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ABSTRACT.

One hundred and nine generalised anxiety disorder (GAD) patients, referred
by their General Practitioners to a clinical psychology primary care
service, were assigned to either Cognitive, Behavioural, Cognitive-
behavioural, Placebo or Waiting List conditions. tStress Control!

large group therapy combined didactic therapy with a workshop model

and emphasiséd the aim of turning patient; into their own 'therapists'

in order to enable them to deal with present and future problems.

Patients were thus encouraged to view Stress Control as an 'Yevening
class" rather than '"group therapy". Measures of treatment process and
outcome were obtained mainly from self-report instruments. Follow-up

data were collecfed at six months post-treatment.

At post-therapy, all active therapy conditions and, against expectation,
the Placebo condition had shown significant time within treatment group
change. The active therapy conditions,and to a lesser extent, the
Placebo condition, were significantly different to the Waiting List
condition, which, overall showed no evidence of improvement. At

follow-up the active therapy condition generally enhanced therapy gains

while the Placebo condition maintained therapy gains.

Process measures did not, with the exception of self-statement change,

differentiate between the groups. Noted variable response in the main
analyses was somewhat explalned by various sub-group analyses. There
appeared to be little benefit in dividing patients into those who
experienced panic and those who did not. There was some evidence that

'‘matching' patients to therapy, i.e. cognitive responders to cognitive

xix



therapy was of value at post-therapy although differences generally
disappeared at follow-up. Synchronous change was associated with

enhanced performance. Finally, attempts to predict response to

Stress Control by a comparison of responders and non-responders were

attempted and the results assessed in terms of clinical as opposed to

statistical significance.

The results of the present study are discussed with reference to other

treatment outcome studies and an attempt to produce a model to account
for the similar effects found across treatment conditions. The

implications of these findings and some suggestions for future

research for GAD and other diagnostic categories are discussed.
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INTRODUCTION
Generalised Anxiety Disorder (GAD) appears to be the most frequently
occurring anxiety disorder in the community and GAD patients may

comprise one-fifth of all referrals to primary care clinical psychology

services (Espie & White, 1986). In a period of increasing dissatisfaction

with the use of benzodiazepines as a treatment approach for this group,
it is argued that clinical psychology services in primary care are well
placed to provide effective treatment for this population. The
literature on GAD reflects the difficulties imposed by the substantial
alterations in the classification of GAD as study populations fitting
DSM-III criteria.may not be the same as those fitting DSM-III-R criteria.
Perhaps related to the diagnostic difficulties associated with this

population, GAD, in contrast to other anxiety conditions, e.g. Panic

Disorder, has not been studied in depth (Hoehn-Saric, 1985).

Recent treatment outcome studies, based on research demonstrating an
association between anxiety and a variety of cognitions (e.g. Hibbert,
1984), suggest that cognitive-behavioural approaches may be beneficial 1n
dealing with patients described as "difficult customers" (Woodward &
Jones, 1980). Although reasonably successful, little work has so far
focused on the process of change. In addition, no placebo condition

has so far been included in an outcome study.

The present study was conducted to provide systematic and controlled
evaluation, using G.P. referred patients, of a large-group therapy

approach designed not only as a short-term, cost effective approach to
primary care treatment but also to investigate the process of change during
treatment and to investigate the relative contribution of specific

and non-specific treatment components.



PART 1

LITERATURE REVIEW

CHAPTER 1

GENERALISED ANXIETY DISORDER



While behavioural treatments have been shown to be successful for
problems with an identifiable external focus, e.g. agoraphobia
(Mathews et al, 1981) and obsessive-compulsive disorder (Foa et al,
1984), these treatments have been shown to be limited in the
treatment of disorders characterised by a lack of external anxiety

cues such aé GAD. However, there has recently been a promising
surge of interest which has focused on the internal fear cues

associated with GAD and Panic Disorder (PD). In part this has
been facilitated by changes in the Diagnostic and Statistical
Manual of Mental Disorders (DSM), particularly by the delineation
of GAD and PD in DSM-IITI (1980) and, more recently, in the

revised version of this manual, DSM-III-R (1987).

This chapter will concentrate on Generalised Anxiety Disorder

and divides into 6 sections:

1). GAD IN DSM.
2). PREVALENCE AND ONSET.

3). PREDISPOSITION.

4). COGNITIVE FACTORS IN GAD.

5). PROBLEMS OF DIAGNOSIS.

6). CONCLUSION.



1) GAD IN DSM

Although the DSM of the American Psychiatric Association has
undergone revisions over the decades, DSM-III represented the most
radical departure from its predecessors. In particular, the removal
of the rather vague category of 'Anxiety Neurosis' allowed, for

the first time, the distinction to be made between GAD and PD.
Influenced by the work of Klein (1962, 1964, 1981), this distinction
1s now widely accepted although many authors raise the issue of
whether there are true differences between these categories or
whether they simply represent different points on a dimension of
severity of anxiety (Lowe et al, 1984; Mathews, 1985). The
division has probably been welcomed more in the United States than
in Britain where Tyrer (1984) noted that, following the removal

of the original criteria for classifying anxiety neurosis, DSM-III
had turned GAD into "an ativistic ghost of its predecessor that

can hardly stand alone as a diagnostic entity"™ (page 79).

In fact, the DSM-III definition of GAD produced so much confusion
that few researchers or clinicians could agree on individuals who
would meet the definition. This was influenced by the fact that,
within DSM-III, GAD is considered a residual category only to be
diagnosed if the specific symptoms of Phobic Disorder, Panic Disorder
or Obsessive Compulsive Disorder are not present. This convention
is absent in DSM-II1I-R which accords GAD equivalent status to the

other anxiety disorders.



Almost all hierarchical exclusionary rules are eliminated thus.
allowing the establishment of patterns of comorbidity, i.e.

a patient can be assigned several diagnoses of which one will
normally be assigned a primary status. The criteria are more

restrictive. In order to distinguish GAD from transient stress

reactions, the minimum duration of symptoms has been extended
from one month to six months and diagnosis requires the presence
of at least six of the listed eighteen symptoms. Also of great
importance, the diagnosis of GAD, unlike its predecessor, now
allows for the presence of panic attacks. Thus DSM-I11I-R

defines GAD as:

A. Unrealistic or excessive anxiety and worry
(apprehensive expectation) about two or more
life clrcumstances, e.g. worry about possible
misfortune to one's child (who is in no danger)
and worry about finances (for no good reason),
for a period of six months or longer, during
which the person has been bothered more days
than not by these concerns. In children and
adolescents, this may take the form of anxiety
and worry about academic, athletic, and social
performance.

B. If another AXIS I disorder is present, the
focus of the anxiety and worry in A is unrelated
to it, e.g., the anxiety or worry is not about
having a panic attack (as in Panic Disorder),
being embarrassed in public (as in Social Phobia),
being contaminated (as in Obsessive Compulsive
Disorder), or gaining weight (as in Anorexia
Nervosa).

C. The disturbance does not occur only during the
cause of a Mood Disorder or a psychotic disorder.

D. At least six of the following 18 symptoms are
often present when anxious (do not include
symptoms present only during panic attacks):



Motor Tension

(1) trembling, twitching or fecling shaky
(2) mxcle tension, aches, or soreness

(3) restlessness

(4) easy fatigmability

Autonamic hyperactivity

(5) shortness of breath or smothering sensation
(6) palpitations or accelerated heart rate

( tachycardia)
" (7) sweating, or cold clamy hands
(8) dry mouth

(9) dizziness or lightheadedness

(10) nausea, darripea, or other abdaminal distress

(11) flushes (ot flashes) or chills

(12) frequent urination

(13) trouble swallowing or "lump in throat”

Vigilance and scaming

(14) fecling keyed up or on edep

(15) exagperated startle respmse

(16) difficulty concentrating or "mind going
blank™ because of ardety

(17) trouble falling or staying asleep
(18) imritability.

E. It cannot be established that an organic factor
initiated and maintained the disturbance, e.g.
hyperthyroidism, caffeine intoxication.

The cardinal feature of GAD lis apprehensive expectation

(Barlow, 1988b) while the most common spheres of worry have

been shown to be family, money and work (Sanderson and Barlow,

1986).

2). PREVALENCE AND ONSET

Prevalence of GAD has been difficult to establish due to poorly
defined diagnostic criteria and to alterations in these criteria
e.g. DSM-III specifically excludes panic in GAD whereas

- DSM-III-R allows for the presence of panic as long as the
frequency and severity of panic attacks do not reach the criteria

for Panic Disorder. In addition, as there is no clear dividing



line between 'normal' and 'clinicaltanxiety, the accurate

determination of onset is beset with difficulties.

i. Studies prior to specific diagnostic criteria
Marks and Lader (1973) found a good deal of agreement among five

populations conducted in the U.S.A., Great Britain and Sweden
between 1943 and 1966. They reported a prevalence rate of

between 2 and 4.7 per 100. Anxiety states were more prevalent

in women especially between the ages of 16 and 40.

Barlow et al (1984) cite a Gallup Organisation Survey in the
U.S.A. which found marked anxiety in 30 to 40% of the general
population with greater prevalence in females. Lader (1975)
notes similar levels in a British study. Marsland et al (1976)
found that anxiety was the {ifth most common diagnosis in
medical practices in Virginia. Dunn (1983) states that
'anxiety neurosis' was the most common psychological disorder
diagnosed by G.P.s in Britain. Weissman (1985) reviewed an
additional nine community studies of anxiety states. Due to
variations in diagnostic methodology and time periods studied,
little can be said definitively. However, the studies, in

general, are in agreement with those reviewed by Marks and Lader

(1973).

ii. Studies using specific diagnostic criteria

Data are available from epidemiologic surveys, all in the U.S.A.

and which utilize structured diagnostic interviews and specified

criteria..



a). New Haven Survey

Using the Schedule for Affective Disorders and Schizophrenlia-
Lifetime Version (SADS-L), Weissman et al (1978) found a
prevalence rate for GAD of 2.5 per 100 in Connecticut. They
found a substantial overlap within the anxiety disorder group -
over 80%05'311 individuals diagnosed as GAD had had at least
one other anxiety disorder in their lifetime. The study also
found that 7% of the GAD group had major depression at some time
in their life. GAD was slightly more common in middle and
younger aged women, non-whites, singles and those in lower

socio-economic classes.

b). National Survey of Psychotherapeutic Drug Use

From a symptom check list administered by survey interviewers in
a large scale survey, Uhlenhuth et al (1983) report a prevalence
rate for GAD of 6.4 per 100 (prevalence of one year) making it

the most commonly identified DSM-III disorder. VWomen were more

likely to be diagnosed as suffering from GAD.

Weissman (1985) notes the . marked discrepancy between the rates
(2.5 - 6.4). She suggests it may be accounted for by the fact
that the former is a current rate while the latter is a one year
rate. Sample sizes also differed - the Uhlenhuth study
interviewed, in all categories, 3161 individuals while Weissman

interviewed, in all categories, only 511 individuals.



c). Epidemiologic Catchment Area Study Survey

ECA respresents the most sophisticated epidemiological study.
However, only preliminary data are available for GAD. Barlow
(1988b}) quotes a personal communication from L.N. Robins who
places the prevalence of GAD at approximately 4%. GAD thus
appears to be the most frequently occurring anxiety disorder,

occurring 3 - 5 times more frequently than P.D.

The onset of symptoms is generally between the ages of 16 and
26 (median 21) (Hoehn-Saric and McLeod, 1988) -~ Barlow et al (1986)
note that in his sample of 12 GAD patients, over half reported

being anxious for more than half of their lives. Akiskal (1985),
on the basis of this commonly found lengthy duration of symptoms,
proposed that GAD patients actually suffer from an anxious

personality.

3. PREDISPOSITION

The notion that anxiety disorders are familial is not new.

Cohen et al (1951) described 19 reports published between 1869

and 1948 in which a familial predisposition to anxiety was described.
More recently, Carey and Gottesman (1981) and Carey (1985) reviewed
studies of first degree relatives of Y“anxiety neurosis" probands.
Rates range from 14.9 to 15.6 per 1l00. All of these studies are,

however, open to major methodological weaknesses (Barlow, 1988b).



Two studies have specifically looked at the families of GAD
probands. Cloninger et al (198l1) noted a GAD rate of 3.1 per
100 among first degree relatives. A similar frequency of GAD
(3.5 per 100) was found among first degree relatives of the
control group. Davidson et al (1985) identify similar rates =
3.8 per IOdramong parents of GAD probands and 3.2 per 100 among
siblings. Torgensen (1988), on the basis of these findings,
thus suggests that the specific familial transmission of GAD

is negligible although a nonspecific familial transmission may
exist as Davidson et al (1985) note that only one of thirteen

(7%) of the patlients with GAD lacked a first degree relative with

a psychiatric disorder.

Family studies are, however, open to the obvious criticism that
not only do they share common genes but also common environments.
Torgensen (1983), using DSM-III criteria, studied twelve
monozygotic (MZ) and 20 dizygotic (DZ) adult, same sex twins of
whom one had been diagnosed as having GAD., In stark contrast
to PD, no specific genetic transmission was apparent. However,
in acordance with the Davidson et al (1985) finding, 25% of the

MZ and DZ co-twins had another psychiatric disorder.

Barlow (1988b) questions whether the difference between GAD

and PD on genetic predisposition 1s so clear cut. He suggests
that the results may be artifactual due to the use of DSM-III
criteria which may have led to only milder non-panicking patients

being assigned a GAD diagnosis and thus any differences may reflect

10



differences in severity rather than differences due to diagnosis.
Indeed a re-analysis of Torgensen's data finds only a genetic
contribution amongst those probands who were recelving in-patient
treatment but not out-patient treatment. In addition, since
almost all PD patients also present with marked generalised anxiety
(Barlow et él, 1986), establishing different heritability rates

for PD and GAD would require at least matching the two groups

on severity.

There 1s interesting evidence supporting the view that GAD is a
consequence of environmental events. Thomas and Chess (1977,

1984) followed éhildren from the age of three months to their late
teens. They noted that various personality traits including
anxiety were present already in infants. High levels of anxiety

in the mothers (Windhauser, 1977) and interpersonal relationship
problems in later life (Ilfield, 1979) have been found to be related
to the emergence and maintenance of anxiety. Torgensen (1986)
noted that 31% of twins with GAD had lost their mother, father

or both parents in childhood compared with 10% of PD twins.

While further studies are clearly called for, particularly using

DSM-III-R criteria, current research suggests that while GAD
patients may havea non-specific genetic 'vulnerability' e.g.
Eysenck's (1967) work on the autonomic nervous system, increased

attention is now being paid to the cognitive factors involved in

GAD.

11



4). COGNITIVE FACTORS IN GAD

With increased emphasis being placed on the role of information
processing in anxiety disorders (e.g. see Brewin, 1988), several
studies have now highlighted that the widely accepted concept of
GAD as comprising diffuse fears which are, by definition, unknown,
is taitologoﬁs. The focus of fear in GAD is, however, on

internally - rather than externally - elicited stimuli.

Beck et al (1974) studying 32 'anxiety neurosis' patients, -
identified cognitions revolving around the themes of':

l). Physical injury, illness or death

2). Mental illness

3). Psycho-social impairment or loss of control

4). Failure or lnabllity té cope

5). Rejection, depreciation and domination.
70% of patients had fears in at least three of these areas.
Patients without panic attacgs tended to focus on psycho-social

rather than physical fears.

While this study can be criticised on methodological grounds,

Hibbert (1984), studying 25 patients diagnosed as suffering from
generalised anxiely or panic disorder according to RDC criteria
(Spitzer et al, 1978), noted similar results with cognitions
centreing on the theme of personal danger. Generally anxious
patients had a central fear of an inability to cope with people
whereas PD patients had fears of physical danger. Similar results

have also been reported by Rapee (1985). Again comparing GAD



and PD patients (DSM-I1II criteria) he noticed that PD patients
realised the symptoms were the result of reacting in an anxious
fashion and therefore harmless. - Butler and Mathews (1983)

asked subjects to estimate the subjective probability of a

range of hypothetical dangers. Results showed that anxiety

state patienté over-estimated the probabllity of future (hypotﬁétical)
events related to themselves but not to other people. In addition,
Beck et al (1974) and Hibbert (1984) provide some evidence that

the danger related thoughts precede the anxious mood and thus

support the cognitive view that cognitions are central in the

mediation of anxiety.

The above evidence thus suggests that GAD patients have systematic
biases in the way they process incoming information and, hence,
the informational value of new experiences depends on how they

are processed by the individual (Brewin, 1980). This helps
explain why anxiety is not diminished by experience, i.e. why
anxiety does not respond to new information disconfirming the

expectation of threat as previously noted.

' In a series of well designed studies, Mathews and his colleagues
(Mathews and McLeod, 1985, 1986; McLeod et al, 1986) have shown
that GAD patients process threat cues differently to normals.
Mathews and McLeod (1985) reported that, on a colour naming task,
GAD subjects performance was disrupted in the presence of threat

words. Similar results were reported by MclLeod et al (1986).



Mathews and McLeod (1986) present evidence that GAD patients
process unéttended and subsequently unrecognised threat-related
words differently to normal controls - a finding which has clear
implications for cognitive therapy. However, Mogg et al (1987)
compared GAD patients and normal controls in recall of positive
and negative{'threatening and non-threatening; self and other
reference words. They could not demonstrate a self-referrent
bias favouring negative or threatening words amongst anxious
patients. Indeed, these patients had a relatively poorer memory
for threatening material as compared to the control group. The

frese

authors note that thigfdata cannot be accounted for by the cognitive

schema model.

While many of the preceding studies provide some evidence for
cognitive mediation in anxiety, the proposal that danger related
cognitions are a reflection of change in the activation of anxiety

rather than a prime determinant cannot yet be ruled out. As

Beck and Emery (1985) note

"We believe that the primary pathology or dysfunction
during....... an anxiety disorder is in the cognitive
aparatus. However, that is quite different from the

notion that cognition causes these syndromes - a notion

that is just as illogical as an assertion that hallucinations

cause schizophrenia®. (page 85).

5). PROBLEMS OF DIAGNOSIS

i. DSM
Although DSM-III and DSM-I1I-R now clearly define anxiety sub-
categories and allow researchers a common language for communication,

they have been criticised on the grounds of being overly descriptive,
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neo~-Kraepelian and too medically orientated. They have been
referred to as an extension of a medical approach to behavioural

disturbances (McReynolds, 1979; Gormezy, 1978; Zubin, 1977).

Barlow et al (1986) noted that GAD, defined by DSM-III as a
residual catégory, could be identified 1in all anxiety disorders.
DSM-III-R now gives GAD equivalent status to other disorders.
However, using a well tested diagnostic assessment instrument

(Anxiety Disorder Interview Schedule - ADIS - Di Nardo et al,
1983), Barlow et al (1985) demonstrated a Kappa coefficient of
.571 for GAD, well below the reliability level of other anxiety
disorders with overt behavioural features, for example, .854 for
agoraphobia with panic, .905 for social phobia. This suggests
that a degree of confusion still exists as to what is or is not

GAD. Changes in the criteria imposed for diagnosing GAD within
DSM-III-R both reflect and enhance this confusion. It is notable
that DSM-III and DSM-III-R have made more changes in the criteria
for the anxiety neurosis/GAD/PD states than for other disorders.
Indeed Barlow (1988b) suggests that DSM-IV, due to be published
in 1992, will again involve further modification of diagnostic

criteria for these disorders.

Hoehn-Saric and McLeod (1983) and Hoehn-Saric and Masek (1981)
suggest that patients included in the category of GAD are not a

homogeneous group. In thelir studlies patients with comparable
ratings in anxiety scales, differed significantly in physiological

response patterns. Some patients responded to psychological
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stress with an elevation of heart rate, skin conductance and
muscle tension while other patients with similar anxiety ratings
only increased levels of muscle tension while autonomic responses
were comparable with those of a normal control group. Hoehn-Saric
(1983) concluded that GAD represented a heterogeneous group of
disorders that differ from PD in having less severe symptoms.
While the stricter criteria imposed by DSM-I11I-R and knowledge
gained from 3 Systems Theory dilutes these criticisms, the DSM
convention artificially promotes clearer divisions between the
disorders than exists in reality, e.g. at what point does a

GAD patient who panics become a PD patient with generalised

anxiety?

ii Normal versus Abnormal Anxiety

GAD is closer to normal anxiety than other anxiety disorders.
Establishing a dividing line between normal and abnormal anxiety
is riddled with problems . Barlow et al (1987) noted that the
most frequent reason given by two independent raters for dis-
agreement was an inability to determine whether GAD was severe
enough to be classified as a disorder. DSM~-III criteria for GAD
required only a one month duration of symptoms - a time period
which also allowed transient stress reactions to be included as
GAD. DSM-III-R increased the duration of symptoms to a minimum
of six months. Breslau and Davis (1985), examining the utility
of extending the duration criteria from one month to six months
found prevalence rates were reduced from, perhaps an excessively
high estimate of 11.5% (1 month) to 2.4% (6 months). Subjects
reaching the 6 month criteria also reported a greater number of

symptoms as well as more severe symptoms. Thus increasing the
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duration criteria helps differentiate between clinical and
transient anxiety, however the manifestation of GAD seems to
differ from normal anxiety only in degree, not in quality.

As with blood sugar levels in diabetes and blood pressure in
hypertension, the dividing line between pathological and normal
is arbitrar&. In practice, it is exceedingly difficult, if not
impossible to decide on the dividing line between clinical and

sub-clinical anxiety.

Barlow et al (1986), in a co-morbidity study noted that 83%

of patients given a primary diagnosis of GAD also warranted an
additional diagnosis (GAD, defined as a residual diagnosis by
DSM-III, is almost always an associated feature of other anxiety
disorders (see Barlow, 1985f ) .

In addition to difficulties in establishing the dividing line
between normal and pathological anxiety, there are also

difficulties in differential diagnoses between GAD, depression

and PD.

ifi. Relationship to Depression

Roth et al (1982) point out that
nthe depression and anxiety syndromes are-distinct
but related phenomena separated by a limited area of

diagnostic uncertainty. The clean sharp line of
distinction applied by DSM-III does not apply". (page 140)

Hamilton (1980) noted cognitive symptoms of anxiety in 96% of his
depressed group and somatic symptoms in 86% of this group. On

cross-sectional studies, both anxiety and depressed groups score
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significantly higher on depression scales (Barrett, 1981;

Lipman, 1982; Heohn-Saric 1983). In addition, depression
patients rate themselves as more severely impaired in all but

the somatisation scores of the Hopkins Symptoms Check List

(Raskin et al, 1982). Patients diagnosed as reactively depressed

tend to have the same personality characteristics as those

suffering from GAD (Zerssen, 1980).

However, on longitudinal examination, depression in anxiety
patients is a transitory reaction to the anxiety as are the
feelings of inadequacy and failure. In contrast, in depressed
patients, depression dominates the picture and severe tension
occurs intermittently (Roth et al, 1972). During the course of

an anxiety disorder, the anxiety state is more responsive to
environmental events than in depression. Hamilton (1988) suggests
this is one factor in explaining the differential effect (in

favour of anxiety) of the placebo response.

Beck (1976) states that each disorder can be characterised by a
cognitive content specifiic to that disorder. 1In depression,

the automatic thoughts, interpretations and imagery relate to the
feelings of self-deprecation and negative attitude towards the

past and future. Anxiety disorders, on the other hand, are
characterised by the theme of danger with GAD patients misreading
their experiences as constituting elither a physical or psycho-
social threat and over-estimating both the probability and intensity

of anticipated harm in future situations. Beck et al (1987),



in a test of this "cognitive content-specificity hypothesis" show
clear evidence discriminating depressed and anxious patients on

the basis of the nature of the automatic thoughts.

iv. Relationship to Panic Disorder (PD)

Differential diagnosis of GAD and PD seems problematic. While

PD has traditionally been viewed as somatically-based compared

to GAD which has been viewed as cognitively-based (Friedman and

Jaffe, 1983), Barlow et al (1984) could find no significant differences
between PD and GAD patients (DSM-III criteria) on cognitive questionnaires.
Hoehn-Saric and McLeod (1985) replicated this finding. Anderson

et al (1984) could not differentiate PD from GAD patients on the

STAI or EPI. In general, Hoehn-Saric (1981) found few differences

between the two groups on a battery of psychological tests.

On somatic measures, Anderson et al (1984) reported that PD patients
showed a greater number of autonomic symptoms than GAD patients

as measured by questionnaires. Similar results were obtained

by Rapee (1985b) and Hoehn-Saric (1981). Barlow et al (1986),
however, failed to find any difference on severity of somatic symptoms
between the two groups. Barlow et al (1984) noted that PD patients
had lower levels of EMG activity during pre-treatment physiological
assessment than GAD patients. However, the differences were
statistically significant on only two of the possible twelve measures

of EMG arousal and were absent on all of the heart rate measures

(Marshall and Segal, 1988).
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PD and GAD can be differentiated on their ideational components.
Rapee (1985b) noted that GAD patients seem to realise that fears
centreing around psycho-social concerns are the result of reacting
in an anxious fashion and are harmless. PD patients, on the other
hand, tend to attribute their symptoms to mental or physical illness.
Hibbert (1954), demonstrating similar findings, noted that non-panickers
had less threatening fears. Beck and Emery (1985) have elaborated
on the specific cognitive processes in PD patients with the pattern
of catastrophic thoughts concerning present danger, e.g. dying,
losing control, becoming mentally 1ill, etc. Thus the ideational
components suggest that GAD and PD do differ although whether this
difference is fundamental or epiphenomenal, i.e. simply reflecting

definining characteristcs . flalling into each category cannot at

this stage be determined.

PD and GAD patients have been shown to differ on symptoms associated
with hyperventilation (Hoehn-Saric; 1982; Rapee, 1985a). Rapee (1986)
noted baseline differences with PD patients showing a greater tendency
to overbreathe. The same study showed PD patients recording higher
resting heart rate than the GAD group (92.4 compared to 76.4 bpm).

This finding replicates Barlow et al (1984).

PD patients differ from those with GAD with respect to cardio-pulmonary
hyper-excitability. Ratings of muscular and gastro-intestinal
symptoms do not differ between the two groups (Hoehn-Saric, 1982).
Mitral valve prolapse appears to occur more frequently in PD than

GAD patients (Dagger et al, 1986) although more recent evidence

calls this into question (Barlow and Cerny, 1988).
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Dealy et al (1981) and Raskin et al (1982) noted that PD patients

report depressive episodes twice as frequently as GAD patients.

Raskin et al (1982) compared GAD and PD patients in terms of
developmental and psychiatric history. The two groups were similar

in terms of'having experienced childhood loss, separation disorder

in childhood and separation as a precipitant of anxiety in adult

life. PD patients, however, reported disturbed childhood environments
more frequently. Hoehn-Saric (1982) failed to find differences
between PD and GAD patients in terms of childhood history, social
characteristics or personality features other than the finding

that GAD patients showed greater levels of introversion as measured

by the EPI.

Crowe et al (1983) studied families of PD patients. The morbidity
risk amongst first degree relatives of patients was 24.7% compared
with 2.3% amongst relatives of controls. The risk of GAD amongst
the first degree relatives was only 4.8% compared to 3.6% amongst
relatives of controls. The authors took this finding as evidence
that GAD and PD are separate disorders, however due to the use

of DSM-III criteria, GAD was not diagnosed if panic was present

thus it is possible that individuals who would reach GAD criteria

in DSM-III-R were instead given a diagnosis of PD. Thus the finding

may be an artifact of the diagnostic convention now discarded.
Rapee (1985b) reported that GAD patients had an earlier age of

onset than PD patients (25.7 years compared to 32.3):; GAD patients

were more likely to have a gradual onset of symptoms; were less
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likely to explicitly remember the first instance of anxiety and
to show more social dysfunction as measured by the Fear Questionnaire
(Marks and Mathews, 1979). Barlow et al (1986) reported that,

on average, GAD patients had been anxious for 56% of their life

span whereas PD patients reported anxiety for only 16% of their

lif'e span.

Twin studies appear to strongly indicate hereditary factors in

PD but not GAD. Torgensen (1983) observed PD in four of the thirteen
MZ co-twins of index twins with PD (or agoraphobia with panic attacks)
compared to ncne of the 16 DZ co-twins. The concordance rates

were not influenced by whether the twins had been together a lot

as children, whether they had strongly identified with each other

or treated as "identical'" by parents. None of the 12 MZ or 20 DZ
co-twins in the GAD study had been diagnosed as having GAD although
five (2 MZ, 3 DZ) twins did have other anxiety disorders. This

was taken as evidence of a differential hereditary input in these
disorders (see also Leckman et al, 1983). Reference has been

made in a previous section to Barlow's criticisms of this research.

While GAD patients can panic - both predictably and unpredictably
(Barlow, 1988) and while the vast majority of PD patients have

a background of GAD symptoms (Barlow et al, 1986), Klein (1981}
and Sheehan et al (1980) argue that panic attacks often occur
spontaneously in the absence of an underlying anxiety disorder.
Barlow(1988b) estimates that 25 - 35% of the general population

may occasionally experience panic in any give year. Beitman (1987)
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reported that 40% of a group of cardiology patients with non-anginal

chest pain evidenced clear panic attacks.

Pharmacological evidence exists for GAD and PD being treated as
separate disorders. The work of Donald Klein and his colleagues

has produced many reports suggesting differential response to
pharmacological treatment of PD versus GAD (e.g. Klein, 1981;
Zitrin, 1981; Zitrin et al, 1983). Indeed, Klein's work was a

major influence in the initial separation of GAD and PD in DSM-III.

Liebowitz and Klein (1982) reported that panic attacks can be
successfully treated by tricyclic anti-depressants but not, with

the possible exception of alprazolam, by benzodiazepines (see Vol.45
of the Archives of General ésychiatry for the effectiveness and
problems associated with Alprazolam). Anticipatory anxiety, however,
generally responds to benzodiazepines but not tricyclics. There

is also evidence that MAOI's are also effective in treating panic

attacks (Sheehan et al, 1980, 1981).

Marks (1983) criticises these studies, citing evidence suggesting

that imérovement of panic symptoms occurs simultaneously with improve-
ment in depression and other mood disturbance. Tyrer (1984) believes
that these arguments show the unsatisfactory nature of DSM-III
criteria for GAD and PD which are based 1largely on evidence of
treatment response studies by Klein. - Tyrer points to alternative
aetiological hypotheses evolved from behaviour therapy (Matuzas

and Glass, 1983). Barlow and Maser (1984) suggested that panic

may simply lie at the upper end of the anxiety continuum.



Cloninger et al (1981) reported that all of the PD patients in
their study suffered from symptoms of GAD from two to twelve years
prior to their first panic attack. Hoehn-Saric .and McLeod (1985}

report that many patients seen in their anxiety disorder clinic

eventually developed panic attacks after experiencing GAD symptoms

-

for years.

However, if PD were simply GAD in its most extreme form, then we
should not expect to see patients with severe anq chronic anxiety
symptoms who have never experienced panic attacks. Clinical evidence
is clearly to the contrary. In addition, Anderson, et al (1984)

have noted a lack of difference on measures of "general" anxiety
such as the STAI. If PD was a more intense version of GAD, we
should expect those patients to score higher than GAD patients.

They do not. Indeed, Rapee (1985b) noted that PD patients scored

lower than GAD patients on the Taylor Manifest Anxiety Scale. The
results thus suggest that PD may be a sub-group of GAD, i.e. some

but not all patients suffering from GAD will experience panic attacks.

EXXXXERXRXLEXXXXXAXAXXXREXERS

It is clear that the separation between GAD and PD is not as clear-
cut as suggested by categorical classification; In any case,
separating GAD and FD, although of theoretical interest, may be

of little clinical utility. Barlow et al (1984) treated PD and

GAD patients using an extensive array of psychological therapies.
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While reporting significant treatment success for both, they could
find no significant differences between the groups in the range
of measures. Due to the variety of treatments utilized in the
study, however, it may have been that the PD patients responded

to certain aspects of the treatment and GAD patients to others.

6). CONCLUSION

In contrast to PD which has been the target of intense investigation
over the last few years, GAD has not beeﬁ studied in depth
(Hoehn-Saric, 1985) even although it is probably the most frequently
occurring anxiety disorder in the community (Hoehtn-Saric and McLeod,
1988). In the light of this lack of knowledge about GAD, it is
clear that it is likely to be the focus of a good deal of cognitive
and behavioural-orientated research and that this research will

concentrate on the intriguing theoretical and practical problems

alluded to in this chapter. This study is part of this process.
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CHAPTER 2

GENERALISED ANXIETY DISORDER- TREATMENTS




GENERALISED ANXIETY DISORDER : TREATMENTS.

In contrast to anxiety disorders with a specific external focus

(e.g. phobias), treatments for diffiuse anxiety states (GAD and PD) have,
until recently, been largely untested. In an otherwlise comprehensive
review of the effects of psychological treatment, Rachman and Wilson (1980)
point to the-paucity of studies with GAD patients while Barlow and Wolfe
(1981) called for outcome research to be carried out on the effects of
various psycho-soclial treatments in comparison to pharmacological treat-
ments and no-treatment controls. Tyrer (1984) noted that "Behaviour
therapy has nothing for anxiety compared to the treatment available for
phobias" (page 8l1). This pessimistic view was supported by the outcome
study carried out by Woodward and Jones (1980). Using both cognitive

and behavioural procedures with generalised anxiety patients, they
concluded that this population comprises “"difficult customers" and

suggest a multi-dimensional approach to treatment would be more appropriate
than treatments comprising one element only. Designing appropriate
~treatments is hampered by the fact that although non-phobic anxiety states
have been estimated at approximately 15% of all out-patient problems
(Lader, 1975; Reed, 1973), the nature of these problems is still poorly

understood (Barlow et al 1984).

The aim of this chapter is to look at the main treatment approaches

to GAD. It divides into seven sections:

1. EARLY BEHAVIOUR THERAPY.
2. RELAXATION TECHNIQUES.
3. ANXIETY MANAGEMENT TRAINING.

4. COGNITIVE BEHAVIOURAL APPROACHES.

5. GROUP THERAPY.

6. METHODOLOGICAL ISSUES.

7. CONCLUSIONS.



1. EARLY BEHAVIOUR THERAPY

GAD has, to a large extent, been conveniently ignored by behaviour
therapists, possibly due to difficulties in incorporating it into
conditioning models of anxiety disorders. This difficulty arises from
the diffuse nature of the condition with its high level of autonomic
arousal and éognitions existing generally in the absence of avoldance of
specific situations. Thus, while exposure based therapy has been well
developed and proven for phobias (Barlow and Beck, 1984), it is of
limited use in GAD where avoidance is unlikely to be a focal feature.

As Barlow et al (1984) point out, treatments from GAD have emerged from

a quite different tradition than those for clinical phobias.

Cautela (1966) noted that early behavioural attempts have been of
limited success with pervasive (free-floating) anxiety. Wolpe (1958)
modified the La Verne technique (1953) of giving patients single
inhalations of 70% carbon dioxide and 30% oxygen. Lang (1964) states
"] think... that the desensitisation of very generalised anxiety
response is difficult because it is hard to isolate the conditioned
stimuli for anxiety" (page 51) while Lazarus (1963) notes that these
patients had the most unfavourable prognosis. Costello (1964), however,

reported a successful single case study using LSD.

Although Clark (1963) cautioned against the use of systematic
desensitisation in the treatments of free-floating anxiety, Cautela
(1966) described the use of a systematic desensitisation approach
using a combination of :

1. Reassurance.

2. Relaxation combined with implicit verbal behaviour.

3. Modification of Wolpe's desensitisation technique.

4, Assertive training.
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The rationale for this approach was:

1. To reciprocally 1inhibit anxiety and thereby reduce the need for
avoidance and increase a feeling of wellbeing.

2. Give the patient the definite feeling that he can control his own

behaviour.

The first two techniques were designed to achieve the first aim,
the latter to achieve the second. Using these techniques, Cautela

presents anecdotal evidence of successful outcome in three cases.,



2. RELAXATION TECHNIQUES.

Relaxation, including meditation, represents probably the oldest and
most popular treatment for anxiety. Although the idea that relaxation
is an appropriate treatment for anxiety seems self-evident, there is no

clear theoretical rationale for its use. (Mathews, 1985).

a). Transcendental Meditation (TM)
TM was introduced to the West in 1959 by Maharishi Mahesh Yoga. It
involves sitting quietly twice daily and passively attending to a

special thought or "mantra". (Smith, 1976).

In his 1975 review of the TM literature, Smith concluded that research
"does show the regular practice of meditation to be associated with
decrement in psycho-pathology, particularly anxiety, over a period of

time ranging usually from four to ten weeks". (page 562).

Studies suggest that TM lowers physiological arousal and increases
alpha density (Wallace and Benson, 1972; Wallace et al, 1971),

stablises autonomic functioning and increases skin conductance
habituation (Orme-Johnson, 1973) and it decreases blood lactate
concentrate (Wallace et al, 1971). All these changes are in opposition
to the changes found in anxiety (Raskin et al, 1980). Studies on
self-referred volunteeers suggest TM is effective in reducing anxiety

(Orme-Johnson, 1974; Farwell, 1974; Hjelle, 1974).

Schwartz et al (1978) describe TM as a cognitively orientated technique
because, they presume reciting the mantra involves some of the same brain
pathways as verbally mediated cognitions. They noted that regular

meditators {(cognitive intervention) report fewer cognitive but more



somatic symptoms of anxiety than people who regularly take exercise

(somatic intervention).

However, these studies have associated methodological weaknesses
and do not take into account Smith's cautionary point that
"The cfitical therapeutic variables underlying meditation
could be something other than the meditation exercilse. Two

main possibilities not controlled for.....are:
1. Expectational relief.

2. The regular practice of sitting quietly."
(page 562)

In order to 1solate the effects of TM exercise from expectational
relief and sitting quietly, Smith (1976) compared, in two experiments,
TM with two placebo conditions. Findings indicate that:
1. TM has no more effect than producing relief in volunteer
anxious college students than an exerclse designed to be
the near antithesis of meditation - "Cortically Mediated
Stabilisation".
2. TM was no more effective than a controlled treétment -
nperiodic Somatic Inactivity" - involving a daily exercise

of sitting with eyes closed but not meditating.

A1l conditions had a high rate of attrition (30 - 59%).

Raskin et al (1980) compared TM, Progressive Muscular Relaxation (PMR)
and Electromyographic Biofeedback (EMG-FB) with well motivated anxious
volunteers. 40% of subjects reported a clinically significant decrease

in anxiety. Results indicated that there was no great difference



between the three therapies and due to the fact that subjects were a
self-selecting group highly motivated to obtain symptomatic relief
without the use of medication, the authors conclude that:
1. The 40% improvement rate may be an overly generous estimate

of the effectiveness of these therapies.
2. TM, PMR and EMG-FB have a limited place in the treatment of

chronic anxiety when used as a sole intervention.

b). Progressive muscular Relaxation

Lehrer et al (1983), as part of a series of papers on P;ogressive
Relaxation, noted that there are generally few differences to be found
between PMR and meditation even on physiological responses. In a
study of anxious volunteers either recruited through newspaper adverts
or referred by physicians, Lehrer adapted a procedure developed by
Jacobson (1964). Subjects were not taught to use relaxation imagery
or cognitions and suggestions to relax were minimised. PMR was found
to be somewhat more effective than meditation although both techniques
were found to be useful in decreasing stress. Of'interest is the fact
that PMR was administered by a therapist rather than via audio tape

which appears to be less effective than "live" relaxation training

(Lehrer, 1982; Brauer et al, 1979).

Canter et al (1975) compared PMR to EMG-FB in a study of in- and
out-patients diagnosed as ‘'anxiety neurotic' of whom 50% had associated
acute panic. They found that both treatments were effective in reducing
frontalis tension levels. Global ratings suggest that these improvements
were not clinically significant. The study can be criticised on the

grounds that it appears to have involved taped verbal suggestions rather



than individualised progressive relaxation and this may have decreased

treatment effects on the PMR group and that it involved variable number

of treatment sessions.

Leboeuf and Lodge (1980) studying patients diagnosed as 'chronically
anxious' useé elther PMR or EMG-FB. Although significant differences
were found pre and post therapy, the authors felt that the results were
disappointing as global ratings showed little change in 22 of the 26
subjects. They further suggest that as physioclogical variables over
sessions did not seem to be related to clinical improvement, any
improvements in anxiety questionnaires may have been a function of non-

specific effects. As there was no placebo control, the study was

unable to clarify this issue.

Hutchings (1980), in a study using generally anxious college students,
found that audio-taped relaxation exercises which omitted the application
of voluntary self-control of anxiety resulted in little improvement and
was significantly worse than Anxiety Management Training (AMT) and
Applied Relaxation (AR) on several measures glthough these differences
generally disappeared at follow-up. Applied Relaxation led to greater
decreases in anxiety than passive relaxation. This form of relaxation
is taught with a self-control rrationale which suggests the ability to
learn voluntary control over anxiety and, further, to apply this skill
when in an anxiety provoking situation (Denny, 1980); Goldfried, 1971).
AR is virtually identical to cue-controlled relaxation (CCR), - the

main differences being that while the former stresses in-vivo application,
the latter incorporates training in PMR with repeated association of
relaxation and a self-produced cue word such as 'calm' or ‘control'.
(Russell and Sipich, 1974). (See Barrios and Shigetomi, 1975 for a

review of coping skills training).

34



c). Biofeedback

Rice and Blanchard (1980), in a review of the biofeedback literature,
conclude that evidence exists only for electromyographic feedback
(EMG-FB) as an effective treatment of anxiety. If muscular relaxation
is important in decreasing anxiety, then clearly EMG-FB should be an
appropriate method to utilise. This idea is based on the priﬂciple of
information feedback which suggests that behaviour is altered by the
individual receiving continuous information about the consequences of
actions and by acting appropriately in the face of these consequences.
There is evidence that EMG-FB directed upon the frontalis muscle assists
in the generalisation of the relaxation response to other muscle groups

(Budzynski and Stoyva, 1974).

Townsend et al (1975) compared EMG-FB relaxation and group psychotherapy
with patients objectively assessed as suffering from an anxiety condition.
Results indicated that the EMG-FB therapy was at least as effective as
the group therapy although two week follow-up results on only certain

patients are anecdotal in nature,

Canter et al (1975), treating chronically anxious patients, found
improvements with both EMG-FB and audio taped PMR. By the end of
therapy, EMG-FB was superior in reducing frontalis muscular tension and
this improvement was noted in patients in therapists global ratings.

There was slight evidence favouring better outcome with those patients

experiencing panic episodes.
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Leboeuf and Lodge, (1980) criticised the above study on methodological
grounds and, using patients similarly diagnosed, found no difference
between frontalis EMG-FB treatment and PMR even although EMG-FB was

more effective in reducing frontalis activity. However, at three month
follow-up only two of the eleven in the EMG group reported even 'moderate’

improvement.

Lavalle et al (1977) in a study with 'chronically anxious patients',
compared EMG-FB, diazepam and a control group in which the individual
was asked to sit alone and devise his own relaxation strategy. At the
end of treatment, the EMG-FB group showed most improvement but by six

month follow-up, the control group showed greatest improvement.

Raskin et al (1980), following on from some limited success with the use
of EMG with treatment-resistant chronic anxiety patients (Raskin et al,
1973) used anxious volunteers recruited via advertisements. Comparing
EMG-FB, PMR and TM they could find no difference between therapies. They

also suggested that the improvement rate was probably overly generous due

to the selection procedure.

d). Relaxation-Induced Anxiety (RIA)

Wwhile the above studies have shown some effectiveness as a treatment of
anxiety (see also Beiman et al 1978; Zuroff and Schwartz, 1978;

Borkovec and Sides, 1979) evidence exists that these procedures can lead
to an exacerbation of, or initiation of anxiety in some individuals

(see Heide and Borkovec, 1984, for a review of RIA).



The above authors note that GAD patients in particular are prone to
RIA. Reports of RIA have been furnished from studies involving PMR
(Borkovec and Grayson, 1980); group therapy (Borkovec and Hemmings,

1978); EMG-FB (Raskin et al, 1973) and meditation (Hassett, 1978).

Heide and Bo}kovec (1983) treated 14 chronically anxious subjects with
one session of either PMR or mantra meditation. 31% of the PMR group
reported increased tension during the relaxation compared to 54% of the
meditation group. However, only 2 subjects showed an increase in
measures. Helde and Borkovec (1984) suggest five related but

distinguishable mechanisms:

1. Subjects may become frightened of sensations, physiological -
behavioural reactions and cognitive-affective events that are released
automatically through relaxation.

2. Subjects may fear losing control or may attempt to achieve
relaxation through active, effortful strategies.

3. Subjects may fear the experience of their anxiety to which their
attention is drawn during relaxation.

4. Subjects may fear attending to their internal experience in
general as a result of diésatisfaction'with self.

5. Subjects may engage in worriesoe cognitive activity about

matters unrelated to relaxation. (page 2).

There is some empirical support for the first two mechanisms

(Cohen et al, 1985; Hauri et al, 1985).
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A more extreme counterpart to RIA is described by Cohen et al (1985)
and Adler et al (1987}, namely the phenomenon of Relaxation-Induced
Panic (RIP). The phenomencn of RIP differs from RIA in terms of the
suddenness and severity with which the anxiety occurs (see the special

issue of Integrative Psychiatry - Volume 5, 1987 for a comprehensive

review of RI%).

While not an 'epidemic', the practical and theoretical implications

of RIA are of significant importance to the future treatment of anxiety
conditions and, in particular, GAD. Adler et al (1987) suggest that
rather than avolding the phenomena of RIA and RIP, it may be possible
to use these responses therapeutically, e.g. from a behavioural
perspective, repeated exposure to feared somatic and loss of control
cues should result in anxiety extinction. In addition, heightened
anxiety 1in response to relaxation suggests that fears regarding somatic

and loss of control cues should be addressed early in therapy to increase

the longer term benefits from relaxation.

e). Conclusions.

The general findipg in clinical studies is that no one relaxation
technique offers greater benefits than any other (Tarler-Benlolo, 1978;
Mathews, 1985). These techniques are more effective than no treatment
conditions although many of the studies suffer from serious methodological
flaws and rely too heavily on self-report measures (Delmonte, 1985).
Effectivness may also be impaired because patients do not practice
persistently (Hoelsher et al, 1984). However, in many of the reports,
active treatment offers no greater benefit than credible placebo treatment

(e.g. Boswell and Murray, 1979; Goldman et al, 1979).



Central to Biofeedback and PMR is the premise that muscular relaxation
facilitates subjective relaxation and therefore emphasis is placed on
the achievement of this in, for example, Jacobsen's (1970) PMR and
Schultz and Luthe's (1959) autogenic training. However, the literature
now clearly rejects this. Various studies have failed to find a
relationship'between an increased ability to achieve muscular relaxation
and clinical improvement, e.g. Raskin et al (1980) note that -~

"Those individuals who had the most substantial reduction in

anxiety were no different from those who had the least clinical

improvement with respect to their EMG scores or changes in those

scores...subjects' EMG scores rose significant from the treatment

period to the post treatment period while their anxiety level

remained constant™ (page 96).

‘The above authors argue that on the basis of their findings, the ability
to relax is not directly related to the reduction of anxiety symptoms and
cite as evidence the fact that physiological changes over sessions were
not related to clinical improvement. Johnston (1986) argues that the
therapeutic effects of relaxation may, in papt, be mediated by cognitive
and behavioural changes which occur as a result of the subjective effect
of regular practice. Plotkin and Rice (198l1) suggest that the perception
of control of physiological process may be as important as actual
physiological change, 1.e the experience of success with feedback may
contribute to the therapeutic outcome even if the actual physiological

change is negligible or irrelevant to the outcome.

Lehrer et al (1983) discuss two possible mechanisms to explain the

relaxation effects:
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A. The unitary model of arousal/relaxation (Benson et al 1974):
This suggests that all relaxation techniques provide a common
integrated ‘'relaxation response?.

B. Multi-process model (Davidson and Schwartz, 1976):

Within this model the authors suggest that techniques focusing on
somatic aspeéts of stress (e.g. EMG-FB) would produce a pattern of
physiological change different from that produced by a cognitively

focused technique (e.g. meditation).

Evidence for these two models are inconsistent and studies often suffer
from methodological limitations (e.g. see Cauthen and Prymak, 1977).
Warrenburg et al (1980) produce support for a revision of the multi-process
model wherein specific effects are superimposed upon a general relaxation
produced by relaxation techniques (Schwartz et al, 1970). As Lehrer

et al (1983) point out, this is consistent with findings that show PMR

and meditation-both produce reductions in various measures of arousal

(see Lehrer, 1982; Woolfolk, 1975) and see Poppen (1988) for a

detailed assessment of these issues.

A previous chapter noted the difficulties in obtaining a reliable
physiological assessment. These problems are of relevance in bio-
feedback studies. It 1s unreasonable to expect that teaching a

person control over a single physiological response will result in total
physical and psychological relaxation. Lebeouf and Lodge (1980) showed
that while their EMG-FB group evidenced the greatest reduction in

frontal EMG activity, there was no difference between the EMG group and
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a PMR group in heart rate. These authors note "It seems unlikely

that the technique could ever be the panacea for chronic anxiety

since there is an increasing awareness that anxiety neurosis consists

of many dimensions of behaviour other than physiological ones"™

(page 284).

Raskin et ai'(198o) conclude that relaxation treatments were insufficient

in the treatment of chronically anxious subjects.

EEXEXXXXAXAXXXXXXXXXX

It is clear that in the treatment of complex clinical problems such as
GAD, reliance on single techniques 1s of limited use, However,

recently, there have been signs that more complex multi-dimensional

treatment packages may well be of greater benefit.



3. ANXIETY MANAGEMENT TRAINING (AMT)

AMT is the most successful modification of desensitistion (Suinn and
Richardson, 1971; Suinn, 1976). It can be a useful technique in

cases where exposure is difficult (Deffenbacher and Suinn (1987).
Anxiety is viewed as a drive state and, by teaching patients to become
aware of internal cues of anxiety and to attend to them, the individual

can control anxiety symptoms without having to tackle the root causes.

Patients are initially trained in relaxation and structured rehearsal
of relaxation skills is carried out during consultation (Denney, 1980).
Structured rehearsal achieves two objectives:

1. Discrimination of tension cues.

2. Practice and use of relaxation to decrease anxiety.

Patients are then asked to induce anxiety, generally by mental imagery.
Following the use of a standard word (e.g. "relax") or stimulus (e.g.

deep breath) the patient controls the anxiety by the use of imagery and/or
relaxation . The cue can then be used in-vivo. The rationale offered
is that the anxiety symptoms will cue the relaxation responses and thus
prevent further cueing of anxietly. AMT has been shown to be useful in

studies of generalised anxiety amongst college students (Edie, 1972;

Schumacher, 1976).

Hutchings et al (1980) cited earlier, in a well controlled study of 70
college volunteers who reached the criteria of scoring in the upper 15%
of the distribution of the EPI (Eysenck and Eysenck, 1960) and a

modified version of the Taylor Manifest Anxiety Scale (Bendig, 1956),
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randomly assigned subjects to AMT, Applied Relaxation, Relaxation only,
Placebo and untreated control. Results‘Suggested that relaxation alone
had little impact on general anxiety while AMT and AR were both moderately
effective in reducing self-report measures of generalised anxiety. The
authors concluded that the addition of a structured rehearsal component

to applied relaxation led to AMT being the most effective procedure for

treating generalised anxiety. They hypothesised that the rehearsal

helped subjects pinpoint somatic anxiety at an earlier stage thus finding
it easier to reduce. By the use of rehearsal during the consultation,

subjects were better prepared to use the skills in-vivo and more confident

about their ability to cope.

While studies using college volunteers may, at times, be of use in the

development of therapies, care has to be taken about generalising from
this population to a clinical population. Bernstein and Paul (1971)
assert that analogue and clinical subjects are sufficiently dissimilar
as to obstruct the generalisation of findings from one population to

another (evidence for this assertion has been found by Sallis et al, 1980).

Sipprelle (1967) offered a variant of AMT which he called "induced anxiety".
A modification of this technique was devised by Hamilton and Bernstein
(1977). They present a single case study involving a generally anxious
male. Following relaxation, the patient was asked to turn his attention
inward. Suggestions to "feel a small feeling start to grow" were given
and indications of muscular tension, increased swallowing and breathing
changes were verbally reinforced. At a predetermined SUD level the

patient was instructed to relax. This procedure was repeated five times
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during each of the three treatment sessions. Improvement was noted
and the authors suggest that avoiding visualisation of anxiety-provoking
situations circumvents problems with poor imagery and also facilitates

a development of generalised coping responses.

Jannoun has broduced two reports on clinical populations using AMT
(Jannoun et al, 1981, 1982). The first paper reported on a primary

care treatment of 15 patients complaining of anxiety problems. A self-

help treatment was abbreviated for use in general practice and involved

four components:

l. Self-monitoring - a daily diary recording occurrence of symptoms,
severity and provoking events.

2. Instructional booklets.

3. Taped PMR.

4. Cognitive control - in which patients were taught to provoke images

and to engage in positive self-talk.

By the end of treatment, an independent assessor rated 80% of patients
as 'improved' or 'almost free of presenting symptoms!'! - the remaining
20% showed no improvement. 60% of patients maintained their progress

at three month follow-up.

While accepting that this pilot study can be severely criticised on
methodological grounds (see Wilkinson, 1985), Jannoun reports success

in achieving the two main objectives, i.e. that AMT could be adapted for

use in general practice and that it could be an effective treatment for

generalised anxiety.
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Jannoun et al (1982) followed up this report with a controlled study
of 'anxiety state' patients. Independent and self-assessment showed
significant improvement in the AMT group and this improvement was
maintained at three month follow-~up. Use of anxiolytic drugs showed

a 60% decrease by end of treatment and this was again maintained at

follow-up. -Although again pointing to design limitations, Jannoun
noted that comparisons between AMT and no treatment condition showed

that the changes during treatment were mainly due to the effects of the

treatment rather than other factors, e.g. self-monitoring.

Ramm et al (1981), in a small scale study of non-phobic anxiety patients

of whom only one had not experienced panic, randomly assigned 12 patients
to AMT with either positive or negative self-instruction. Therapies

differed at the rehearsal stage when patients were asked to imagine them-
sevles in an anxiety provoking situation and, as the therapist guided
them through the situation, they were prompted with self-instruction
statements from a standardised cue card. The 'positive group' used
positive self-statements which included examples such as "I can cope
with these feelings"; "Even if I make a fool of myself, it is not the
end of the world", while the negative group used negative self-statements

which included "I am really going crazy"; "I can't cope with this

situation.".

Surprisingly, there was little difference between the two groups and
overall improvements were not impressive. At one month follow-up the
only significant difference between the two groups related to background

anxiety - a difference in favour of the positive condition. At three



month follow-up, this group showed less pathology as measured by the

global rating of the Fear Questionnaire.

The use of standardised statements were found by some individuals as
unrealistic or irrelevant but the paradoxical effects of the negative
self-statemeht group is difficult to explain. Mathews (1985) suggests

the result could involve a placebo effect or that exposure to the

negative statements disrupted original mal-adaptive thinking patterns.
He cites as evidence for this view the similar benefits obtained by
combining paradoxical intention and exposure in the treatment of

agoraphobia (Mavissakalian et al 1983).

Blowers et al (1987) randomly allocated 66 GAD patients to AMT, non-
directive counselling or to a waiting list control. Individual treatments
consisted of 8 sessions lasting approximately 45 minutes each. All
therapists were trained nurses who were also qualified behaviour therapists.
Results to six month follow-up show few significant differences between

the two active therapies although AMT was consistently superior to the
waiting list control. The authors raise the question of how much of the
effects attributed to specific components in AMT are a function of non-
specific factors present in many different psychological treatments.
Interestingly, therapists in this study commented that, despite the
presentation of very different rationales and procedures, patients in

both treatments often reported similar cognitive changes possibly
signifying the adoption of common cognitive strategies. These interesting
speculations deserve future attention. It should be noted that there

was a total of 29 (of 66) drop-outs within the first half of treatment

perhaps reflecting the use of nurse therapists who may not have been

adequately trained in cognitive techniques.
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Another recent paper has compared the AMT with other establlished
treatment approaches (Lindsay et al, 1987). This study will be

discussed in detail in the following section.
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4., COGNITIVE/BEHAVIOQURAL APPROACHES.

These therapies are derived from the studies which have demonstrated

an association between anxiety and a variety of cognitions (Beck

et al, 1974; Mathews and Shaw, 1977; Hibbert, 1984 ; Rappee, 1985).
Assuming that the relationship is causal and that the direction of
causality is from cognition to affect, techniques have been developed
to identify, challenge and modify the cognitions and belief's associated

with anxiety. These techniques can be subsumed under the title of

Cognitive Behavioural Therapies.

FEXLXXXXXXL XL XXAXXRXXXX

Thought-stopping, although theoretically naive, was successfully
reported for the treatment of "phobias of internal stimuli" in an
uncontrolled study by Kumar and Wilkinson (1971). Mathews and Shaw
(1977) compared thought-stopping to a 'thought satiation! technique
wherein patients were asked to allow the anxious thoughts to remain.

In a treatment study with generally anxious patients, they unexpectedly
found no difference between the treatments, both showing clinically
significant improvement. Anecdotal evidence from patients suggest
that improvement in both groups was achieved by engaging in an
alternative activity, patients being distracted from the anxiety

provoking thoughts while, at the same time, realising that these

thoughts could be changed.
Hollon (1981) produced an anecdotal report on two patients suffering

from 'drug-induced' situational anxiety states. Using a variety of

cognitive and behavioural treatments, Hollon reports clinically
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significant improvements. Clark (1986) reports successful treatment

of six patients using Beck's cognitive therapy.

Last (1983) presented a single case study of GAD. Two cognitive
strategies - coping self-statements (Meichenbaum, 1977) and paradoxical
intention (Frankl, 1960; Ascher, 1980) - were alternated randomly

across sessions. Marked improvement was achieved and maintained at

one year follow-up. The author was unable to point to a differential
effectiveness of the two strategies. Interestingly, the greatest
reduction in anxiety ratings occurred during baseline when a
conditioning model was used to explain the aetiology and a cognitive

model to explain maintenance. This suggests the clinical usefulness

of information, expectation and perhaps other non-specific effects.

Ost (1985) also presented a single case of GAD. Stress-inoculation
training (Meichenbaum, 1977) was utilised in combination with
progressive relaxation. Significant improvement in a variety of

measures was noted and this improvement was maintained at one year

follow-up.

The preceding studies are all methodologically weak and therefore

caution should be applied in interpreting the results. Barlow

et al (1984) compared GAD and PD patients in an extremely comprehensive
treatment package. Treatment consisted of PMR and Frontalis EMG-IB
combined with cognitive behavioural therapy and cue controlled relaxation.
Therapy was spread over 18 sessions in a fourteen week period. Results

indicate significant improvement for both conditions on all measures
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(physiological, diary and questionnaire). Further improvement was
noted in some patients at the two follow-up points of three months and
one year. GAD and PD patients responded equally well to treatment
leading Barlow to question whether true differences exist between
these categories. Due to the various techniques utilised in this
package, tﬁe'mechanisms behind the improvements are not clear as
different patients may have responded to different therapeutic aspects

of the package. Four recent British studies and two U.S. studies

showed promising results in the treatment of this recalcitrant population.

a). British studies.

Durham and Turvey (1987) randomly assigned GAD out-patients to either
cognitive or behavioural therapy. The two conditions followed a
research protocol based on Beck and Emery's (1979) treatment manual.
Patients received a maximum of 16 hours individual therapy. The
behaviour therapy condition included strategies such as PMR distraction
and graded exposure. Cognitive therapy was concerned with the
elicitation and modifiication of automatic thoughts and dysfunctional

assumptions using socratic questions and hypotheses testing.

By the end of treatment, both groups had shown improvement with no
difference between the groups - 50-60% of patients in both conditions
were rated as markedly or completely improved, 20-25% rated as
moderately improved and 15-25% unchanged. This improvement 1is
particularly significant for the behavioural group given the view that
behaviour therapy has little to offer in the treatment of a condition
characterised by a lack of avoldance of any external situations. It
could be suggested that exposure treatments may be of value to patients

who experience panic and who, conceivably, show some degree of phobic

avoldance.

50



At six month follow-up, however, differences became more apparent
with the cognitive group maintaining or enhancing their progress while
the behavioural group reverted towards pre-treatment scores with 45%

of this group reporting no change or only slight improvement.

While the éﬁthors regard their results as promising, they note that
virtually no patients were symptom-free at follow-up and that one
third of patients had shown no degree of improvement. In order to
explain the superiority of cognitive therapy at follow-up, they
suggest the cognitive therapy offers patients a frame-work for
perceiving and coping with problems that inevitably build up in life

and that techniques learned during therapy could be generalised to deal

with a wide range of difficulties.

This study can be criticised on the following grounds:

1. Patients were not diagnosed according to an established
classification system, e.g. DSMIII.

2. Cognitive and behavioural treatments may not have been as distinct
as the authors suggest. They point out that the behaviour therapy
condition included the use of positive self-statements and general

§
pvoblem-solvinglfrategies while the cognitive condition included

behavioural techniques ‘when appropriatet. No information is

given on how frequently these techniques were utilised.

3. The disappointing follow-up scores for the behavioural group

may have been influenced by the less cohesive nature of that therapy -
unlike the cognitive condition, a number of diverse techniques seem

to have been used in a 'rag-bag' fashion which may have led patients to

51



view therapy as less intelligible and coherent than cognitive
patients. (No expectation measures were taken before or during the
study). It could also be argued that the use of graded exposure is

not appropriate in GAD as the assumption is made that no significant

phobic avoidance 1is present.

ii) Lindsay et al (1987) compared cognitive behavioural therapy,

AMT, lorazepam and a waiting list control. Patients were described
as chronically anxious although no attempt was made to separate GAD
from PD patients or classify them according to DSMIII. In addition
those patients showing high levels of depression were deliberately
excluded from the study.. Patients were seen for eight sessions over

a four week period. The cognitive behavioural therapy was a composite

of techniques suggested by Beck and Meichenbaum. AMT was based on
the work of Suinn and Richardson (1971). The lorazepam group was
prescribed the drug, 1 mg, t.i.d. for ten: days and 1 mg b.d. for a
further ten days. Interestingly, the lorazepam group showed the
fastest and most significant improvement. However, as the trial
progresssed, this group reported increases in daily anxiety ratings,
until, by the end of therapy, they were only slightly less anxious
than the waiting list controls. However, due to concerns about the
possibility of drug dependency, the dose used was reduced in the fourth
and final week of treatment thus patients were essentially drug-free
by post-treatment assessment thus invalidating any meaningful
comparison between psychological and pharmacological treatment.

In addition, patients were not matched in terms of the amount of

therapist contact.
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The CBT and AMT groups showed significant and consistent improvement

as therapy progressed. Although the CBT group showed lower scores

than the. AMT group, differences were not significant. There was a
correlation between statistical and clinical significant change in

both groups with a clear trend towards CBT patients ratings demonstrating
significanﬂ clinical change with about 50% of patients remaining in

the functional range at three month follow-up.

iii) Butler et al (1987), using a modified version of AMT - 'Anxiety
Management®' (AM) with 45 patients diagnosed as GAD (RDC definition).
The treatment package included a booklet, taped progressive relaxation,
distraction techniques, a form of self-instructional tfaining, graded

exposure and activity scheduling. Patients were allowed to stop

treatment after a minimum of four sessions if they were no longer

experiencing distress. Average length of treatment was 8.7 sessions.

Patients were randomly allocated either to AM treatment or to a waiting
list control. At three months, the AM group showed superior
performance to the control group on a variety of measures. At six
month follow-up improvement on all measures was either maintained or
increased further. Informal follow-up at one year was collated from
G.P. records. Two thirds of the patients had had no further

consultations with their G.P.s although nine had required additional

treatment for anxiety including the use of medication.

Due to the complex array of techniques used in this study, it cannot

be determined why it works or what procedure contributed most to



treatment success. In addition, patients complaining of continuous
symptoms for 2 years or more were excluded from this study. Thus
these results may not apply to more chronic anxiety sufferers who may
be more representative of GAD patients referred to out-patient clinics.
However, the results are promising and the study requires replication

and its various components analysed in more detail.

iv). Power et al (1989) report on a well controlled primary care

study of generalised anxiety (RDC). Patients were randomly assigned

to a cognitive-behavioural condition (n = 10), diazepam condition

(n = 10) or placebo medication condition (n = 11). Treatments were
balanced for degree of psychologist/patient contact. Although no
significant differences existed between the groups, only the cognitive-
behavioural group evidenced a significant improvement effect over time
although a trend towards improvement was achieved by the other 2 groups.
Of interest is the large variation (as evidenced by the S.D.s) in

response all three treatments.

b). U.S. Studies.

i) Rapee and Barlow (1988) presented preliminary results of a
large controlled study in Albany. They compared four tfeatment
conditions : relaxation, cognitive restructuring, combined condition
and waiting list control. All subjects received 15 weekly sessions.

Data are available for 46 subjects for pre ~ post data and 13 subjects

at follow-up.

Results suggest that relaxation treatment and cognitive restructuring
are relatively effective. Interestingly, the combined treatment

condition did not appear to produce as much improvement as either
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the relaxation or cognitive restructuring treatments alone. It
should be noted, however, that six subjects (of thirteen) dropped
out of the relaxation condition. Due to the small number reported

on at this interim stage, little can be concluded until completion of

this study.

ii). Borkovec and Mathews (1988), following a successful study using
volunteer subjects reaching criteria for GAD (DSM-III), (Borkovec et al,
1987), extended the investigation in three ways. Firstly, older

and more severely anxious subjects (GAD and PD) were employed.

Secondly, in addition to cognitive therapy and non-directive therapy,
the study employed a coping desensitisation condition and finally,

more experienced therapists were used. Random assignment resulted

in six GAD subjects (DSM-III criteria) in each of the three therapy
conditions. All subjects received twelve individual sessions, twice
weekly and two booster sessions a week apart after the post-therapy

assessments. Sessions varied from 60 to 105 minutes.

Results falled to support differential effectiveness among the three
therapy conditions. Each condition produced significant improvement
on a wide range of outcome measures, maintaining this improvement at
one year follow-up. The authors suggest that the observed changes may
have been due to elements common across the three therapy conditions.

Relaxation training was involved in all conditions, however non-

specific factors such as expectation may also have been of significance.
They also suggest that processes such as alternative conceptualisations
of one's anxiety or the self-discovery of coping methods may also be

operative. This suggestion echoes that made by Blowers et al (1987).
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5. COGNITIVE BEHAVIOURAL GROUP THERAPY.

Specific advantages of group work include more economical use of the
therapist's time but, more importantly, allows for potentially
beneficial factors such as vicarious leaming, growp pressure
motivating the patient to attend new behaviours, group approval
reinforcing these behaviours and generally letting the individual know
that he does not have a unique problem (Upper and Ross, 1977;

Johnson, 1975).

On the basis of investigations into the transactional patterns of
groups carried out by workers from different persuasions (e.g.

Flowers, 1979; Yalom, 1970), various factors believed to promote
clinically relevant change have been abstracted. Yalom (1970),
enumerates 10 such 'curative factors' - cohesion, altruism,
universality, imparting of information, corrective recapitulation of
family relationships, imitation, interpersonal learning, installation
of hope, soclial skills acquisition and catharsis. Very similar factor

clusters are offered by other investigators {(Corsini and Rosenberg,

1955; Leiberman, 1975).

Woodward and Jones (1980) carried out group therapy on generally
anxious patients. Patients were randomly assigned to one of four
groups.

1. Modified systematic desensitisation.

2. Cognitive restructuring.

3. Cognitive behavioural modification (combination of one and two).

4. No treatment control.
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There were only six to seven patients in each group and therapy
consisted of eight weekly sessions although treatments were incompletely
specified. Results show that the combined treatment group improved
significantly more than the other two active groups in terms of

Fear Survey Schedule although this may not be a valid measure of
1mprovemeﬁ£ in GAD patients. In terms of subjective diary ratings,

the combined treatment and modified systematic desensitisation groups
were significantly better than the cognitive restructuring group.

This improvement was maintained at the short follow-up time of one
month. The poor result with cognitive restructuring was similar to
that obtained by Emmelkamp et al (1978) ﬁith agoraphobics and the
authors hypothesised that this is not an effective treatment for GAD
patients because it relies on 'insight' (Thorpe and Amati, 1976) and
thus may be too difficult for some clinical patients. They suggest
intelligent students used to thinking rationally may benefit more

from thls aproach. The study can be criticised on a number of grounds.
Diagnosis was subjective, choice of outcome measures poor and the
numbers in each group were small. Treatments were incompletely
specified and the four week follow-up inadequate. In addition, the

extent of clinical change is not clear (Barlow et al, 1984).

Skinner (19845, in an uncontrolled pilot study, reports on a six

session anxiety management group of primary care patients presenting

with 'anxiety related symptoms?'. A maximum of six patients were

seen in each group. The course combined education about anxiety, PMR,
cognitive restructuring/positive thinking and cue control of relaxation.
At one year follow-up, 22 of the 35 patients reported that their

target anxiety symptoms were eliminated. Another 12 reported improvement

and two thirds had stopped psychotropic medication.
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Shapiro et al (1982) compared cognitive behaviour group therapy with
individual therapy and also traditional process-orientated interpersonal
group therapy. Patients were diagnosed as 'adjustment disorder with
depressed or anxious mood'. The cognitive behavioural group in

individual therapy composed of relaxation training, a combined cognitive

approach combining the work of Ellis and Beck and assertion training.
Treatments consisted of ten weekly sessions. Results indicate that

all three experimental groups significantly improved in all dependent
measures from pre to post treatment. No differential treatment effects
were found. As with many of the other group therapies, this is an
extremely methodologically weak study. Patients had not been diagnosed
according to any classifiication system, measures used are poor, no

follow~-ups included and little description of therapy or experience in

using cognitive techniques given.

Jupp and Dudley (1984), in a descriptive paper of group anxiety
management, present information on three groups run on an informal
learning basis with a large didactic component. The content of the
group therapy involved information, positive thinking, target setting,
exposure and relaxation. Six weekly group sessions involving a maximum

of seven generally anxious patients were undertaken., Questionnaire

and therapist ratings showed signifiicant improvement.

Eayres et al (1984) report on pilot studies designed to test a
'coping skills package' for generally anxious problems (although
patients within the group also appeared to have included agoraphobics,

socially anxious patients and those suffering from tension headaches).



Coping skills group included instruction in PMR, AMT, positive

self-talk, targeting and self-monitoring. The relaxation group
involved listening to a PMR tape followed by a general discussion.
Results indicate that all but three subjects reported at least some
progress. There was no significant difference between the two
conditions e;cept on the STAI:A-Trait (Spielberger, 1970) which

favoured the coping skills group. The authors suggest that the

coping skills package may have been too difficult for some patients to
understand within the sixX session course. It may be that this

package lacked consistency which would have aided patients' comprehension

and appreciation of the methods being used.

Trepka et al (1986) compared individual therapy with two types of

group treatment - an anxiety support group which involved 12 unstructured
sessions during which the 7 patients were given the opportunity to
discuss problems and an anxiety management group which contained 5
patients. This involved 1l sessions during which relaxation, self-
hypnosis and graded exposure were taught. Neither group approach had

a clinically significant effect on'anxiety symptoms as reduction at

the end of therapy disappeared by one year follow-up. Individual

therapy was somewhat more successful.

Powell (1987) reports on 47 patients treated in six anxiety management
groups of whom only one third were defined as ‘generally anxious'.
Coping skills such as deep and cued relaxation, respiratory control,
rational self-talk, and distraction were utilised. Drop-out rate
over the six sessions was 19%. Results suggested decrease in symptom
severity, an increase in confidence in coping and a decrease in the

negative effect of anxiety 1n dally life. Although anxiety levels
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fell significantly Powell notes that they remained moderately high.

Asked to rate what they had found useful about the course, patients
suggested that "information about anxiety and stress" and the

experience of "being in a group and meeting people with similar problems"
were rated more highly than any of the coping skills. This corresponds
to Jupp and-Dudley's (1984) finding of the importance of the informational

aspects of therapy and perhaps helps explain why most change was noted

during the informational sessions of the individual cognitive therapy
reported by Last et al (1983). Powell cites Eayres et al (1984) who
noted that group members frequently suggested that the most helpful
aspect of treatment was ‘'the opportunity to share problems with others
in the same boat'. (page 126).

This finding taken from the above studies, most of which are extremely
limited due to methodological weaknesses, suggest that simply being
in a group may, in itself, be an integral part of therapy. Powell,
indeed, suggests that psychologists should place less emphasis on

our role as indiyidual therapists and move towards the position of

educators, utilising the benefits of groups.
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6. OVERVIEW OF THE TREATMENT OUTCOME LITERATURE -

SOME METHODOLOGICAL ISSUES.

The previous sections have reviewed a range of interventions which

appear to vary considerably in their impact on GAD (or related diagnoses).
There appears to be little evidence suggesting the superiority of any

one relaxation technique over any other and, further, that reliance on

a single technique in the treatment of a complex multi-faceted problem
such as GAD 1s of limited use. Several treatment packages derived

from Anxiety Management Training and Cognitive-Behavioural therapies

seem to offer clinically effective techniques.,

From a methodological point of view, treatment studies have varied

from the grossly inadequate to the imaginative and well-controlled.

This is inevitable in a review of any clinical condition. More recent
studies have 1identifiied and remedied a number of weaknesses in methodology
which were previously evident. Nevertheless, there remain some serious
shortcomings, and it is partly through a concern to address these that

the present study has been undertaken. In the interests of parsimony,
therefore, it may be of value to review these studies on the basis of

their major methodological deficiences. These are as follows:

1 Subject selection.

ii Changes in diagnostic convention.
iii Measures of change.

iv Confounding of treatment variables.
v Adequacy of controls.

vi Analysis of treatment outcome data.
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i). Subject Selection.

Many of the studies previously noted have used non-clinical populations
and, in particular, students and are, therefore, subject to the criticisms
commonly levelled against analogue research. An analogue approach

does, of course, have its place. Used in an exploratory manner, key

issues can ﬁé identified and methodological, practical and conceptual
questions raised for further enquiry. One good example of using
analogue research in this way can be found in the work of Borkovec and
his colleagues reported in a previous section. However, the more
typical picture is of analogue populations being regarded as sufficiently
similar to clinical populations to warrant generalisation of results

from one group to another.

A related point concerns the use of 'volunteers! for a particular
technique. The suggestion that a volunteer for, e.g. T.M., can be
regarded in the same light as an unsolicited subject is fraught with
problems as are subjects solicited through "recruitment drives" through
media advertising. It could also be argued that subjects in many U.S.
studies who initiate contact with the treatment centres and pay for
therapy may differ in important respects from British patients who are

referred by their General Practitioner to N.H.S. out-patient departments.

It is also evident that some studies which report on clinical samples
may, by the nature of the exclusioncriteria employed, "clean up" samples

in such a way as to make them less representative of typical clinical
case-loads and, further, possibly bias their results by treating problems

which are less hampered by assoclilated difficulties which have been
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removed by the exclusion criteria. An example of this is the
Butler et al (1987) study which excluded patients reporting consistent
anxiety for two years or more and the Borkovec and Mathews study

(1988) which excluded GAD patients who also reported severe depression

as a secondary problemn.

ii) Changes in Diagnostic Convention.

More so than almost any other disorder, the definition of GAD has

been substantially altered by changes in the DSM system over the decades.
Thus patients diagnosed as GAD under DSM-III conventions may not be
similar to those diagnosed under DSM-III-R conventions. In addition,
many studies do not use DSM (or, indeed, a reliable assessment procedure)
and thus diagnoses of "generally anxious", "anxiety state", "non-

phobic neurosis" and "chronically anxious" dominate particularly the
poorly controlled studies relating to the T.M., Progressive Relaxation
and Biofeedback literature. Such diagnoses are also common in the

group therapy literature making comparison across studies difficult

if not impossible.

iii). Measures of Change

It is clearly of great importance to ensure that in any comparative study,
a balanced assessment is conducted to minimise the possibility of any

b;as favouring any one treatment and that all relevant aspects of thej
desired behavioural change are represented. The former is particulariy
relevant where therapies of conflicting theoretical bases and conceptually

distinct objectives are being compared.
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There is often an overemphasis on measures of cognitive and somatic
anxiety with the relative neglect of behavioural measures of anxiety.
This in part reflects the view that GAD is characterised by a lack of
behavioural dysfunction but from evidence presented in the chapter
on the Three Systems Theory of Anxiety, the importance of adequate
assessment-of all 3 systems attains greater importance than it has

been previously.

- Adequate follow-up is of considerable importance. For the purpose

\ of most psychological research it appears that follow-up at three or

six months is viewed as reasonable. However, several studies have

used much shorter follow-ups, e.g. four weeks (Woodward and Jones,

1980) and two weeks (Townsend et al, 1975).

' One final area of neglect has been the failure to investigate the
generalised changes in day-to-day functioning which result from

\therapy. Thus measures of, for example, coping would be useful.
The present study was designed to address these issues.

iv). Confounding of Treatment Variables.

At this stage in research into the effectiveness of treatments for

GAD, many studies involve a number of techniques. For example,

Butler et al {(1987) utilised a heterogeneous treatment package in
their study. Although showing that the package produced significant
improvement, it 1s not clear why the treatment worked or what procedure

or combination of procedures contributed to its success.

The present study will address this issue.



v) Adequacy of Controls

While most studies have employed a waiting list control, few have

used a placebo condition to control for non-specific factors. This
is a particular weakness in the literature. Both Blowers et al (1987)
and Borkovec and Mathews (1988) point to the absence of a placebo
comparisonycondition in all investigations of non-phobic anxiety
disorders. In the absence of a placebo condition, these workers are
unable to explain the similar changes found across conditions in

their studies and are left suggesting that non-specific factors may

be of importance. It is noteworthy that anxiety has been found to

be among the few consistent predictors of positive placebo reactors

(Shapiro and Morris, 1978).

The present study will address this issue.

vi). Concomitant medication.

Given the large number of generally anxious patients who may be using
benzodiazepine drugs, there is clearly a need for drug intake to be
controlled. Little attention has been paid to this issue (e.g.
Mathews and Shaw, 1977; Durham and Turvey, 1987). Power et al (1989)
note that diazepam treatment, at least initially, may have useful
clinical application while withdrawal symptoms following cessation of
medication may significantly affect anxiety reborts. Thus failure

to control for these possibilities may influence outcome measures.

The present study will address this issue.
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vii). Analysis of Treatment Outcome Data.

The most useful outcome data are those which are both statistically
and clinically meaningful. Analyses may be statistically robust and
significant without necessarlily being of great clinical importance.

The traditional comparison of group mean values across experimental

conditions may be particularly suspect since no information is provided
on the variablility of treatment outcome amongst subjects in each group.
This information is of considerable interest as c¢linical research
should drive clinical practice, but may do so only when research

findings are known reliably to predict outcome for the individual case.

A number of workers have made recommendations as to how testing for
clinical significance might be achleved. For example, Kazdin (1977)
has suggested that a return to normal functioning may be a standard
against which to determine the significance of clinical change.

This approach requires that some normative information is available |
with which to compare post-treatment scores. The proportion of
patients achieving normal scores after treatment can then be deduced.
Other workers have recommended a 50% change of symptomatic level
(Jansson and Ost, 1982) as a useful criterion. Jacobsen et al (1984)
have also discussed these issues and have stressed the need for an
agreed Standard convention which is "applicable to a wide variety of
clinical problems, ....objective, relatively free of bias and sound
from both a psychometric and clinical perspective". Although no such

standard has as yet been determined, some analysis of this type is

clearly required.
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Analysis of outcome, conducted upon mean values, may be incomplete
also if the mean score is taken to be a respresentative statistic
descriptive of ''typical" anxiety pattern. A simple measure of range
or standard deviation would appear to be useful as an index of

variability. Thus the employment of both mean and SD scores would
i .
' make it possible to report treatment effects in terms of changes in

typical anxiety patterns.

, The present study addresses both of these issues outlined above. Both
mean and SD scores for all variables will be analysed in the Results

section and the clinical significance of the results obtained will form

a major focus of the Discussion to follow.

In this and in other ways noted in previous sections, the present

study hopes to overcome some of the shortcomings of past research.
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7. CONCLUSIONS

In general, there is now increased emphasis being placed on cognitive
mediation in behavioural change. This suggests that it is no longer
as important to distinguish procedures as it is in simply defining

effective treatment programmes combining effective strategies. There

is a growiﬁg recognition from representatives of different schools of
thought acknowledging the potential value of a range of techniques and

to show increasing flexibility in the application of these techniques
(Goldfried and Padawer, 1983). Frank (1985) suggests that this reflects
the growing recognition that all psycho-therapeutic procedures share
certain healing components which account for a considerable proportion
of their effectiveness. (See Beitman et al, 1989 for a review of the

movement toward integrating the psychotherapies).

At this point in time, cognitive approaches seem to be a promising

approach to the treatment of this population, however the preceding

evidence 1s often marred by the methodological weaknesses outlined
which must be seen as an indictment of a profession supposedly well
trained in research methodology. However, final evaluation of the

effectiveness of cognitive approaches awaits further large scale well

conducted control trials.

RX AR KL LAXXXLATXXRXR

In the preceding section on group therapy, the importance of information
transmission during therapy was highlighted. The following chapter

looks at an important method of information transmission utilised in

the present study - bibliotherapy.
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CHAPTER 3

BIBLIOTHERAPY



BIBLIOTHERAPY

Although the concept of the use of books in the treatment of

physical or psychological problems was not formally identified

until the twentieth century, the idea itself was recognised much
earlier {Alston, 1962; Sclabassi, 1973). Tews (1970) notes that

the great libraries of three millennia ago bore the Greek inscription
"Medicine [or remedy] for the soul",. The first century Roman
encyclopaedist Aulus Cornelius Celsus urged that critical Jjudgement
could be stimulated in patients by means of the reading and discussing
of the sayings of the great orators while Rabelais prescribed literature
for his patients as part of their treatment (Schneck, 1944). While
of interest in classical times, the theraéeutic emphasis on biblio-

therapy has now shifted from active reading itself to become a

medium for directive guidance (Dow, 1982).

Although during the century the emphasis on bibliotherapy echoes
that of wider theoretical and therapeutic concerns, e.g. Dumont's
(1913) Self-Help Treatment for developing personal magnetism, it

was in its application to psychoanalysis that bibliotherapy became

an established adjunct to therapy.

A relationship of the dynamic of psychotherapy to psychological
principles in the application of bibliotherapy was postulated by
Schrodes (1949, 1960, 1961). Theorising that the use of imaginative
literature may produce results similar to those produced by direct
analysis, Schrodes believed that the experiences induced by reading
paralleled, in substance and function, the phases occurring in
psychoanalysis: universalization, identification, projection,

introjection, catharsis and insight (see also Slaveson, 1950).
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The examples used in psychoanalysis include group therapy

(Powell et al, 1952; Roman, 1957; Floch, 1958); Children (Cohoe,
1960); Stammerers {(Emerick, 1966) and Schizophrenics (Mascarino
and Goode, 1940). However, as Dow (1982) points out, there is

no empirical evidence to substantiate these early claims for 1its

effectiveness, (see Peterson, 1935; Darling, 1957; Ryan, 1956).

This chapter will concentrate on -

l). BEHAVIOURAL BIBLIOTHERAPY.
2). COGNITIVE BIBLIOTHERAPY.
3). ISSUES IN THE EVALUATION OF MANUALS.

4). CRITERIA FOR A TREATMENT MANUAL.

5). MAINTAINING AND ENHANCING TREATMENT GAIN.

6). POTENTIAL DISADVANTAGES OF TREATMENT MANUALS.

7). CONCLUSION.



1. BEHAVIOURAL BIBLIOTHERAPY

While self-help books today relate to a wide range of techniques,

for example, Gestalt, Ratlional-Emotive Therapy, Transactional

Analysis and Hypnosis, the greatest growth in the development and

use of bibliotherapy material has been by behavioural therapists.
Glasgow ané Rosen in their 1978 review identified 75 self-help
manuals published or reported in the preceding five years. O'Farrell
and Keuthen (1983) identified 124 behavioural self-help manuals.

| In both papers the authors noted that this represented only a fraction
of all manuals available - Kimbrel (1975) identified over 100 books

on dieting alone. The majority of manuals are problem orientated
and so wide that almost all problem areas are covered, e.g. controlled

drinking (Robertson and Heather, 1982); depression (Burns, 1980);

insomnia (Alperson and Biglen, 1979); sexual dysfunction (Dow, 1980);
social skills (Fensterheim and Baer, 1975); agoraphobia (Mathews

et al, 1977); child behaviour problems (Matson and Ollendick, 1977);

smoking cessation (Lando, 1977).

The interest in self-help (or D.I.Y.) procedures may represent
the growing ethos of self-help which leads people to seek help
for a wide range of problems from a wide range of sources other

than health and social services (Turvey, 1985).

Psychologists,aware that they are able only to see a fraction of

the psychological problems in the community (e.g. Espie and White,
1986), therefore see bibliotherapy as an opportunity to reach larger
numbers of people while, at the same time, solving or at least

reducing the dilemma voiced by Hawks (1981) of meeting the demands



of a large clinical population while allowing time for a detailed
assessment in the treatment of complex problems requiring the

therapist's direct intervention.

Dow (1982) suggests that the development and examination of behavioural

bibliotheraby have been prompted by a number of potential advantages

with this form of treatment:

al enhanced cost-effectiveness (Kahn and Baker, 1968).

b} may help counteract negative views of behaviour
therapy by providing "power to the peaqple™.
(Rosen, 1976)

¢c) 1increased accessibility of treatment.
(Bastien and Jacobs, 1974)

d) may‘help:maintéin treatment gains (1) by extending
the involvement of significant others (Mathews et al,
1G677), or (2) by increasing perception of self-
efficacy by self-initiated change (0'Brien and

Kelly, 1980).

e) providing various support by reducing feelings

of "standing alone" (McCary and Flake, 1971).

f) increasing privacy and reduced embarrassment
(Kass and Stauss, 1975).

g) potential use 1in enhancing compliance with

treatment (Ley, 1977).
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2). COGNITIVE BIBLIOTHERAPY

Within the 'cognitive revolution', the use of treatment manuals

has been described as a "small revolution" (Luborsky and DeRubeis,
1984). Many of the assumptions of cognitive bibliotherapy can

be traced to behavioural principles. For example, in the preface
of their tréatment manual on cognitive therapy for depression,

Beck et al (1979) stated that "Methodological behaviourism, with
its emphasis on specifying discreet goals, delineating the concrete
procedures instrumental for achieving these goals and providing

prompt tangible feedback, added new dimensions to cognitive therapy"

(page 4).

However, cognitive bibliotherapy has modified the behavioural assumption
that therapist variables are much less important than treatment
variables and procedures in treatment outcome. In general, cognitive
treatment manuals provide a greater degree of flexibility in treatment
guidelines. For example, in the Beck et al (1979) manual referred

to above, specific reference is made to the interpersonal context

of therapy and the need for flexibility (see also Luborsky, 1984; 7
Beck and Emery, 1986). Thus cognitive theorists, to a greater

degree than behavioural theorists, identify hypothesized critical
features of both the therapist (warmth, empathy, genuineness)

and the therapeutic interaction (basic trust, rapport) - the
'collaborative empiricism!' that Beck regards as the cardinal feature

of the therapeutic relationship in cognitive therapy.

T4



3). ISSUES IN THE EVALUATION OF MANUALS

It is important to distinguish between the varying degrees of therapist
contact in bibliotherapy. Glasgow and Rosen (1978) divide the

degree of patient reliance on the therapist contact into three

categories:

l. Self-Administered Therapy -~ In this condition the written
material constitutes the sole basis of treatment and therapy 1s

administered in the absence of therapist contact.

2. Minimal Contact Therapy - Although the written material
constitutes the main basis of treatment, some therapist contact,

e.g. in the form of telephone calls, infrequent meetings or

correspondence by mail can occur.

3. Therapist Administered Therapy - Regular contact with the

therapist with sessions focused on clarification or elaboration
of information in the manual. This differs from therapist directed
therapy in which the sole basis for treatment is contact with a

therapist and a manual is not used.

This section will concentrate on some of the main issues associated

with the evaluation of manuals.
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"Imagine for a moment, a group of professionals
who adequately validated self-help books and
who educated consumers in their proper use.

This indeed would be something new".

(Rosen, 1976 - page 179).

Given the obvious attraction for busy psychologists, it 1is not
surprising that there has been a vast increase in the number of
therapy manuals available both for clinical and sub-clinical problemnms
(Frankel and Merbaum, 1982). While these manuals have been developed
from clinical expertise and experience, there has been little empirical
research into their efficacy. This state of affairs is not unique

in behaviour therapy - e.g. Barlow in his presidential address

at the 1979 Association for the Advancement of Behaviour Therapy,
criticized the current research effort as "A shallow approach to
scientific evaluation which ignores failures and disourages a more
thorough analysis". Others have noticed that the effect of many
behavioural procedures remains unclear and there are problems which
seem refractory to almost all psychotherapeutic interventions

(Kazdin, 1979; Yates, 1975; Agras and Berkowitz, 1980).

In addition, difficulty relates to the assumption that a treatment
manual shown to be effective under one condition will be efficacious
under another. Turvey (1985) notes that this ignores possible
problems of generalization (Stokes and Baer, 1977). He examines,
for example, the claims on the cover of a book by Burns (1980)
nFeeling Good", that the book contains a clinically proven drug-

free treatment for depression. While the treatment (Beck's



cognitive therapy) has been shown to be effective under therapist
directed conditions (see Rush et al, 1977; Blackburn et al, 1981;
Teasdale et al, 1984), there is no evidence as yet for its comparable

efficacy under self-administered conditions.

Some authors have addressed this problem, e.g. Mathews et al (198l),
in the treatment of agoraphobia and Robertson and Heather (1982)

for problem drinking. The latter authors also included a control
group to assess whether changes were due to the specific instructions
in the manual or other factors. Heather et al (1986, 1987) compared
a self-help manual based on behavioural principles (Robertson and
Heather, 1983) and a general advice and information booklet on
alcohol problems (Grant et al, undated). Evidence at both six
month and one year follow-up showed that the self-help manual showed
a significantly greater reduction in consumption than those receiving
the control group booklet. 0O'Dell et al, (1982) in a study relating
to acquisition of parenting skills, presented the same information

in different formats; written manual, audio tape, video tape modelling
or live modelling and rehearsal with the parent's child. All
training methods were superior to minimal instructions. The video
tape manual was significantly less effective than the written manual
or the live modelling with rehearsal. There were no significant
differences among the written, video tape or live modelling with
rehearsal training methods. 0'Dell et al conclude that the data
support the utility of replicable media materials as important
adjuncts to training and in particular cite the effectiveness of

video taped modelling.
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a. Subject Attrition

A major problem when self-help manuvals are self-administered with
minimal therapist contact is a large degree of sample attrition.
Glasgow and Rosen (1987) suggest that as many as 50% of subjects

starting self-administered desensitisation dropped out during

treatment. Heather et al (1987) note that of the 785 individuals

who responded to newspaper advertisements offering free help to

cut down drinking, only 247 returned questionnaires in the free

post envelope provided or were successfully contacted by telephone.
This represents a 69% attrition rate between responding and completion
of assessment measures. At one year follow-up, only 110 subjects
returned questionnaires -~ an attrition rate of 86%. Turvey (1985)
notes that knowing what proportion of the initial sample start

and complete treatment is important in terms of evaluating cost

effectiveness. There are also important implications in terms

of improving the overall success of treatment.

b. Manual Intelligibility

Some of the above attrition rates may, in part, be due to difficultiles
understanding the manual (although Heather et al report 80% under-
standing for the booklet), as a number of studies have shown

. that level of readability is an important factor in reader perseverance
and compliance with contents of the text (e.g. Klare, 1963;

Smart, 1973). Dow (1982) stresses the importance of readability

and comprehensibility inasmuch as they contribute to a cognitive
hypotheses of conmplliance. He notes that a patient's retention and
comprehension of the medical information presented to him are directly

related to his satisfaction with the doctor's communication and his
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compliance with the advice therafter. It is a criticism of
bibliotherapy that few studies have investigated readability

(Glasgow and Rosen, 1978; Arkell et al, 1976).

Using the Flesch formula (1948), in the manner employed by Andrasik

and Murphy (i977), O!'Farrell and Keuthen (1983) assessed the readability
of 124 (of the 159 listed by Glasgow and Rosen, 1978) self-help

manuals. They concluded that 35% of the United States population

over 25 "Might find many of the manuals too difficult for comfortable
reading™ (page 451). Dow, (1982) reviewing the readability of
published self-help sex therapy manuals found that they were,

in general, unsuitable for 60% of the general population. Dow (1980)

was able to produce four manuals for sexual problems which can

be understood by 75% of the population.

Investigating problems of comprehension and recall of medical
information, several authors uncovered significant areas of mis-
understanding and -a lack of appropriate knowledge. Asking people to
locate internal organs, Boyle (1970) found that only 20% could locate

the stomach and 42% the heart. Boyd et al (1984) suggested that medical
information given by doctors was based on an exaggerated estimate of
patients! knowledge. In this study only 40% of patients understood

doctors! verbal directions concerning location.

There also exists a basic lack of knowledge about body function
(for example, Spelman and Ley, 1966; Roth et al, 1962). It seems
reasonable to suggest that patients may hold the same inaccurate

beliefs about psychological problems as about medical problems.
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Given the often highly inaccurate folklore which exists, it may be
that psychologists and their patients initially look at problems

in very different ways. Indeed, an essential component for Stress
Inoculation Training is assessing the patients! understanding of
their problem and, if necessary, re-definining it in more accurate

ways (e.g. ﬁeichenbaum, 1986).

In a further series of studies, evidence was elicited that patients
frequently forget or misinterpret advice. Ley et al (1973) found that
patients forgot 50% of statements made by their General Practitloners
within five minutes of the visit (see also Ley et al, 1976). Svarsted,
(1976) found that half of the patients he interviewed made at least one
error in describing what their doctor had recommended to them immediately

after consultation.

In a series of studies with medical out-patients, Ley and his co-
workers found that patients could recall only between 48 - 63% of
information stated during the consultation when interviewed up to

18 minutes following consultation (Ley and Spelman, 1965, 1967;

Joyce et al, 1969). As expected, there was a strong correlation
between accuracy of recall and adherence to advice. It also seems
that the number of statements forgotten increases with the number given,

such that the patient could be expected to remember three out of four

statements but only four out of eight (Ley, 1979).
Ley has suggested simple solutions to minimising these difficulties.

Ley (1976) advises reducing the number of instructions to a minimum

and also taking advantage of the "primacy effect", i.e. making
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sure the important advice is given first in a consultation.

In this study he found that recall increased from 44% to 75% and

the important advice was given at the beginning of the consultation.
Based on the evidence that patients recall the information which they
believe to be most important Ley (1972) advised physicians to stress
the information which they considered to be most important. By
adhering to this advice, recall was increased from 44% to 66%.
Bradshaw et al (1975), by making advice more specific, found that
adherence and outcome improved with dieting, e.g. "you must lose 7
pounds in weight" rather than more general advice, e.g. "You must lose
weight". Patients given specific advice recall 49% of information

compared to only 19% recall amongst patients given general advice.

By increasing the readability of instruction leaflets, Ley was able

to show increased compliance with medication advice (Ley et al, 1976).
It is of particular importance given previous studies which have

shown that many written communications over-estimate patients' ability
to understand the information contained within (e.g. Wild and Evans
1968) found that only 28% of the general population could be expected
to understand a barium meal leaflet for patients. Similar findings
were reported by Lovius et al (1973) with a dental leaflet. Ley and

Morris (1984) suggested giving written information in addition to

verbal information aids comprehension and adherence to treatment.
Ellis et al (1979) compared two groups - one given solely verbal
information, the other receiving verbal and written information on
diagnosis and purpose of drugs prescribed. The authors found that

the group which received both forms of information showed a significant



increase in material recall. In view of the existence of empirically

validated readability measures (e.g. Flesch, 1948, Fry, 1968}

assessing this variable poses no significant problens.

In addition to the readability measures using the above formula

(sentence length and number of syllables) Hartley (1984) offers

practical suggestions on layout. Hartley (1981) and Stone (1981)

demonstrate that text comprehension and recall can be aided by

the systematic use of vertical and horizontal space. Vertical
spacing is used to separate out into group related sections with

the text while horizontal spacing requires equal spacing between
words. In order to gain access to the text, Waller (1979) discusses
devices such as title, contents pages, summaries, running headings,
sub headings, numbering systems, references, bibliographies and
indexes. Hartley (1978) and Waller et al (1982), discuss typographical
aids, for example, use of italic or bold faces, different type faces,
different type sizes, capital and lower case letters, underlining

and colour. Brooks et al (1983) and Loman and Mayer (1983) have
shown that the effectiveness of headings and sub headings aids recall
and also helps readers retrieve information from the text. Hartley
(1984) notes that with the current increase of interest in information
technology, much research has to be done in, for example, the area of
electronic text which includes features such as colour, scrolling,

flashing, reverse-video, etc.
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4). CRITERIA FOR A TREATMENT MANUAL

Turvey (1985) offers clear guidelines for writing a treatment manual.

These are as follows:

l. Ensure that the manual is easily understood

b§ a large proportion of the public (or of the
client group it is intended for) and give some
indication of the reading level or schooling
required for understanding.

2. Organize material clearly in labelled sections
with the main points summarized and repeated as
often as possible. Longer manuals should have
a contents or index page (see also Ley, 1977).

3. At the start give a clear description of the
problem the manual is intended for and how this

can be distinguished from any other similar problen.

4. Describe any factors which indicate that people
with this problem should not follow the treatment
described in the manual; give advige about how
to obtain more appropriate help (e.g. Miller and
Boca, 1983; Heather et al 1986).

5. Briefly describe any factors related to outcome
and indicate rate of progress with treatment (if
known) to help generate realistic expectancies.

6. Summarize or give references to, any treatment

reports (e.g. Carruthers and Murray, 1976)



8-‘

10.

11.

12.

13.

Include baseline diaries or other assessment
measures, such as forms for clients to record

their treatment goals and progress on.

Include checks on understanding - regular

summary pages, multiple choice questions (e.g.
Ma‘thews et al, 1981) where a questionnaire that

the client, having read the manual, should be

able to answer before starting therapy.

Provide background information about the

nature of the problem -~ prevalence, common

features, etc and correct common misperceptions
about the problem.

Provide the ratiocnale for the treatment being
suggested and a description of what factors may

be maintaining the problem; (Sloane et al 1975)
found this to be rated as an important part of
treatment by subjects in their study (page 206).
Indicate how much time treatment will take with
suggestions for fitting this into beOple's lifestyle.
Include techniques which may help increase
compliance with the treatment (though check that
what you are suggesting does have a positive

effect on the type of therapy being used; e.g.
Barrera and Rosen, 1977).

Where appropriate have a section for significant
others to increase their understanding of the problem
and ideas for how they can help; also, alert them to

any behaviours they may carry out that may be



13.

14,

15.

(contd.)
maintaining the person's problems. Mathews
et al (1981) provide a manual for the agoraphobic

spouse, although Cobb et al (1984) did not find

spouse involvement to be necessary.

Include a section on long term maintenance

of progress, particularly to help anticipate
situations that may be difficult to deal with in
the future.

Deal with set-backs. Help the person to

accept that set-backs can occur, to work out what
1s causing them and to resume progress. Since
some people may fail with self-help manuals, it
may be useful to include a brief section recognizing
this, and suggesting that, rather than give up
with psychological treatment, assist them to
reassess the difficulties and possibly carry out

a more appropriate treatment with a greater degree

of help. (Turvey, 1985 pages 239 - 240).



5). MAINTAINING AND ENHANCING TREATMENT GAIN.

Some studles suggest that treatment maintenance gain is greater
under self-administered conditions (Mathews et al (1976); Baker
et al (1973); Hanson (1976); Rosen et al (1976). Mathews et al
(1981) reported that "about half as much change took place after
treatment a; during its course" (page 23). Clearly this is an

area of great clinical and theoretical importance. Failure to

achieve maintenance of gain becomes "an exercise in futility".

(Zielinski, 1978), page 353. Dow {1982) suggests that self-help

manuals aid generalization in the following ways:

1. By reduced dependence on external reinforcement and

stimulus control (Kanfer, 1971; Mahoney and Thorensen, 1974).

2o Given a characteristically strong directive and didactic
element, they should provide an opportunity for learning

general coping strategies (Lazarus, 1976).

3. By their contributing to an altered self-perception based

on personal causal attribution of behavioural change.
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6). POTENTIAL DISADVANTAGES OF TREATMENT MANUALS.

Dobson and Shaw (1988) suggest six potential disadvantages to

treatment manual use in the field of psychotherapy research and

theory:

1). .Inabiiity to assess the effects of therapist varilables.

The use of treatment manuals produces an enhancement of the degree
of control resulting in an inability to assess the variability
associated with extraneous factors, e.g. therapist variables. Thus,
for the purposes of investigating the maximally effective treatment
for a particular problem, these variables only add error variance

to this outcome data. Kazdin (1986) notes that, in comparative

outcome research using treatment manuals, factors such as therapist

variables may be suppressed through techniques such as crossing

therapists with treatment conditions.

2). Diminished ability to study the therapy process.

Orlinsky and Howard (1978), in a review of therapist behaviour,

suggest that this variable can be broken, for the purpose of analyzing

the therapeutic process, into instrumental activity (clinical technique),

communicative activity (verbal and non-verbal communication) and
interpersonal behaviour. Manual guided treatments allow only

communicative activity to vary to any considerable degree. Dobson
and Shaw (1988), however, suggest modifications to manual-guided

treatment research which could overcome these restrictions.
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3). Focus on treatment fidelity rather than on competence.

A potential disadvantage to the use of manuals is that, because

they emphasize technique, they may underplay the need to assess

and ensure competence in the therapies under consideration. Al though
therapists may be extremely knowledgeable about techniques, if
delivery of'these techniques is awkward, poorly timed, inappropriate
or conducted within a poor therapeutic relationship, treatment

outcome will be negatively affected. There is a need for the
assessnment, therefore, both of treatment fidelity (e.g. the Minnesota
Therapy Rating Scale (De Rubeis et al, 1982) and treatment competence

(e.g. the Cognitive Therapy Scale (Dobson et al, 1985).

4). Increased expense.

Expense accrues in terms of time required to develop the manual, to
develop the measures to assess treatment fidelity and time required
for the distillation of the treatment techniques. Rigorous therapist

training and monitoring of therapy will also increase expense.

5). Overresearching of older, codified thegapy procedures.
Dobson and Shaw (1988) suggest that 'overresearching' may arise from:
a) the investment theorists may have with established
treatments, particularly if treatment manuals exist.

b) the costs associated with establishing new treatment

manuals and procedures.

c) pragmatic 1ssues such as funding availability.
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They suggest a worst-case scenario that the extensive use of treatment

manuals will lead to a stagnant, codified set of accepted treatments
that are set as the standard against which other treatment approaches

are judged.

6). Promotion of "Schoolisam™ in psychotherapy.

At a time when the movement towards electicism is gaining pace
(Smith, 1982), the use of highly specific treatment manuals may

be viewed as an aberration. To the extent that manuals present
unique models and methods of therapeutic intervention, they also
implicitly reinforce the idea that it is proper to uniquely identify
such models and methods. This issue can, however, be resolved

by the development of eclectic manuals which could be contracted

with pure forms of therapy.
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7). CONCLUSIONS

It is obvious to clinicians that irrespective of increases in staff,
psychologists will only be able to see a small proportion of psychological
problems in the community (Espie and White, 1986). In the absence

of appropriately qualified and experienced psychologists, ever

increasing éonsumer demands wil be dealt with by non-psychologists

with widely varying degrees of competency. agﬁiiotherapy can

help psychologists bridge the gap between maintaining quality of
service and quantity of problems seen. While in no way being a
panacea, it can help provide therapy to a screened population allowing
therapists to continue the provision of treatment to those requiring

individual attention.

There are also promising avenues developing with the expansion

and availability of computer technology, e.g. word processors could
allow standard material to be readily altered to take into account
individual needs and to provide a tailored therapy. Turvey (1985)
suggests the potential of interactive assessment programmes which

could be made available at health centres or via teletext services.

There is a need for psychologists to carry out a detailed assessment
of bibliotherapy intervention as, too often, reports suggest that
treatment manuals are based moreon.intuition than on empirical
research. Turvey (1985) warns against immoderate claims for self-
help therapy and suggests that unfulfilled expectations of the
efficiency of psychological treatment could damage the reputation of
proven psychological treatments and provoke a backlash against

the profession 1n geheral. He cites as an example, the inappropriate
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use, in many cases, of tranqullizers which were, following their
introduction, hailed by some practitioners as a wonder drug.

Current public dissatisfaction with these drugs has probably dented
confidence in the use of other potentially more effective psychotropic

drugs.

It is now over ten years since the Glasgow and Rosen review of
bibliotherapy appeared. Since then there has been a significant
growth of interest in this area but while many studies have been
published citing the effectiveness of this approach, there is need
for a good deal of careful research and assessment before biblio-

therapies can be accepted as standard therapy in clinical practice.



CHAPTER 4

COGNITIVE AND BEHAVIQURAL THEQRIES
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THEORIES OF ANXIETY

In this section, the two currently most influential theories of

anxiety disorders will be examined -~ behavioural and cognitive theories.

Behavioural theories, in essence, conceptualise anxiety disorders as

learned reactions which have been acquired as a result of traumatic
or inappropriate conditioning experiences. By applying the principles
of learning the SR chain is weakened/eliminated by counter-conditioning

or extinction techniques (i.e. “unlearning" the mal-adaptive behaviours).

Cognitive theories conceptualise anxiety disorders arising through such

factors as expectation, attribution, self-perception, attitudes and

beliefs. The focus of therapy thus becomes the removal or modification

of these erroneous cognitions.

This chapter divides into 3 sections:

1). BEHAVIOURAL THEORIES.

2). COGNITIVE THEORIES.

3). COGNITIVE THEORY - 'REVOLUTION OR EVOLUTION®.
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1). BEHAVIOURAL THEORIES.

Behaviourism, as defined by Watson (1913), was viewed as an objective
natural science. It can be seen as a revolt against the role of
consciousness in the analysis of behaviour and of introspection as a

tool of that analysis. It is possible to identify at least three

major conceﬁfual models in behaviour therapy. Wilson (1978) identifies

these as:

1. Applied behavioural analysis.

This is the model most closely identified with the radical behaviourism
of Skinner (1953). Treatment focuses primarily on overt behaviour

and is based on the principles of operant conéitioning. In this model,
subjective events are regarded as epiphenomena determined by the external
environment. While acknowledging the existence of subjective events,
they are eschewed as subjects for scientific investigation for

methodological reasons (Latimer and Sweet, 1984),

2. The neobehaviouristic mediational SR model
This model derives from the work of Pavlov. It relies heavily on the
principles of classical conditioning and anxiety is hypothesized to

be a classically conditioned autonomic response arising in response

to conditioned stimuli. This model will be dealt with in detail.

3. Social learning theory

This model incorporates the role of both classical and operant conditioning
processes while emphasising the importance of cognitive mediational
processes. Wilson (1978) states: "The latter determine what
environmental influences are attended to, how they are perceived and

whether they might affect future actionv. (page 11).
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a. S-R Theory
The theory and therapy as developed over the years by, amongst others,
Wolpe, Eysenck and Rachman, owes a good deal to earlier work by Pavlov,

Watson, Miller and Mowrer.

By a procesé of classical conditioning, a previously neutral external
or internal stimulus (CS) is paired with an aversive stimulus (UCS)

As a result of this conditioning and subsequent stimulus generalisation
and higher order conditioning, fear (CR) may be evoked by many stimulil

which have no primary aversive property.

This model was thought to have been demonstrated most clearly by the
classic "Little Albert" experiment by Watson and Rayner (1920) which
demonstrated that fear could be conditioned and that generalisation
could occur. By the application of learning principles, the fear could
subsequently be "unlearned". Kazdin (1978) notes two conclusions from
this work:

1. Behaviourd concepts and objective methods could be applied to
investigate emotional states and private experiences.

2. Experimental observation of how emotional responses are experienced

provide clues as to how everyday fears might be created and how they

could be treated.

In view of the difficulties assoclated with the model, particularly
in view of the observed persistence of fear reaction to conditioned
stimuli in the absence of continued pairing with the UCR (e.g. see

Eysenck (1979}, Mowrer (1947), revising his earlier 1939 theory,

proposed a two factor theory.
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b. Mowrer's Two Factor Theory

As classical conditioning leads to the development of fear, this fear,
with its drive properties, motivates the organism to avoid - a behaviour
which is reinforced by the subsequent fear reduction. "Solution"
learning acquired in drive/fear reduction is then assimilated into the
repertoire éf the organism. The first factor - acquisition - is a

prerequisite for the second - avoidance - (Rachman, 1976).

Rachman (1974) has reviewed several sources of evidence which have been
thought to support the two-factor theory:

1. The results of observational studies on the production of fear in
combat soldiers and disaster victims which have shown that complete
breakdown could follow either one single traumatic incident or a long
succession of mildly traumatic events (Gillespie, 1945; Trinker and
Speigle, 1945; Tyhurst, 1951; Petrovic and Popovic, 1964).

2. The animal literature - in particular aversive conditioning, avoidance
learning and "experimental neurosis" in which neurotic behaviour was
artificially induced by conflict, frustration or other stress (Wolpe,
1958; Broadhurst, 1960).

3. Traumatic stimulation studies which, if the UCS is sufficiently
strong, can provoke one trial learning. The classical animal studies
here are Hudson (1950) and Napalkov (1963). The effect has also been
produced in humans using induced respiratory paralysis as the UCS

(Campbell et al, 1964; Sanderson et al, 1963, 1964).
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c. Criticisms of Two Factor Theory.

Clinical studies show clearly that problems such as agoraphobia are
commonly found together with multiple other symptoms (e.g. see Buglass

et al, 1977; Hallam and Hafner, 1978). Mowrer's theory does not explain
why these symptoms develop, why they occur together nor why they are
associated more often with agoraphobia than with other anxiety disorders.

The theory also does not account for the possibility of observational

learning and modelling (Bandura and Walters, 1963; Bandura, 1969), or
the transmission of information (Ost and Hugdahl, 1985), as agencies

for developing fear responses.

Gray (1971) argues that not all stimuli are equally prone to conditioning
and argues for the innateness of certain fears in certain animals.
Seligman (1971) proposes that certain stimuli are more susceptible to

conditioning and resistant to extinction.

Mowrer proposes that conditioning acts as a drive leading to avoidance
and i1s thus a prerequisite for avoidance behaviour. Hodgson and
Rachman (1974) however, in an in-vivo flooding treatment, noted that
subjective anxiety remains high even in the face of a marked decrease
in avoidance behaviour. In addition, in the face of diminuation of
subjective and physiological anxiety responses, avoidance persists.
This suggests that the relationship between the two is weaker than that

supposed (Gray, 1971).

Eysencfi (1979) criticizes two factor theory on the following grounds:



