevant) change in the plotted mean was detected, the overall mean negative affect
score was used to summarize the invariant processes.
Varying or invariant inertia: If the autoregressive parameter was found to be time-varying, the
directionality of change was described using the initial value and the end value of the smooth curve of
the autoregressive parameter for each individuals’ time series. If the autoregressive parameter was
found to be invariant, the level of negative affective inertia was estimated. Finally, it was tentatively
explored whether these within-individual affective trajectories were related to subsequent relapse

based on descriptive statistics.

Results

Compliance and relapse rates

During the ESM study period, all participants assigned to the continuation group (ADM)
continued their antidepressant medication. Of the participants assigned to tapering (PCT — ADM), 9
(53%) partially or completely tapered their antidepressant medication. All individuals assigned to PCT
completed the therapy (i.e. attended at least five sessions, in line with Bockting et al, 2005 (12).
Antidepressant use during the ESM study period and completion of the preventive cognitive therapy

per condition is listed in Table 2.



The overall relapse rate over 15 months was 52%; 22 previously depressed individuals
relapsed. Three individuals experienced a relapse that started during the first weeks of ESM study
period and four others relapsed at the end of this period or soon after (within three weeks). Relapse
rates per group were 59% in the PCT — ADM group, 60% in the PCT + ADM group, and 30% in the ADM

group. None of the included participants dropped out during the 15 months follow-up.

Results of all individual analyses

A summary of the results of the time-varying autoregressive analyses for all participants can
be found in Table 3 and a comprehensive overview of these results including two examples of
individual analyses and reflection on issues that arose during analyses can be found below (subheading
“More details on results of the individual time-varying autoregressive analyses”). For all participants,
the invariant or changing negative affect and negative affective inertia are summarized, including
information on group-assignment, tapering of ADM, and days to relapse. Because not all participants
in the PCT — ADM group complied with the instruction to taper their ADM, the subgroups of individuals

who tapered their ADM completely, partially, or not at all were described separately.

Additional remarks

A note on participant inclusion

After the addendum on the ESM study had been approved, all newly included participants for
the RCT ‘Disrupting the rhythm of depression’ were directly recruited for the additional ESM study as
well. Previously included participants for the RCT ‘Disrupting the rhythm of depression’ on the waiting
list for the start of the study procedure were also recruited for the additional ESM study. The newly
included participants were randomly assigned to condition after inclusion, whereas participants
recruited via the waiting list had been randomly assigned to condition before inclusion in the additional
ESM study, resulting in potential biases in the latter group. As depicted in the flowchart in Figure 2, 72
participants were eligible for inclusion in the current study, 51 of whom were newly included and 21

were recruited via the waiting list.

FIGURE 2

Responses to the ESM procedure

The ESM procedure may have posed a burden on participants, as evidenced by anecdotal
reports. Several previously depressed participants self-reported increased sad mood, anxiety and
irritation in response to the ESM procedure. However, using ESM may also have beneficial effects on
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depressed individuals (13), and some participants also reported these positive experiences. For
example, they appreciated the increased insight, the contemplative moment, or the opportunity to
discuss their experiences with others present. That the ESM procedure including the mood monitoring
may have impacted participants and results is a cause for concern. We therefore recommend close

monitoring of individuals using ESM.

More details on the time-varying autoregressive analyses

The affect score at a time point in the affective process (y;) can be estimated based on a
function of the intercept (S,), the autoregressive parameter (f;; inertia) and the previous time point
(¥¢—1), as displayed in Formula 1. The residuals (&;) are mutually independent and assumed to come
from a normal distribution with constant variance. The mean level of negative affect is thus dependent
on both the intercept and the autoregressive parameter (see Formula 1). Therefore, both changes over

time in the intercept and in the autoregressive parameter may result in changes in the mean.

Negative af fect, = Bo: + f1Negative af fect,_1+ &;. (1)

Using non-parametric smooth functions, both the intercept and the autoregressive parameter
could be allowed to vary over time. The default settings (a number of 10 basis functions and the thin
plate spline regression basis) and a time-lag of 1 were used. Additional missing data points were
imputed at the end of the day so that the first response of a day did not immediately follow the last
response of the previous day. The following three indexes were used to examine whether the intercept

or autoregressive parameter varied over time.

1. Improved model fit (Bayesian information criterion; BIC). If allowing the intercept or
autoregressive parameter to change over time reduced the BIC compared to an invariant model
(without smooth functions for the intercept and autoregressive parameter), the model fit was
indicative of a time-varying process.

2. A significant time-varying intercept (the smooth parameter for the intercept). Because a
time-invariant parameter is already automatically included in the model, a significant (p < .05, two-
tailed) time-varying intercept could be interpreted as a significant change in the intercept over time.

3. A significant (p < .05, two-tailed) time-varying autoregressive function (the smooth
parameter for the autoregressive function). This parameter may not only represent a significant
change in inertia over time, but also a significant time-invariant autoregressive parameter. Therefore,
this index was only taken to be potentially indicative of a time-varying process if the effective degrees

of freedom was larger than 1 (edf; 14).
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Additionally, plots were generated of all individual time series accompanied by the plotted
smooth curves of the intercept and the autoregressive parameter, and the plotted inferred mean (a
function of the intercept and autoregressive parameter). These were visually inspected to detect
problems with lagged missingness, fluctuations, outliers, and sudden changes. Moreover, the plotted
smooth curves of the intercept and the autoregressive parameter, and the plotted inferred mean were
visually inspected to describe the direction of change. If the smooth curves or inferred mean seemed
to deviate from a horizontal line, the plots were described as indicative of change.

For some individuals, these indexes presented conflicting results. For example, when allowing
the intercept to vary over time improved model-fit while no significant time-varying intercept was
found. In these cases, results were discussed in the research team (CS, NSK, LFB) until consensus was
reached or it was decided that the results could not be interpreted in terms of varying or invariant time
series. In this process, the issues that may have contributed to these conflicting results were
inventoried per individual. The residuals were inspected to assess whether they indicated

autocorrelation over time, satisfied the equal variance assumption, and were normally distributed.

More details on results of the individual time-varying autoregressive analyses

Two examples of individual analyses

The time-varying autoregressive analyses of two participants are presented as examples. These

examples were selected to illustrate the diversity in individual trajectories.

Example 1: Time-invariant time series (participant p19)

Participant p19 interestingly relapsed three weeks after the end of the ESM study period.
Figure 3 depicts the plotted smooth curve of the intercept (a), the smooth curve of the autoregressive
parameter (b), and inferred mean (c) for the time series of participant p19. These time series are
exemplary of a time-invariant process. The first two indexes did not indicate a time-varying process
(no improvement in model fit and no significant time-varying intercept). The plotted smooth curve of
the intercept (panel a) indeed did not seem to deviate from a horizontal line. The third index, a
significant time-varying autoregressive function (F = 10.51, p < .01, edf = 2.00, ref.df = 2.00) may have
been indicative of change. However, this appears to represent a significant time-invariant
autoregressive parameter rather than significant change in inertia over time, given that the smooth
curve of the autoregressive parameter (panel b) did not seem to deviate from a horizontal line. Finally,
the plotted inferred mean (panel c) demonstrates no significant change over time. Thus, no structural
changes over time in levels of negative affect and negative affective inertia were observed in this

participant.
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FIGURE 3

Example 2: Change in mean levels and inertia of negative affect (participant p26)

Participant p26 relapsed six months after the ESM study period. For this participant, all thee
indexes were indicative of a time-varying process. These time-varying processes can be observed in
the plotted smooth curve of the intercept (a), the smooth curve of the autoregressive parameter (b),
and inferred mean (c) in Figure 4. First, the model fit (BIC) improved when the intercept and
autoregressive parameter were allowed to change over time. Second, the time-varying intercept was
significant (F=6.67, p<.01, edf=2.08, ref.df = 2.61), and an increase in the intercept could be observed
in panel a. Third, the time-varying autoregressive function was significant (index 3; F=57.10, p < .01,
edf=2.00, ref.df =2.00), and panel b shows a decrease in negative affective inertia. Finally, the increase
in the plotted inferred mean in panel c deviated from a horizontal line. The plotted inferred mean does
show some peaks that may be considered as outliers, but these do not appear to impact the 95% Cls.
Thus, interestingly, the time series of this participant describe a process of simultaneous increase in

negative affect and decrease in negative affective inertia.

FIGURE 4

Comprehensive results of all individual analyses

The comprehensive model fit results per participant are displayed in Table 4, as well as
information on time to relapse and issues that arose during the analyses. Issues that arose were:
insufficient number of time points per individual (limited lagged missingness), outliers, sudden
changes, and floor effects. The latter were particularly prevalent in the group of never depressed
controls. For three participants, the analyses could not be fitted due to violation of assumptions and
for another five participants the analyses could not be interpreted in terms of invariant or changing
mean levels or inertia, i.e. whether or not there was a significant within-individual change in negative
affect or negative affective inertia could not be assessed. Thus, the analyses could not be fitted or
interpreted in eight (out of 42; 19%) previously depressed participants. Fluctuations over the eight-
week study period in mean levels or inertia of negative affect were observed in eight individuals (out
of the total of 52; 15%; 7 previously depressed). Time series were deemed time-invariant if the
fluctuations over the eight-week study period occurred around a certain level, without structural
changes over time. Such time-invariant time series were observed in the majority of individuals (35 out

of the total of 52; 67%; 25 previously depressed).



Between-individual differences

Importantly, the within-individual affective changes found in the current study may not have
occurred in isolation of between-individual differences. For example, previously depressed individuals
who experienced decreased negative affect may have been those characterized by worse affect at the
start of the ESM study period, i.e. individuals with more room for negative affective improvement. We
have explored this in our data by comparing the levels of negative affect in the first two weeks between
the group of previously depressed individuals who experienced decreased negative affect (n = 8) and
the others (n = 34) and found a significant difference (Mann-Whitney U = 71.0, p = .04). The negative
affect in the group with decreasing levels was (median 24.3, ranging from 10.2 to 45.1) indeed higher
than in the others (median 13.9, ranging from 3.0 to 45.4). However, this is a very small sample and
this finding should therefore be interpreted with care.

The question whether within-individual affective changes contribute to between-individual
differences in levels of affect could not be examined in the current study, due to methodological
limitations (11) and power issues (15). Multilevel TV-AR analyses are needed that can incorporate both
within-individual change and between-individual differences, to examine the added value of individual
trajectories to between-individual differences.

For understanding the role of affect in depressive relapse, future studies should examine

within-individual affective changes while taking between-individual differences into account.
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Tables

Table 1

Demographic characteristics

ADM PCT+ ADM PCT-ADM  Never depressed
Characteristic (n=10) (n=15) (n=17) (n=11)
Age, median (range) 48 (33-65) 52 (27-64) 55 (30-68) 50 (21-60)
Female, n (%) 9 (90) 11 (73) 9 (53) 9 (82)

Marital status, n (%)
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Single 3(30) 2(13) 7 (41) 3(27)

Married/cohabiting 6 (60) 11 (73) 9 (53) 8(73)

Divorced/widowed 1(10) 2 (13) 1(6) 0 (0)
Education = college, n (%) 5 (50) 9 (60) 11 (65) 6 (55)
Employed, n (%) 7 (70) 8 (53) 6 (35) 11 (100)
HRSD at baseline, median (range) 1 (0-9) 2 (0-10) 2 (0-10) 0 (0-2)
Number of previous depressive

5(3-6) 4 (2-35) 4 (2-10) n.a.

episodes, median (range)

Notes. HRSD = Hamilton Rating Scale for Depression, n.a. = not applicable.

Table 2
Antidepressant use during the ESM study period and completion of the

preventive cognitive therapy (> 5 sessions) per condition

ADM PCT+ ADM PCT-ADM
Characteristic (n=10) (n=15) (n=17)

Antidepressant use during ESM study period

Complete tapering - - 6 (35%)
Partial tapering - 1(7%) 3 (18%)
No change 10 (100%) 13 (87%) 8 (47%)
Increase - 1(7%) -
Completed PCT n.a. 15 (100%) 17 (100%)

Note. PCT = preventive cognitive therapy

Table 3
Individual summaries of the invariant or varying negative affect and negative affective inertia, including
tapering during ESM and relapse up until 15 months.

e Men s D0 o, Men e
ADM PCT — ADM; Complete tapering

pl 2252 0.3 ° p26 10->19 0.8->0.2 232
p2 38->13 0.0 300 p27 6—>21 0.3 65**
p3 1759 -0.1 ° p28 25 0.4 350
p4 2 @ 102 p29 144 d 23*
p5 7 @ 164 p30 16 0.7 92%*
p6 224 d © p31 15 h 104
p7 8¢ d ° PCT — ADM; Partial tapering

p8 27 0.3 ° p32 19¢ d °

p9 6 0.3 ° p33 7 0.1 °
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p34 191

d o

p10 14 0.4 °
PCT + ADM

pl1 2857 02 182
p12 4 -0.2 318
p13 2354 04->-01 °
pl4 28 >19¢ 0.0 409
p15 3 a °
pl6 11 0.3 234
pl7 27 0.6 245
p18 16 0.6 14*
p19 10 0.4 60**
p20 4 0.2 134
p21 0.3 316
p22 7 0.4 °
p23 15 0.5 °
p24 10 0.3 °
p25 19 0.0 °

PCT—ADM; No tapering

p35 33->3 ¢ °
p36 50->30 ° 170
p37 27 2 8*
p38 56 0.4 63**
p39 45 0.7 °
p40 5 0.1 °
p4l 17 h 138
p42 13 h °
Never depressed control participants
cl 59 d

c2 5 0.7 >-0.1

c3 5 -0.2

c4 5 0.6

c5 9 0.3

c6 4 0.4

c7 2 0.1

c8 4 0.4

c9 4 0.0

clo 5 0.0

cl1 5 0.2

Note. Participant numbers of previously depressed participants start with a ‘p,” and those of
never depressed control participants start with a ‘c.” The estimated start values and end values

of the within-individual changes are in boldface.

ADM = assigned to the antidepressant medication continuation arm of the trial, PCT + ADM =
assigned to the antidepressant medication continuation in combination with preventive

cognitive therapy arm of the trial, PCT — ADM = assigned to the arm of the trial that combines
preventive cognitive therapy with tapering of antidepressant medication. o = no relapse, *
relapse during the first four weeks of the ESM study period, ** relapse at the end of or within

three weeks after the ESM study period.

Table 4

Model fit results per participant and individual summaries of the invariant or varying negative affect

and negative affective inertia, including tapering during ESM and relapse up until 15 months

Partici Compl. Model Intercept Mean Inertia of  Daysto Issues
pant  reports fit negative negative relapse
affect affect
Test Plot
ADM
pl 196 Yes Yes Yes 2252 0.3 °
p2 155 Yes Yes Yes 38513 0.0 300
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p3 125 Yes Yes Yes Yes 1759 -0.1 °

p4 176 Yes Yes Yes 2 a 2 a 102 de
p5 97 Yes Yes Yes 7 a 164 b.c,d
p6 96 Yes Yes Yes 224 d ° b,d
p7 174 Yes Yes Yes 8¢ d ° def
p8 153 Yes 27 0.3 °

p9 155 Yes 6 0.3 ° b
p10 78 14 0.4 °

PCT + ADM

pll 161 Yes Yes Yes Yes Yes 28>7 0.2 182

p12 197 Yes Yes Yes Yes 4 -0.2 318 e d.h
pl3 80 Yes Yes Yes Yes 2354 04->-01 ° ¢
pl4 142 Yes Yes Yes 28->19¢ 0.0 409 d
p15 151 Yes Yes 3 a ° b.d,e
pl6 166 Yes Yes 11 0.3 234 b, d
pl7 184 Yes Yes 27 0.6 245 d
p18 155 Yes Yes 16 0.6 14*

p19 219 Yes 10 0.4 60**

p20 201 Yes 4 0.2 134 e
p21 178 Yes 3 0.3 316 ce
p22 224 Yes 7 0.4 0

p23 158 Yes 15 0.5 ° b
p24 143 10 0.3 ° b
p25 126 19 0.0 ° &
PCT — ADM; Complete tapering

p26 214 Yes Yes Yes Yes Yes Yes 10> 19 08->0.2 232

p27 149 Yes Yes Yes Yes Yes 6->21 0.3 65**

p28 159 Yes 25 0.4 350

p29 203 Yes Yes Yes 14¢ d 23* ¢ d
p30 188 Yes 16 0.7 92** b
p31 224 h h h h h h 15 h 104 f.h
PCT — ADM; Partial tapering

p32 148 Yes Yes Yes Yes Yes 194 d ° df
p33 139 Yes Yes 7 0.1 ° h
p34 82 Yes Yes Yes 194 d ° cd
PCT — ADM; No tapering

p35 81 Yes Yes Yes Yes VYes Yes 3353 d ° d
p36 197 Yes Yes ° Yes 50 - 30 a 170

p37 129 Yes Yes 27 a 8* d
p38 150 Yes 56 0.4 63**
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p39 169 Yes 45 0.7 ° ¢

p40 183 5 0.1 ° ©8
p4l 145 h h h h h h 17 h 138 of
|342 134 h h h h h h 13 h o c f

Never depressed control participants

cl 224 Yes Yes Yes Yes VYes 54 d bdefeh
c2 155 Yes Yes Yes VYes 5 0.7 >-0.1 egh
c3 95 Yes Yes Yes 5 -0.2 e gh
c4 119 Yes Yes 5 0.6 b.ce
c5 168 Yes Yes Yes 9 0.3 dh

c6 139 Yes 4 0.4 o€

c7 156 2 0.1 by e
c8 185 3 -0.1 &8

c9 90 4 0.0 €

cl0 138 5 0.0 oe
cll 78 5 0.2 oe

Note. Participant numbers of previously depressed participants start with a ‘p,” and those of never depressed
control participants start with a ‘c.’ The estimated start values and end values of the within-individual changes
are in boldface.

Compl. reports = number of completed reports, ADM = assigned to the antidepressant medication continuation
arm of the trial, PCT + ADM = assigned to the antidepressant medication continuation in combination with
preventive cognitive therapy arm of the trial, PCT — ADM = assigned to the arm of the trial that combines
preventive cognitive therapy with tapering of antidepressant medication, Model fit = did model fit improve when
the intercept or the autoregressive parameter were allowed to vary, Intercept test = was the smooth parameter
for the intercept significant, Intercept plot = did the plotted intercept seem to vary, Autoregressive test = was
the smooth parameter for the autoregressive parameter significant, Autoregressive plot = did the plotted
autoregressive parameter seem to vary, o = no relapse, * relapse during the first four weeks of the ESM study
period, ** relapse at the end of or within three weeks after the ESM study period, Issues = issues that arose
during model fitting, a = could not be interpreted, b = outlier removed, ¢ = lagged missingness, d = fluctuations,
e = potential floor effect, f = sudden changes, g = potential problem with reliability NA scale, h = change too small,

i = model could not be fitted.

Figure legends

Figure 1. Flowchart from recruitment for the additional ESM study to eligibility for analyses.

Figure 2. Additional flowchart from recruitment for the additional ESM study to eligibility for analyses,

differentiating between newly included participants and participants recruited via waiting list.
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Figure 3. The plotted time series of negative affect for participant p19, including the plotted smooth
curve of the intercept (a), smooth curve of the autoregressive parameter (b), and inferred mean (c;

with 95% confidence intervals plotted around them). An example of time-invariant time series.

Figure 4. The plotted time series of negative affect for participant p26, including the plotted smooth
curve of the intercept (a), smooth curve of the autoregressive parameter (b), and inferred mean (c;
with 95% confidence intervals plotted around them). An example of time-varying negative affect and

negative affective inertia.
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