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Preface

This book is for practitioners of cognitive therapy. It is about the therapeutic stories of six people referred to the Newcastle Cognitive Therapy Centre, each with a different emotional disorder. They represent the ‘bread and butter’ clinical work of the Centre. For the purposes of confidentiality, details have been changed so as to camouflage the identity of the individuals. In writing the book, we have assumed a fair degree of theoretical knowledge and clinical experience in the reader, and so we have not gone into detail about basic concepts or strategies (see here for an overview of our aims). Instead, space has been devoted to illustrating how to develop cognitive formulations, and make therapeutic decisions based on them. Because we are writing about real-life case studies, we have presented them ‘warts and all’ and hope that our enjoyment of practising cognitive therapy has shone through.

The book begins with a chapter on the theoretical and ongoing evolution of cognitive therapy. It reasserts the guiding principles of the approach, and pays particular attention to the emerging themes that are of central importance to the clinical practitioner: for example, the integration of cognitive therapy with other theoretical traditions, the developing emphasis on the therapeutic relationship, the role of unconscious processes, constructivist models and the expansion of therapeutic strategies.

In Chapter 2 we present the empirical basis of cognitive therapy across all the emotional disorders described here. Interested readers are referred to the expansive bibliography here. A selection of experimental studies aims to give a flavour of basic research methodology, and outcome research is extensively examined.

Chapters 3–8 are the clinical case studies. Each covers the same format: an outline of the disorder is followed by an explication of the specific cognitive model, details of the referral, and a section on assessment which includes symptomatology, history and presentation; the question of suitability for cognitive therapy is accorded a section of its own. Next, an outline formulation leads on to the plan of treatment and a description of the progress of therapy; then, the final formulation is proposed, which leads to a discussion of outcome, post-intervention prognosis and other pertinent issues. The case of depression is described by Ivy Blackburn, and that of obsessive–compulsive disorder by Vivien Twaddle. Ian James, clinical psychologist, has written the chapter on panic disorder, and collaborated with Ivy Blackburn on the chapter on personality disorder. Anne Garland, clinical nurse specialist in cognitive therapy, has contributed the chapters on bulimia nervosa and general anxiety disorder.

The final chapter covers topics that are, strictly speaking, outside the scope of this book, but which are relevant to the ongoing development of cognitive therapy: that is, therapist training, some uncharted theoretical territory, the need for empirical validation of recent theoretical concepts, schematic measurement, and the mechanism of change.

Cognitive therapy continues to be an exciting and rapidly developing area within psychotherapy. We hope that our enthusiasm for the approach comes across to you.



The Newcastle Cognitive Therapy Centre, which came into existence in 1988, was one of the first centres of clinical excellence for cognitive therapy in the United Kingdom. Its remit is threefold: to carry out research which is at the forefront of the field, to train clinicians in cognitive therapy, and to provide a specialist cognitive therapy service to patients in Newcastle-upon-Tyne and Northern England. Vivien Twaddle, consultant clinical psychologist, is the Head of Clinical Service for the Centre and, along with Steve Galvin and Jan Scott, was responsible for setting up the Newcastle post-qualification course – to our knowledge, the first in the United Kingdom. She remains responsible for the clinical aspects of the Centre and its strategic direction within Newcastle City Health NHS Trust.

Ivy Blackburn, consultant clinical psychologist and visiting Professor of Clinical Psychology at the University of Durham, came to the centre from Edinburgh at the beginning of 1993 as Head of Training and Research. She has been the course director since the second year of the post-qualification course and has initiated and fostered research at the Centre. Two main areas of interest are outcome research and the investigation of methods of evaluating therapist competencies, with implications for training. In 1995 the post-qualification course received accreditation from Durham University in acknowledgement of its academic and clinical calibre. In 1994 the centre received its most important accolade when Professor A. T. Beck became its Honorary President.
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The Evolution of Cognitive Therapy

WHAT IS COGNITIVE THERAPY?

Cognitive therapy is the field of applied psychology that is unified by a belief in the central role played by mediating knowledge structures or thinking processes in explaining and changing human behaviour. While acknowledging a reciprocal interaction between cognition and emotion, the many diverse orientations within cognitive therapy tend towards viewing cognition from the point of view of its contributory role in influencing emotion, although a few have begun to explore emotion as a primary source of information and meaning in its own right. All orientations draw heavily on a broad repertoire of cognitive and behavioural techniques, and some are expanding into experiential methods.

This chapter attempts to explore some of the historical roots of this evolving field of psychotherapy. It splits the discussion into two main sections, which broadly represent the first and second twenty years of the lifespan of cognitive therapy to date. It attempts to illustrate the intrinsic and ongoing dialectical growth process that continues to enhance cognitive therapy’s utility and range of application. And while considering what is quite unique about this type of psychotherapy, we address emergent integrating issues.

THE FIRST TWENTY YEARS, 1960s–1970s

The theoretical (and practical) underpinnings of cognitive therapy were shaped by a variety of sources both within the general field of psychology and within applied clinical observation and practice. From the general field, three major strands of thinking stand out: the phenomenological approach and its contention that the view of one’s self and of the world is central to the determination of behaviour (Adler, 1936; Horney, 1950); structural theory, which expounds the concept of hierarchical structuring of knowledge to include primary-and secondary-process thinking (Piaget, 1972); and the academic field of cognitive psychology which, while integrating both assumptions, stresses the importance of cognition in information-processing and behavioural change (Williams et al., 1988).

From the clinical field, a number of workers have been influential: George Kelly, whose model (1955) of personal constructs expounded the idiosyncratic ways of construing and interpreting the world in the context of behavioural change; Arnold (1960) and Lazarus (1966), whose theories of emotion attributed a primary role to cognition in emotional and behavioural change; Ellis (1962), whose Rational–Emotive Therapy encapsulated the principle of the primacy of cognition for clinical intervention and emphasised the control that can be brought to bear over patterns of thinking and behaviour. From the behavioural field, Bandura’s Social Learning Theory (1977) was important in attempting to explain the development of new behavioural patterns in terms of the cognitive aspects of observational learning. In doing so, it shifted behaviour therapy into the cognitive domain, as did Meichenbaum’s (1977) self-instructional learning model and Mahoney’s early work on cognitive control of behaviour (1974).

But it was Beck’s model that really took the clinical literature by storm. This heuristic cognitive model was developed as a reaction to the theoretical excesses and practice limitations of classical psychoanalysis and to the rigidly restrictive nature of radical behaviourism. The model became the cornerstone of cognitive methodology and conceptualisation in the 1970s and, indeed, it continues to have its place at the forefront of empirical and clinical endeavour today. Much of cognitive therapy’s development since his 1967 thesis (Beck, 1967) uses this ‘grandfather’ of models as a benchmark. For this reason we use it as a main reference point for the rest of this section.

Early cognitive conceptualisations

Cognitive therapy’s focus on phenomenology necessarily accorded the content of a patient’s experience a position of central importance in clinical understanding and intervention. Indeed, content–focused frameworks, such as Meichenbaum’s self-instructional training (1977) and Ellis’s rational–emotive therapy (Ellis and Greiger, 1977), were some of the first to appear in the cognitive therapy literature. One of the prominent more recent examples is that proposed by Beck and Emery (1985), which focuses on content issues of danger and vulnerability in patients with anxiety disorders; the negative triad which appears in Beck’s conceptualisation of depression is another.

The advantages of this type of clinical framework became clear very early on. Such frameworks provided a working understanding of the immediate cognitive phenomenology influencing affect and behaviour in a manner that patients could easily relate to. Their straightforward and concretely descriptive focus made them workable for less traditional clinical subjects such as those with personality disorders and psychotic presentations, children and people with learning disabilities. However, their weakness was that they did not address the non-accessible cognitive processes and structures indicated in emotional and behavioural disorders (Craik and Tulving, 1975; Goldfried et al., 1984). There was also an issue of parsimony: different content-based models were required for different emotional disorders and, apart from the problem that such disorders are not mutually exclusive, there was the additional difficulty that patients with the same disorders did not necessarily share a common content.

The limitations, therefore, led to tripartite cognitive models which attempted to embrace the idea of different ‘levels’ of cognition. Beck’s was the clearest and most influential. His framework distinguished between automatic thoughts (content), faulty information-processing (process) and dysfunctional assumptions (structures, or schemata). In doing so it advanced the cognitive understanding of patients’ problems beyond that of content. The model views informational content as the products of information-processing. Automatic thoughts represent that part of conscious knowledge which is not the result of directed (logical) thinking, but which occurs out of the blue. They are synonymous with Meichenbaum’s ‘self statements’ and Ellis’s irrational beliefs (Meichenbaum, 1977; Ellis and Greiger, 1977).

Schemata are the deep, relatively stable, cognitive structures which reflect fundamental beliefs about oneself, the world and others. They represent complex patterns of thoughts that determine how experiences are perceived and conceptualised. They operate as a type of transformation mechanism that shapes incoming data so as to fit and reinforce preconceived notions. This ‘distortion’, or manipulation, of experience is maintained through the operation of characteristic information-processing mechanisms: arbitrary inference, selective abstraction, over-generalisation, magnification and minimisation, personalisation, labelling/mislabelling and dichotomous thinking (Beck et al., 1979).

The model encapsulated the idea of a cognitive diathesis, or vulnerability, which represented a major issue in the academic and clinical literature – for instance, Seligman’s developing ideas of a vulnerable attributional style in the onset of depression (Alloy, 1988). Beck proposed that the idiosyncratic dysfunctional schemata form the basis of vulnerability to specific emotional disorders. When ‘activated’ by stressful events that reflect those in which they were originally laid down, the schemata produce the cognitive shift that leads to the systematic bias in how an individual notices, interprets, integrates and remembers data. Schemata are considered unconscious in the sense that they are ‘ideas we are unaware of … because they are not in the focus of attention but in the fringe of consciousness’ (Campbell, 1989).

The extent of the disruptive effect that a particular schema has on an individual is dependent on several factors: the strength with which the schema is held; how much the schema is essential to a person’s sense of personal integrity and safety; the amount of disputation the individual engages in when a particular schema is activated; previous learning with regard to the importance and essential nature of the schema; and how early the schema has been internalised (see Freeman, 1992). Beck argued that the schema returns to its previous dormant state once the stressor is removed. This has been given as the reason why some patients can rapidly return to health at the beginning of therapy – it happens, presumably, because the therapist and his or her explication of a model that ‘makes sense’ has reduced the stress (Freeman, 1992). This return to a state of dormancy has also been used to account for the observation that previously depressed patients are no different in schematic profile from never depressed individuals, as measured by the Dysfunctional Attitude Scale (Weissman, 1979; Hamilton and Abramson, 1983; Silverman et al., 1984).

This observation led to more complex explanations of vulnerability: Teasdale addressed the issue with his differential activation hypothesis (Teasdale, 1988), by proposing that depressed affect increases the accessibility of negative interpretative categories and constructs associated with previous experiences of depressed mood. Teasdale incorporated ideas from extensive studies of the effect of mood on memory (Blaney, 1986; Fennell et al., 1987), and its relationship with a range of other cognitive processes such as interpretations of ambiguous situations, self-efficacy expectations, evaluations of self and future probability and negative events (Bower, 1981; 1983). In effect, Teasdale challenged Beck’s view that dysfunctional schemata are activated as a result of a precise fit between an environmental stressor and the content domain of the particular schema. By contrast, Teasdale argued that this activation occurred as a result of the depressed affect per se reactivating negative constructs that had been most frequently and prototypically associated with previous experience of depression as a whole. The clinical implication of this is that a particular stressor should necessarily activate a wider range of constructs than those proposed by Beck. Biological and other psychological factors were also introduced, to complicate the picture further. So, paradoxically, in its attempt to embrace the complexities of cognitive operations, Beck’s model was criticised for over-simplification.

Since Beck’s model first appeared in the literature, a main avenue of investigation has been to discover which types of negative interpretative structure are most important in relation to the development of emotional disorders. It appears that they are those relating to the self. Individuals with pervasively dysfunctional self-referent schemata seem more likely to be vulnerable to developing non-transient depressive disorders (Teasdale, 1988). Several cognitive psychology paradigms have illustrated the importance of these self schemata: the Stroop test, incidental recall, colour-naming tasks (Kuiper and Derry, 1982; Segal et al., 1988).

Methodological assumptions

Cognitive therapy soon came to be associated with a set of explicit assumptions, or guiding principles, which have become the defining characteristics of the approach. There are, broadly speaking, eight of them.

1 The centrality of the cognitive conceptualisation The models came to be conceptually driven in that, rather than being a shot-gun technique-orientated approach with no theme or focus – as the early myth had it – they stressed the importance of a clear treatment conceptualisation guiding a series of organised and focused treatment strategies.

2 The phenomenological emphasis The phenomenological approach to psychopathology naturally led to the patient’s idiosyncratic subjective experience becoming the central focus of the therapeutic exchange. And this became one of the most distinctive early aspects of cognitive therapy. Seeing the ‘world through the patient’s eyes’ naturally meant relying heavily on his own reports of his experience, and taking it at face value; the point of variation across therapists and conceptual models was the focus that each put on the different aspects of that experience (content, process, structure).

3 The collaborative nature of the therapeutic relationship The emphasis on phenomenology required a context of collaboration: the patient and therapist working together in an atmosphere of negotiation – a direct descendant of Kelly’s notion of patient and therapist as ‘personal scientists’ (Kelly, 1955). Beck and colleagues (1979) coined the phrase ‘collaborative empiricism’, which encapsulated the idea of a team approach in which the patient provides the raw data to be investigated with the therapist’s guidance. The objective of such a relationship is to develop a milieu in which specific cognitive change techniques can be applied most efficiently (1979, p. 49). And for the most part this was the focus of the clinical relationship, which was considered primarily as the context for the execution of techniques. Only later was the relationship to be viewed as an intervention tool in itself.

Beck’s model originally viewed difficulties in the therapeutic relationship, such as ‘incapacitating transference’, as technical problems to be identified and examined in the same fashion as any other cognitive behavioural data. The emphasis was on minimising its occurrence in therapy. This stance was common in all the models of the time, more attention being given then to technique than to the relationship between therapist and patient per se (Meichenbaum, 1985; Rehm, 1977). Documented prerequisite therapist characteristics for developing a collaborative therapeutic milieu include both non-specific ones such as non-possessive warmth, accurate empathy and genuineness (Beck et al., 1979; Beck and Emery, 1985; D’Zurilla, 1988), and specific ones such as good educational skills in instructing, challenging and reinforcing patients’ efforts at change in a reciprocal, non-superior fashion, along with openness and directness for fostering an atmosphere of equality and partnership (Dobson and Block, 1988; Beck and Emery, 1985; Rothstein and Robinson, 1991).

4 Active involvement of the patient With a collaborative type of relationship the process of therapy naturally evolved into a highly interactive one. The models heavily emphasised actively engaging the patient in devising and experimenting with strategies for cognitive and behavioural change. Both therapist and patient came to have a role in selecting therapeutic targets and negotiating how such targets should be approached. This was, and still is, a more or less unique aspect of cognitive therapy.

A study by Vallis et al. (1988) is of interest here. They compared therapist competency ratings of cognitive therapists and general non-specific therapists, using the Mattarazzo checklist of therapist behaviours (Mattarazzo et al., 1965). They observed among the most competent cognitive therapists a greater frequency of brief questions necessitating ‘yes/no’ answers, and of interruptions. These are classed as ‘errors’ in communication on this scale, but in cognitive therapy such questions and interruptions are regarded not as errors but as a critical part of the active collaboration between patient and therapist. This nicely illustrates that what is deemed to be competent in one system of psychotherapy may not be so judged within another.

5 The use of Socratic questioning and guided discovery The type of questioning used within cognitive therapy became known as Socratic dialogue. Rather than interpreting the patient’s thoughts and actions, the therapist’s role was to raise questions about thoughts, feelings and actions, so encouraging the patient to discover things for herself: a process of guided discovery. This was in sharp contrast to communication via interpretations. Apart from running the risk of ‘mind-reading’ and of misunderstanding the patient, interpretations were considered to risk putting her in a compromising position – in that it is simpler to agree than to disagree, or to seem ungrateful or difficult. The Socratic questioning format of cognitive therapy allowed the patient to maintain integrity and the therapist to gather the most accurate data – accuracy being an important prerequisite for developing hypotheses, the building blocks of cognitive conceptualisation.

6 Explicitness of the therapist From the idea of negotiation, or collaboration, followed the requirement that the therapist share explicitly the model, his or her own working hypotheses and ideas on conceptualisation. It also entailed admitting mistakes and agreeing to disagree, and so on. There was to be no place for ‘private’ therapist models within the cognitive therapy paradigm, as this would sabotage the collaborative stance.

7 The emphasis on empiricism The models have always been heavily empirical: creating and testing out the working hypotheses emerging from the collaborative guided-discovery process via a number of techniques, broadly categorised as cognitive (focused primarily on modifying thoughts, images and beliefs) and behavioural (focused primarily on modifying overt behaviours). The categories are not, of course, mutually exclusive. For instance, a behavioural technique such as assertiveness-training has cognitive components to it: it can be used to accomplish cognitive changes, such as adjustment in expectancies regarding the consequences of assertion, as well as changes in interpersonal behaviour itself.

8 The ‘outward’ focus The empirical active aspect of cognitive therapy was designed to facilitate the generalisation of in-session therapeutic change: the so-called ‘homework’ of cognitive therapy. Different models vary in the extent to which such generalisation activities are explicitly determined, monitored and evaluated. But it has become a general rule that cognitive therapy does not focus selectively and entirely on the in-session interaction. On the contrary, much attention is given to functioning outside of the therapy context. Indeed, there are several studies suggesting that compliance with homework assignments is related to better outcome (Neimeyer et al., 1985; Persons et al., 1985; Primakoff et al., 1989).

THE SECOND TWENTY YEARS, 1980s–1990s

Emerging themes

The major changes that have been occurring in the field of cognitive therapy since the 1970s, in terms both of theory and of practice, are due to two factors. The first is the integrative force within applied psychology. What we have seen over the last twenty years is the emergence of ‘broader’ models which have been concerned with integrating non-cognitive theoretical models with cognitive ones. Illustrations include Neimeyer and his colleagues and their interest in Kelly’s Personal Construct Theory (1955); Guidano and Liotti (1983) and their considerations of Bowlby’s Attachment Theory; and Safran and Segal (1990) with their incorporation of Sullivan’s Interpersonal Theory. The second factor responsible for theoretical and practical changes in cognitive therapy is the integration of cognitive psychology into the mainstream of cognitive therapy. This is best illustrated by the growing body of research on the role of schemata in cognition (Hollon and Kriss, 1984; Kuiper and Olinger, 1986; Williams et al., 1988; Segal, 1990), and not least by the contribution of recent theoretical developments in the field of cognitive psychology itself (Teasdale and Barnard, 1993; Bower, 1981, 1983).

The emergent themes in the literature have been broad and varied, reflecting this process of change. Constructivism, development, relationship, emotion, unconscious processes, metacognition, change mechanisms, deep structures and experiential methods are just some of the ongoing considerations (Rosen, 1993). The result has been new models that have shifted ideas on therapeutic targets and strategies. The best-articulated are the constructivist developmental models, first expounded in the 1980s by Guidano and Liotti (1983) and Mahoney (1988), then the development in the 90s of the cognitive interpersonal model by Safran and Segal (1990). These neatly encapsulate the majority of the issues above, and will therefore take up most of the rest of this section.

Constructivist/developmental perspectives

This perspective relies heavily on developmental theory and structural models of knowledge (Piaget, 1977). Here, the notion of thought developing through a process of structural differentiation and integration is central – a process that moves in a hierarchical direction towards more advanced and adaptive ways of ‘knowing the world’. It is held that an individual knows the world by assimilating conceptual data into existing structures, which, in turn, can be accommodated to the external structure of the world that the individual encounters. This is called the equilibration model. ‘Objective relativism’ is the optimum goal: here an individual develops from one stage to another through a process that takes him from disequilibration to re-equilibration, brought about by cognitive disturbances generated by the incongruity, discrepancy or contradiction between incoming data with a priori internal structures. The process entails the creation of a new cognitive organisation, which leads to a new and improved balance of knowledge.

Piaget’s ideas fit well into the central aim and philosophy of a cognitive therapy approach to psychopathology. Cognitive strategies and techniques are designed to bring about disequilibrating experiences and subsequent re-equilibration in a bid to advance an individual’s understanding through the reordering or modification of his assumptions, beliefs and expectations.

The idea of the active construction by the individual of his knowing structures is the central premise of the constructivist philosophy, which embraces a conceptualisation of ontology (the nature of reality) and epistemological assumptions (the nature of knowledge and the process of change). This philosophy reflects practical changes in the cognitive models during the second half of cognitive therapy’s lifespan hitherto. Mahoney (1988) contrasted the constructivist viewpoint with its ontological and epistemological alternative, rationalism. The latter is concerned with truth and logic, adopting the position that one’s thoughts and feelings should correspond directly to external reality. In contrast, the constructivist viewpoint holds that an individual creates knowledge and that such knowledge corresponds to his idiosyncratic internal and independently existing reality. The emphasis is not on whether knowledge is accurate and true, but whether it is viable and adaptive.

Over the last two decades there has been an increasing tendency towards constructivist thinking and, in turn, an emphasis on different techniques within a therapeutic relationship which, in the process of change, has taken on a new and heightened significance in its own right. But it would be an unfair reflection of the developments in the field to date constructivist models only to the last twenty years. Ellis (1990) has argued that even models like Rational–Emotive Therapy have never been truly rationalistic; and Beck’s model fits somewhere in the middle of the constructivist–rationalist continuum. Some aspects of Beck’s framework are clearly based on the rationalist conviction of a separate external world, for example, subjecting cognitions to logical analysis and behavioural experiments for hypothesis-testing. Other aspects reflect more of a constructivist philosophy: for instance, techniques like listing the advantages and disadvantages of holding specific beliefs; techniques designed to consider the usefulness of the cognitions and to reconstruct them in the direction of greater viability. Furthermore, the model espouses the use of inductive questions that reflect both traditions: ‘Where is the evidence?’ and ‘How could you test that?’ are examples of rationalist questions; ‘What is the impact that thinking has on you?’ and ‘How does that way of thinking help you?’ are constructivist ones. Indeed, the maladaptive assumptions within the model itself are ‘constructions’ made by the individual. So Beck’s model embraces both philosophical traditions. He did not make this explicit because this philosophical debate was not a pertinent one at the time the model was being developed.

Guidano’s systems/process-orientated model of change exemplifies a mainly constructivist standpoint (Guidano, 1987; 1991; Guidano and Liotti, 1983). It combines ideas from Piaget’s genetic epistemology (Piaget, 1972) and Bowlby’s Attachment Theory (Bowlby, 1969, 1973, 1980) with the guiding principles and underlying assumptions of a cognitive model of change. In general terms, although cognitive techniques are used, they are accorded second place to the modification and transformation of deep ‘tacit’ structures in the human knowing system. Emotion is given a more primary role in both an ontogenetic and an evolutionary perspective. Emotion and cognition are indistinguishable in the sense that they are integral to each other, and, unlike the rationalists’ view of emotion as disturbance, it is considered here as a vital reflection of changing structures over the course of therapy.

The approach differentiates tacit from explicit knowing, and highlights the central role of self-knowledge in emotional dysfunction and well-being. Attachment is seen as playing a major role in the development of this self-knowledge. Emphasis is placed on therapeutic interventions that are designed to alter deep core structures and that require in-depth examination of the developmental stages leading to the formation of self-knowledge. Thus, more time is spent on historical and process-focused issues than was hitherto apparent in the cognitive field, where more attention was given to problem-solving and symptom-resolution. The aim of the constructivist approach is the same as that in precedent models – to help illuminate the obsolescence of particular knowing structures and behaving in the world, and to help modify and reorganise key schemata into a more functional status.

It is fair to say that the model has received a mixed reaction: Mahoney (1991) welcomes the attention to complex processes of development and change; Ellis (1990) sees it as embracing some of the less desirable (non-empirical) features of psychoanalysis. Paradoxically, constructivist ideas are now receiving their most powerful empirical support from the field of academic cognitive psychology itself. Teasdale (1993) welcomes greater attention to emotion and the requisite focus on more experiential change techniques and therapeutic processes. He describes emotion as a ‘higher-order’ knowing process. Its implicational, as opposed to propositional, level of knowing and construing demands the use of a less rationalist stance. He has accorded the constructivist models a new academic status, which undoubtedly adds weight to their central position in the developing field of cognitive therapy (Teasdale and Barnard, 1993; Teasdale, 1993; Barnard and Teasdale, 1991). And the introduction of experiential techniques has expanded the cognitive therapist’s repertoire considerably (Beck et al., 1990; Edwards, 1989; Young, 1990). The goal, however, remains primarily a cognitive one, in the sense that experimental techniques are used to access existing cognitions, generate new ones, reach ‘hot’ (implicational) knowledge and facilitate structural change.

Cognitive–interpersonal perspectives

A second major developmental thrust within cognitive therapy is the interpersonally based frameworks which bring with them the whole debate about the changing emphasis on the therapist–patient relationship within cognitive therapy. Safran is the main figure involved in this development (Safran, 1990; Safran and Greenberg, 1988; Safran and Segal, 1990). The model views the therapeutic relationship as a central vehicle for revealing core dysfunctional interpersonal schemata – which are considered to be the most central structures. These ideas are shared by Liotti (1991), who articulated similar connections between dysfunctional types of early attachment patterns and their significance for developing interpersonal schemata as manifested in the therapeutic relationship. An interpersonal schema is ‘a generic cognitive representation of interpersonal events … that is abstracted on the basis of interactions with attachment figures … and permits the individual to predict interactions in a way that increases the probability of maintaining relatedness with these figures’ (Safran, 1988).

An important aspect of Safran’s model is the distinction between the information-processing model and the ecological model of cognitive functioning. The former position holds that an individual receives and transforms information. The latter views the individual in terms of interaction with the environment, which is, by and large, interpersonal. Safran’s framework is associated more with this latter position, in which knowing and acting are seen from a socio-functional perspective (Safran and Segal, 1990). Of central importance is the interaction between patient and therapist, so as to understand how this might reflect the patient’s interpersonal schemata and distress. This is not to say that the model is akin to a psychoanalytic relationship; the same guiding methodological principles of cognitive therapy, described earlier, apply just as much in this model as in previous ones. The model views the therapeutic relationship rather like a training ground for developing healthier interpersonal relationships, where attention is given to patient behaviours, cognitions and emotion within the session in the context of the feelings and responses that the patient evokes in her therapist (Jacobson, 1989).

The interpersonal perspective has much to offer in cognitive therapy’s extension into the field of personality disorders (Beck et al., 1990; Freeman, Pretzer et al., 1990; Young, 1990). Recent developments attempt to conceptualise the more characterological nature of personality disorders and the core interpersonal problems that are involved. These are necessarily evident in the relationship with the therapist. A major implication of theoretical expansions of this nature within cognitive therapy has been the parallel expansion of experiential techniques. This has been accompanied by the elaboration of emotion theory with a view to illuminating its relationship to cognitive therapy, the unconscious and the construction of meaning (Safran and Greenberg, 1987, 1991; Greenberg and Safran, 1984, 1987). Wessler’s cognitive appraisal therapy (Wessler, 1993) is an example of a cognitive therapy which embraces this shift into emotional frameworks.

The changing emphasis within the therapeutic relationship

The traditional view of the therapeutic relationship within cognitive therapy was that it was the context within which the technical intervention occurred (Lambert, 1983). However, as the previous section has intimated, this is changing, and greater stress is being laid on interpersonal mechanisms and core schemata. Arnkoff (1981) was one of the first clinicians to challenge the traditional view, talking in terms of using the therapeutic relationship to understand wider relationships; and Jacobson (1989) described how the relationship itself could be used as a vehicle to produce change in depressive patients. Currently, frameworks such as those already described are being considered more explicitly in the debate about the objective of the therapeutic relationship, the required therapist characteristics and the process of change.

Guidano and Liotti (1983) and Guidano (1987) talk in terms of the relationship providing the context in which the patient’s developmental history is uncovered as it relates to the dysfunctional attachment patterns that have prevented the integration of self-knowledge. Issues such as trust, dependency, aggression, over-compliance and avoidance are classed as integral information which serves to guide exploration. This is in sharp contrast with Beck’s earlier writings, which consider these intrasessional phenomena as ‘technical problems’ requiring a problem-solving approach. Models like that of Guidano and Liotti highlight additional therapist characteristics which are not covered explicitly on the Cognitive Therapy rating Scale (Beck and Young, 1988). Helping a patient to understand the meaning of his obstructive behaviour towards the therapist requires the therapist to be in tune with how the patient is feeling in the relationship, before making it a focus of attention. The therapist’s skill is more than rapport-building – it necessitates being in tune with one’s own responses during the session, as well as with the patient’s. Less emphasis is placed on challenging old beliefs or helping to build up new ones; instead, the focus is on acknowledging current self structures and looking at the advantages, problems and contra-indications within them.

Consider the following example of the difference in approach: a patient says, ‘People don’t understand me.’ The traditional line would be for the therapist to ask confirming and disconfirming questions, such as ‘Where is the evidence that leads you to this belief?’, ‘Can you give me some examples?’, and to look for practical solutions such as helping the patient to communicate more skilfully with people. In comparison, more recent orientations would tend towards an exploration of the personal meaning of the patient–therapist relationship in order to probe for core self-knowledge. This leads to a different set of questions: for instance, ‘Do you feel misunderstood by me?’ or ‘What does it mean for you to have people misunderstand you?’ Notice that both sets of questions employ Socratic dialogue and are aimed at guided discovery. The choice of content of the questions depends on the cognitive framework being employed in the therapy.

Padesky (1993) has looked in detail at the issue of choice of question. She discusses the complex process of Socratic questioning and stresses the importance of listening beyond the answers to specific questions and being open to discovering the unexpected. She urges cognitive therapists to listen for idiosyncratic words, emotional reactions, metaphors, words oddly placed in a sentence, and for incongruous elements in a story. She argues that reflecting this phenomenology back to the patient will intensify affect and create new and faster inroads into core structures. She separates the process of guided discovery into four stages: asking informational questions, listening, summarising, and synthesising. The last stage is most critical. It involves applying to the old structure the new information gained from the Socratic questioning process. In the case of the example above, a synthesising question would be ‘How does all this information fit in with your idea that people don’t understand you?’ Safran and Segal (1990) have much to say about the therapeutic relationship; they encourage testing out the patient’s expectations of it. They consider that the patient’s subjective experience in therapy and the therapist’s feelings and behavioural tendencies are equally important in pinpointing clinical problems.

The issue of resistance

With the increased attention devoted to relationship issues within cognitive therapy has evolved a parallel interest in the issue of resistance. Typically, cognitive therapists have taken a problem-solving approach to this, viewing resistance as an unwelcome phenomenon. But newer, alternative, conceptualisations portray resistance as a normal process which provides a valuable opportunity to explore fundamental cognitive processes.

The traditional models conclude that resistance is due to several factors involving the patient, the therapist and/or the patient–therapist relationship (Beck et al., 1979; Ellis, 1983a, 1983b; Lazarus, 1987; Lazarus and Fay, 1982). Patient factors include failure to do homework, failure to use self-disputation consistently, failure to accept personal responsibility for inappropriate emotions, excessive deficits in functioning, and undervaluing treatment outcome. Therapist factors include misapplication or inflexible use of techniques, and a mistaken focus on secondary rather than central problems. Relationship factors include poor therapist–patient attributional match (Jack and Williams, 1991) and patient–therapist collusion – for example, when both have a low tolerance of anxiety.

The constructivist models place a different emphasis on resistance. Neimeyer (1986) argues that therapeutic impasse may be due to shortcomings in the patient’s existing construct system, so that it does not support the insights that the therapist thinks the patient should be able to achieve. When this is the case, anxiety and a sense of threat may be manifested by the patient. Liotti (1987) addresses the issue by arguing that the manifestation of so-called resistance reflects the patient’s attempts to preserve his meaning structures. The preservation of meaning is thought to be the primary aim of human mental functioning. Old structures of meaning will naturally be resistant to change because of the individual’s innate need to predict and attribute meaning and because of the stability afforded by the established meaning structures. Mental processes are ordered hierachically, according to level of organisation. The higher-order ones, which are related to the sense of personal integrity and identity and provide coherence and consistency, are the most resistant to change.

Although cognitive therapy’s ideas on resistance have broadened over the last twenty years, they remain very distinct from those of other schools of thought. The psychoanalytic explanation of resistance, for instance, is that of defence against unconscious drives and repressed memories. Within cognitive therapy resistance is seen as an expected phenomenon because of its natural and healthy self-protective function, which guards against changing structures too much or too quickly.

The conceptualisation of the mechanism of change

The increasing amount of literature pertaining to the differential outcome in cognitive therapy, particularly in terms of relapse-prevention (see here), has fuelled the whole debate over the change process per se. A variety of models has been proposed. The most eloquent is that of Freeman, who describes schematic change as four points on a continuum from least to most change (Freeman and Leaf, 1989; Beck et al., 1990).

The first point on the continuum is referred to as schematic camouflage. This involves teaching an individual to do the ‘right’ thing despite her schema-driven behavioural tendencies–for example, teaching the schizoid person to act in a more socially appropriate fashion. This is related to Persons’ and Miranda’s ideas on a coping-skills model of change (Persons, 1993). The second point on the continuum is that of schematic reinterpretation, which involves using the schema in a more adaptive and effective manner; for instance, a medically trained person who is uncomfortable with relating to patients may be better off going into a specialty such as pathology rather than psychiatry. The third point is that of schematic modification, which involves helping an individual move from an absolute position to a more relative one – for example, from that of needing to be loved by everyone in order to be a worthwhile person to the more adaptive position of needing to be loved by nearly everyone or by certain people. The final point on the continuum, representing most schematic change, is that of schematic reconstruction. This involves removing, rebuilding or reconstructing old schemata. The data supporting this type of ‘cure’ is sparse (Beck et al., 1990).

Hollon et al. (1987) describe three models of change: accommodation – that is, changing the basic schema either in content or in process terms; activation–de-activation – that is, deactivating rather than changing the schema, while making another one available; compensatory skills – that is, inculcating a set of skills to deal with the negative thoughts when they occur. In investigating the evidence, Barber and DeRubeis (1989) have pointed to a number of methodological issues, but appear to come down on the side of the third model from an empirical viewpoint. Persons (1993) points to the fact that different frameworks emphasise differences in the forms of change, and suggests that Beck and his colleagues adhere to the compensatory-skills model whereas the constructivists align themselves with the schema-change model.

The debate continues. And given the need to explain the efficacious results of cognitive therapy in both the short and the long term (see Chapter 2), it is an essential one. Relapse prevention requires a more empirical understanding of the type of change required and the mechanism by which it is to be achieved. More research is required to look into these issues, which will necessarily have implications for focus and technique in the practice of cognitive therapy.

SUMMARY

This chapter has attempted to offer the reader a glimpse of the main theoretical and practice issues within the field of cognitive therapy. It is a rapidly expanding field, both in terms of the depth of understanding of cognitive systems and in terms of its range of application.

It represents an applied field, with diverse frameworks, which is highly satisfying to the clinician who combines the need for empiricism with a creative flexibility of working – that is, a focused overt ‘here and now’ phenomenology with a more constructivist developmental analysis of tacit-meaning structures. But although diverse, the approach is specific and identifiable at both a theoretical and a practical level. In theoretical terms, it remains primarily focused on changing the cognitive aspects of psychological dysfunction. All the orientations are cognitive in conceptualisation. In practice terms, there are explicit assumptions encapsulated in the specific and unique type of therapeutic relationship and in the method of discovery and change. Especially in the light of the new integrative models, it is important for cognitive therapists to understand and value these distinctive aspects of the approach, for it is these that appear to account for its efficacy.

Every new development brings with it new questions and new opportunities for research. Much more work needs to be done in investigating the understanding of mechanisms of change. Cognitive therapy needs to continue to foster close links with academic cognitive psychology if it is to continue to grow and develop as it has over the last 40 years.
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The Empirical Status of Cognitive Therapy

Cognitive therapy originated from empirical findings in the 1950s, and the strong empirical tradition continues to flourish. Several new journals accommodate the wealth of experimental and treatment studies, such as Cognitive Therapy and Research, the Journal of Cognitive Psychotherapy: An international quarterly, and Behavioural and Cognitive Psychotherapy, while other well known clinical psychology and psychiatry journals also regularly publish articles relevant to cognitive theory and therapy.

A full review of the experimental literature underpinning cognitive therapy is outside the scope of this book, and so we shall attempt to give only a general overview while pointing the interested reader towards the relevant writings. More emphasis will be given to treatment studies, in particular, in the areas relevant to the case studies described in the later chapters.

EXPERIMENTAL STUDIES

The link between products of thought and emotion

A large number of studies attest to the role of cognition in the emotional disorders, although the exact relationship between thinking and feeling is still controversial: for instance, in terms of the primacy of one over the other (Zajonc, 1980; Rachman, 1981, 1984) or of the actual cognitive processes involved in the experience of emotion and in the treatment of the emotional disorders (Barnard and Teasdale, 1991).

Beck’s early clinical findings (Beck and Ward, 1961; Beck, 1963), from the analysis of the dreams of depressed patients and of psychotherapeutic interviews, set the tone for the cognitive theory of the emotional disorders. He was struck by the negative content common in both the dreams and the conscious thoughts of these patients, and the processing errors which maintained the negative bias in the content of thought. Since these early observations were made, the various aspects of information-processing have been studied in both depression and the anxiety disorders.

The cognitive aspects of depression have been by far the most studied. Haaga et al. (1991) provide an excellent review of studies relating to the descriptive and causative aspects of the theory. At a descriptive level, it is well established that depressed patients, relative to other clinical groups or relative to normal controls, show greater negativity of thinking. On scales such as the Automatic Thoughts Questionnaire (ATQ) (Hollon and Kendall, 1980), the Cognitive Style Test (CST) Blackburn et al., 1986a) and the Crandell Cognitions Inventory (CCI) (Crandell and Chambless, 1986), depressed patients have been found to score higher than normal controls (Eaves and Rush, 1984; Hollon et al., 1986; Blackburn et al., 1986a; Lam et al., 1987), higher than remitted depressed patients (Blackburn et al., 1986a; Hollon et al., 1986) and higher than themselves when remitted (Eaves and Rush, 1984; Dohr et al., 1989; Dobson and Shaw, 1987).

Nonetheless, many studies also indicate that depressed patients do not have exclusively negative thoughts – for example, Clifford and Hemsley (1987) and Derry and Kuiper (1981) showed that depressed subjects rate as many positive as negative adjectives when asked to choose self-descriptors. The ideal proportion of positive to negative thoughts for personal well-being is, according to Schwartz (1986), 1.7 to 1.0. This has been compared with the ‘golden’ proportion of classical architecture. The ‘golden section’ in Greco-Roman aesthetics is the division of a line in which the relation between the smaller part of the line to the larger part is equal to the relation between the larger part and the whole.

The negative content of thought described above has been shown to relate to elements of the cognitive triad – that is, the view of self, of the world and of the future as described by Beck (1967). However, it is not clear whether every element of the triad is equally important or necessary in the syndrome of depression. Nekanda-Trepka et al. (1983) found that a substantial proportion of depressed patients (13 per cent) showed no negative view of the future as assessed by the Hopelessness Scale (Beck et al., 1974a). The three elements of the triad are conceptually very close and not easily discriminated (Bebbington, 1985). Blackburn and Eunson (1989), in a content analysis of depressed patients’ records of their thoughts, confirmed this observation, finding that 47 per cent of a sample of two hundred automatic thoughts obtained from fifty depressed patients, when rated for content, represented combinations of two or three of the elements of the negative cognitive triad. Moreover, they found that 66 per cent of the thoughts related to the self – alone or in combination with the other two elements. It is likely that the negative view of self is the predominant and necessary element of the triad in depression, and that the negative view of the world and the negative view of the future are important only in so far as they relate to the self.

In contrast to the negative content of thought in depression, in anxiety and panic disorder common themes relate to personal danger and threat and inability to cope with that danger. Beck et al. (1974b), Hibbert (1984), and Beck and Emery (1985) have described these themes in detail. They involve thoughts and, in particular, images of vulnerability, inadequacy, loss of control, social ridicule, disease, physical harm and death. Butler and Mathews (1983) found that anxious patients are more likely than non-anxious control subjects to interpret ambiguous situations as personally threatening and to overestimate the degree of subjective risk to themselves. They do not view the world as necessarily universally threatening but, rather, they tend to regard themselves as especially at risk. Similarly, it is with regard to themselves that the future is unpredictable and dangerous. Thus, as in the negative triad found in depression, in the anxiogenic triad of the self as vulnerable, the world as threatening and the future as uncertain, it is the view of self as vulnerable and as lacking in coping ability which appears to be the predominant and necessary component.

Information–processing

The cognitive theory of the emotional disorders stresses that particular biases in information-processing will lead to congruent emotions (Beck et al., 1979; Bower, 1981, 1987). A number of studies have examined biases at several stages of information-processing in depressive and anxiety disorders. In general, studies support an attentional bias in anxiety and a memory bias in depression (for example, Williams et al., 1988; Dalgleish and Watts, 1990; Mogg et al., 1991), although some inconsistent results have also been reported.

An attentional bias for fear-relevant words demonstrated by faster rate, higher frequency and/or lower threshold of recognition has been recorded in auditory tasks (Parkinson and Rachman, 1981; Burgess et al., 1981; Mathews and MacLeod, 1986); by longer latencies in the Stroop colour-naming test (Ray, 1979; Watts et al., 1986a; Mathews and MacLeod, 1985; Carter et al., 1992); by attention shift in a probe detection task (MacLeod et al., 1986; Mogg et al., 1995).

Mogg et al. (1995), though, reported an attentional bias towards the spatial location of negative stimuli in their probe detection task in depressed patients, relative to normal controls. Depressed patients showed an attentional bias for negative words presented supraliminally, in contrast with anxious patients who showed an attentional bias for negative words presented both subliminally and supraliminally. Indications are that the bias seen in anxious patients when processing stimuli at a subliminal level is a preconscious one which, the authors suggest, may render them unconsciously sensitive to unpleasant cues in the environment and perhaps explain the attentional and concentration problems which are characteristic of anxiety states. Depressed patients, relative to controls, have also been reported as showing more self-focused attention and more negative thoughts when attending to themselves (Ingram et al., 1987). Several studies have commented on the phenomenon of ‘even-handedness’ in depression (Coyne and Gotlib, 1983; Mogg et al., 1991), indicating that depressed subjects attend to negative and positive stimuli equally, while non-depressed subjects are biased towards positive stimuli.

There is substantial evidence of a negative bias in retrieval processs in depression (Blaney, 1986; Williams et al., 1988; Teasdale and Barnard, 1993). One of the first experiments in this area, by Lloyd and Lishman (1975), found that in a group of clinically depressed patients the more depressed took longer to retrieve pleasant memories associated with neutral words than unpleasant memories. Thus depression appears to decrease the accessibility of positive memories. This study was influential in stimulating better-designed studies, as two problems in its methodology could have affected the results. Firstly, the more depressed patients could genuinely have experienced more negative events, which would have rendered negative memories more accessible; secondly, they could have been interpreting neutral or ambiguous memories negatively as an effect of depression. A series of studies by Teasdale and his colleagues using more adequate methodology has confirmed the finding of Lloyd and Lishman. Using normal volunteers in induced sad or happy mood, Teasdale and Fogarty (1979) found that induced sad mood, relative to induced happy mood, lengthened the latency for happy memories to neutral cue words. There was no difference in the retrieval of unhappy memories. Teasdale et al. (1980) and Teasdale and Taylor (1981) found that depressed mood decreased the probability of retrieving positive memories and increased the accessibility of negative ones. Using more traditional memory experiments, involving recall from lists of words, consistent results have been found in several studies (inter alia, Isen et al., 1978; Teasdale and Russell, 1983; Breslow et al., 1991; Zuroff et al., 1983; McDowell, 1984). Moreover, Zuroff et al. (1983), Hammen et al. (1986) and Bradley and Mathews (1988) found the same negative bias in memory function in recovered depressed patients, which may indicate a stable characteristic in vulnerable individuals, regardless of mood state.

An ingenious variation on the induced-mood studies was the study by Clark and Teasdale (1982), who used naturally occurring changes in mood in patients with diurnal mood variation to demonstrate differential retrieval of happy and unhappy memories. Substantially the same results were obtained as in studies which manipulated mood artificially.

In contrast, anxious patients have not been found to show the same consistent pattern of facilitated recall for threat-related stimuli. Williams et al. (1988) proposed that ‘anxiety involves biased allocation of attention at the pre-attentive stage, and depression involves biased use of mnemonic cueing at the elaborative stage’ (here). Thus, it is predicted that anxiety is associated with facilitated integrative processing of threat-related stimuli, but not with facilitated elaborative processing of such stimuli. Indeed, several studies have found no bias in memory for threat words in anxious subjects (inter alia, MacLeod 1990, 1991; MacLeod and Mathews, 1991; Mineka, 1992; Mogg et al., 1987; Watts et al., 1986b). These experiments require subjects to recall or recognise previously presented stimulus items in an explicit memory task. The proposition of Williams et al. (1988) leads to the prediction that it is implicit and not explicit memory that would be affected by selective processing in anxiety. Implicit memory tasks do not require subjects to consciously recall previously presented stimuli, but assess retention by ‘examining the degree to which previous exposure to stimulus items passively serves to facilitate the subsequent processing of these same stimuli’ (MacLeod and McLaughlin, 1995).

Implicit memory has been tested in anxious patients by word-stem completion tasks after the presentation of threat-and non-threat-related words (Mathews et al., 1989; Zeitlin and McNally, 1991; Richards and French, 1991), with conflicting results. Recently MacLeod and McLaughlin (1995) have criticised word-stem completion tasks as an inadequate test of implicit memory. Instead, they used a tachistoscopic task after a word and colour-naming task adapted from the Stroop test. They did find a bias in implicit memory for threat words in anxious patients relative to normal controls, but no difference in explicit memory.

Thus, it appears that the bias in information-processing differs in depression as compared with the anxiety disorders (general anxiety, panic disorder, phobias, post-traumatic stress disorder and obsessive–compulsive disorder). More studies of implicit memory in depression are needed, however, before firm conclusions can be reached, as most studies in this area have addressed explicit memory only. The cognitive theories underlying the bias in information-processing have been addressed in Chapter 1 – these include Beck’s cognitive theory (Beck, 1967), Bower’s associative network theory (Bower, 1981), Teasdale’s differential activation hypothesis (Teasdale, 1988) and his more recent Interacting Cognitive Subsystems (ICS) theory (Teasdale and Barnard, 1993).

Schemata, attitudes and beliefs

The structural aspect of the cognitive model of the emotional disorders is the most abstract and hypothetical of its components. Research in this area has been confounded by two important factors: different authors have used the term ‘schema’ in different ways, and the methodology for assessing and measuring schemata is, to this day, not well established.

In Beck’s terminology (Beck, 1976; Beck et al., 1979; Beck and Emery, 1985) the word ‘schema’ appears to be used interchangeably to mean basic attitudes, basic assumptions, personal rules or personal equations. Kovacs and Beck (1978) stated: ‘We postulate that the schemata that are active in depression are previously latent cognitive structures. They are re-activated when the patient is confronted with certain internal or external stimuli.’ Thus defined, schemata have been measured by a particular scale, the Dysfunctional Attitude Scale (DAS) (Weissman and Beck, 1978).

Several studies have found that depressed subjects score significantly higher than controls on this scale (inter alia, Hamilton and Abramson, 1983; Blackburn et al., 1986b). However, not surprisingly according to Beck’s theory, the level of depressogenic attitudes decreases markedly with remission and becomes indistinguishable from normal level (inter alia, Blackburn et al., 1990; Hamilton and Abramson, 1983; Simons et al., 1984). Eaves and Rush (1984) and Peselow et al. (1990) found that recently remitted depressed patients still showed raised levels of dysfunctional attitudes on the DAS, although these were lower than during the acute episode of depression. Reda et al. (1985), in a one-year follow-up of sixty depressed patients treated with antidepressant medication, found that although DAS scores decreased significantly in parallel with level of depression, some beliefs did not change over time. These related to a need to please others and to compulsive self-reliance.

The level of dysfunctional attitudes has been found to predict future levels of depression (Rush et al., 1986; Simons et al., 1986), although negative thinking assessed by different questionnaires (measures of locus of control, of expectation of negative and positive outcomes, of irrational beliefs, of perception of control and of self-esteem) in a large prospective study by Lewinsohn et al. (1981) failed to discriminate between subjects who did and did not become depressed a year later.

The endorsement of self-referent adjectives is another method of assessing the self schema (Segal, 1988). In support of his differential activation hypothesis, Teasdale (1988) cites several studies which indicate a specific self schema activated in mild depressed mood (induced) in recovered depressed subjects as compared to never depressed individuals. For example, Teasdale and Dent (1987) found that subjects vulnerable to depression recalled more global self-referent negative adjectives (such as ‘pathetic’, ‘stupid’, ‘worthless’) than the never depressed subjects, who recalled more of the milder self-referent adjectives (such as ‘thoughtless’, ‘rude’, ‘inconsiderate’). Teasdale and Dent (1987) also found that the number of global negative words endorsed by mildly depressed women at time 1 predicted the level of depression at time 2, five months later. The general hypothesis from Teasdale’s (1988) review is that the type of thinking activated in mild dysphoric states (which incorporate a globally negative view of self), in combination with high neuroticism (which is known to have the same effect as mild depressed mood on selective recall), activates and maintains higher levels of depression, possibly by activating more depressogenic schemata.

In summary of this section, when global scores on questionnaires measuring attitudes are being used, depressogenic attitudes appear to be state-related and therefore unstable. Better prediction can be made from the analysis of individual items of such questionnaires. Teasdale’s approach of examining the self schema in mild dysphoric mood (induced, or naturally occurring) appears to be a more promising method of tapping into the cognitive structures which render some people vulnerable to the onset and persistence of depression. It remains to be shown that the same processes apply in the anxiety disorders.

Recent developments in schema studies

Two recent developments in the concept of schemata have been, firstly, the delineation of higher-order, possibly more stable, personality characteristics which may act as vulnerability factors in the emotional disorders. These have been described as sociotropy and autonomy (Beck et al., 1983; Beck, 1983). The second innovation has been the differentiation between core beliefs or unconditional schemata, and conditional beliefs or basic assumptions, particularly in the personality disorders.

Sociotropy and autonomy

A great deal of evidence has already accumulated regarding the validity of these constructs in depression. They have not yet been investigated in other disorders. A sixty-item scale, the Sociotropy–Autonomy Scale (SAS), was developed by Beck et al. (1983) to measure the two constructs. The sociotropy scale has usually been shown to have high internal consistency, and the three subscales based on the factor structure (concern about disapproval, about attachment/separation and about pleasing others) have been shown to be highly intercorrelated (Clark and Beck, 1991). Moreover, sociotropy has been found to be related to vulnerability to interpersonal life events (Hammen et al., 1989; Segal et al., 1989; Robins and Block, 1988; Robins, 1990); to level of depressive symptoms (Barnett and Gotlib, 1988; Gilbert and Reynolds, 1990; Moore and Blackburn, 1994); to level of neuroticism (Gilbert and Reynolds, 1990; Moore and Blackburn, 1994); to level of dysfunctional attitudes as measured by the DAS, and to the subscale of the DAS which measures the need for social approval (Moore and Blackburn, 1994); and to various measures of interpersonal dependency (Barnett and Gotlib, 1988).

The autonomy scale, on the other hand, reported by Beck et al. (1983) as consisting of three factors (individualistic achievement, freedom from control by others and preference for solitude), has not shown the same degree of conceptual and concurrent validity. Although internally consistent (Moore and Blackburn, 1994), the scale has been found to be only minimally related to level of depression (Clark and Beck, 1991; Gilbert and Reynolds, 1990; Moore and Blackburn, 1994). It has yielded poor correlations with other measures of independence, and mixed results have been obtained regarding the interaction of autonomy and negative achievement events in producing depression (Hammen et al., 1989; Robins and Block, 1988; Clark et al., 1992).

These indifferent results have led to doubt about the validity of the scale and/or of the relevance of the concept of autonomy in depression. Consequently, Clark and Beck (1991) have attempted to improve on the measurement of autonomy by adding items to the original questionnaire. In a recent study involving 2, 041 undergraduate subjects, Clark et al. (1995) found that fifty-nine items of the 93-item expanded version were sufficient ‘to establish the generalisability’ of one dimension of sociotropy and two dimensions of autonomy – namely, solitude and independence. By using a large number of measures, the convergent and discriminant validities of the subscales of autonomy were satisfactorily established. Solitude was positively correlated with dysphoria, perfectionism, self-criticism and loneliness. Independence, on the other hand, was positively correlated with perfectionism and self-efficacy and negatively related to concern about approval from others. More research in clinical populations is needed to support the validity of the new autonomy scale.

Importantly for the concept of a vulnerability factor, Moore and Blackburn (in press), in a large clinical sample, have demonstrated the stability of sociotropy in pre-and post-treatment comparisons.

Core schemata

The differentiation of conditional and unconditional schemata remains a relatively untested clinical hypothesis deriving from recent interest in cognitive therapy for personality disorders (Beck et al., 1990). Conditional beliefs such as ‘If I don’t do what others demand of me, they will reject me’ may well derive from a core unconditional belief about the self, such as ‘I am unworthy’ or ‘I am unlovable.’ These core beliefs, or Early Maladaptive Schemata (EMS) (Young, 1990), are derived from clinical formulations and, to date, no adequate measurement exists. Young (1990) has developed a schema questionnaire consisting of 123 items, which has now been expanded to 205. The psychometric properties and validity of the scale have not yet been established.

Conclusion

This short review of experimental studies in the cognitive theory of the emotional disorders, as indicated earlier, is not intended to be exhaustive. It aims primarily to give a sample of the type of experimental studies that have been undertaken to test the cognitive models of the emotional disorders. The references provided at the end of the book will help interested readers to pursue more detailed accounts of work on empirical investigations into cognitive variables which may be associated with the onset of depressive and anxiety disorders.

Note that it is Beck’s cognitive theory that has been the most tested empirically, while the rational–emotive theory of Ellis and the constructivist theories have, in general, been little tested.

THE EFFICACY OF COGNITIVE THERAPY

Since the first controlled outcome study of the efficacy of cognitive therapy compared with antidepressant medication in depression (Rush et al., 1977) nearly twenty years ago, a large number of controlled studies have now been published, primarily in unipolar non-psychotic depression. The outcome literature in general anxiety disorder (GAD), panic disorder (PD), bulimia, social phobia and obsessive–compulsive disorder (OCD) is also accruing gradually. Cognitive therapy for personality disorders, psychosis, post-traumatic stress disorder and other disorders is still mostly tested only in single-case studies, but the results for larger controlled studies are expected soon.

Depression

Treatment outcome

The evidence for the efficacy of cognitive therapy in depression is well established, as can be attested in several outcome studies, reviews (Williams, 1992; Blackburn, 1995, 1988; Stravynski and Greenberg, 1992) and meta-analytic studies (Dobson, 1989; Robinson et al., 1990). Most studies have included out-patients satisfying criteria for major unipolar depression, although some have concentrated on in-patients (Miller et al., 1985).

COGNITIVE THERAPY AND PHARMACOTHERAPY

Fifteen studies were identified recently, comparing cognitive therapy with medication, either alone or in combination, in depressed out-patients. These are summarised in Table 2.1.

Table 2.1  Comparisons of cognitive therapy with pharmacotherapy in unipolar major depression – out-patients



	Study
	Outcome



	



	Rush et al. (1977) (N: 41)

	CT > Imipramine



	



	Beck et al. (1979) (N: 26)

	CT = CT + amitriptyline



	



	Dunn (1979) (N: 20)

	CT + imipramine > supportive therapy and imipramine



	



	McLean & Hakstian (1979) (N: 154)

	CT > amitriptyline = relaxation > insight therapy



	



	Blackburn et al. (1981) (N: 64)

	Hospital clinic: COM > CT = antidepressants General practice: CT = COM > antidepressants



	



	Rush & Watkins (1981) (N: 38)

	Individual CT = individual CT + antidepressants > group CT



	



	Murphy et al. (1984) (N: 70)

	CT = nortriptyline = CT + nortriptyline = CT = placebo



	



	Teasdale et al. (1984) (N: 34) (GP)

	CT + treatment as usual > treatment as usual



	



	Beck et al. (1985) (N: 33)

	CT = CT + amitriptyline



	



	Ross & Scott (1985) (N: 51) (GP)

	CT (individual) = CT (group) > treatment as usual



	



	Beutler et al. (1987) (N: 56 elderly patients)

	Group CT = CT + alprazolam = group CT + placebo = placebo



	



	Covi & Lipman (1987) (N: 90)

	Group CT = group CT + imipramine > psychodynamic



	



	Elkin et al. (1989) (N: 239)

	Imipramine + clin. management = CT = IPT

Imipramine + clin. management > placebo + clin. management

For HRSD > 20, GAS < 50 imipramine + clin. management > IPT > CT > placebo + clin. management



	



	Scott & Freeman (1992) (N: 121) (GP)

	CT = counselling = amitriptyline = treatment as usual



	Hollon et al. (1992) (N: 154)
	CT + imipramine = Ct = imipramine



	


	COM  combination of antidepressant medication and cognitive therapy

CT  cognitive therapy

GAS  Global Assessment Scale (Endicott et al., 1976)

HRSD  Hamilton Rating Scale for Depression (Hamilton, 1960)

IPT  interpersonal psychotherapy







All the studies in the table used random allocation and standard measures of assessment, by independent raters, although the blindness of raters was attempted in only a few of these studies. The main points that emerge are as follows.



1 Cognitive therapy is at least as effective as antidepressant medication in the treatment of depressed out-patients.

2 There is disagreement over the status of cognitive therapy for the most severe depressive disorders. In the large National Institute of Mental Health study of Elkin et al. (1989), where severity of depression was defined as scores of 20 or more on the Hamilton Rating Scale for Depression (HRSD), 17-item version (Hamilton, 1960), although medication was significantly superior to placebo and clinical management, cognitive therapy was not significantly differentiated from placebo and clinical management. The conclusion drawn (Freedman, 1989; Gelder, 1990) was that drug treatment is indicated for the most severe depressive disorders. This was contested by McLean and Taylor (1992), Hollon et al. (1992) and Thase et al. (1991), who found no negative interaction between severity of depression and response to cognitive therapy. Hollon et al. (1993) also note that of the three research sites in the NIMH study, only one actually found medication to be superior to cognitive therapy.

3 Studies which have compared the response of endogenous and of non-endogenous depression to cognitive therapy (Rush et al., 1977; Blackburn et al., 1981; Teasdale et al., 1984) have found that endogenicity is not a negative predictor of treatment. These studies have used research diagnostic criteria (RDC) (Spitzer et al., 1978), which are recognised as not stringent. Stricter criteria, such as the Newcastle depression index (Carney et al., 1965) or DSM-IV melancholia subtype (American Psychiatric Association, 1994), may offer more discrimination.

4 The combination of cognitive therapy and medication may be more effective than either treatment on its own for depressed hospital out-patients (Blackburn et al., 1981; Hollon et al., 1992; Murphy et al., 1984). However, in depressed in-patients the combination of cognitive therapy and antidepressants, although not superior to medication alone at the time of discharge, was superior following a few months of out-patient treatment (Miller et al., 1989).

5 Two methodological points may decrease the validity of the promising results described above. Firstly, most studies (except for Murphy et al., 1984, and Elkin et al., 1989) did not include a placebo pill condition. Hollon et al. (1993) comment that ‘in the absence of such controls, it is not possible to determine whether the sample selected was indeed pharmacologically responsive (Klein, 1989) or whether pharmacotherapy was adequately operationalised (Meterissian and Bradwejn, 1989)’. In addition, the lack of a placebo psychotherapy condition in these studies may also prevent us from making definitive statements about the specific effect of cognitive therapy. Blackburn (1995), though, argues against the validity of including a placebo psychotherapy condition in outcome research.

The second methodological issue concerns the lack of statistical power to detect real differences because of the relatively small groups of subjects in the studies described in Table 2.1. Meta-analytic studies can circumvent this problem to a large extent. Dobson (1989) analysed the results of twenty-eight studies and concluded that cognitive therapy patients, on average, did better than 70 per cent of pharmacotherapy patients.

COGNITIVE THERAPY FOR DEPRESSION, AND OTHER THERAPIES

Comparisons of cognitive therapy with other psychological treatments control not only for time with the therapist (attention effect) but also for the so-called non-specific effects of therapy – structure, encouragement of hope, warmth, genuineness, understanding, unconditional acceptance and the provision of a plausible rationale for the patient’s symptoms. Some of the studies in this category were not as methodologically sound as the studies comparing cognitive therapy and pharmacotherapy, as subjects were sometimes media-recruited or distressed rather than depressed, and undergraduates were included on the basis of scores on self-rating measures of severity of depression. Moreover, the treatment administered was not always the classical package of Beckian cognitive therapy, but included an ad hoc combination of cognitive and behavioural techniques (Table 2.2, overleaf).

As can be seen from Table 2.2, cognitive therapy, across different populations ranging from self-referred students to elderly hospital out-patients, has been shown to be as effective as or superior to some other systematised treatments (behaviour therapy, brief psychodynamic therapy or group psychodynamic therapy), and superior to waiting-list controls or supportive and non-directive therapies. The combination of cognitive therapy and behaviour therapy is usually not superior to either treatment on its own. In the case of Beckian cognitive therapy, at least, this would not be surprising as cognitive therapy involves both cognitive and behavioural methods of treatment, administered within the cognitive theory underlying the treatment.

Long-term effects

The previous section indicated that cognitive therapy is an effective method of treatment in major depression, and specifically in non-psychotic out-patients. Thus, it provides a viable treatment for patients who cannot or will not take medication, or for those who do not respond to antidepressants. However, the major problem of depression is its recurrent nature, which has been well documented in pharmacotherapy treatment trials (Glen et al., 1984; Prien et al., 1984; Kupfer et al., 1992).

Table 2.2  Comparisons of cognitive therapy (CT) with other psychological treatments



	Study
	Outcome



	



	Shaw (1977) (N: 32 undergraduates)

	CT > BT = non-directive therapy > waiting-list



	



	Taylor & Marshall (1977) (N: 28 undergraduates)

	CT + BT > CT = BT > waiting-list



	



	Zeiss et al. (1979) (N: 44 media-recruited)

	CT = social skills training = pleasant activities > waiting-list



	



	Shipley & Fazio (1973) (N: 28 undergraduates)

	CT > supportive therapy



	



	Wilson et al. (1983) (N: 25 media-recruited)

	CT = BT > waiting-list



	



	Gallagher & Thompson (1982) (N: 30 elderly patients)

	CT = BT = brief psychodynamic therapy



	



	Steuer et al. (1984) (N: 33 elderly patients)

	Group CT = group psychodynamic therapy (observer rating scale) Group CT > group psychodynamic therapy (self-rating scale)



	



	Thompson et al. (1987) (N: 91 elderly patients)

	CT = BT = brief psychodynamic therapy


	


	BT behaviour therapy

CT cognitive therapy






Antidepressant medication, especially the longer-established kinds such as the tricyclics, is much cheaper than cognitive therapy in the short term, especially if it is prescribed by general practitioners and not by consultant psychiatrists (Scott and Freeman, 1992). But when cost and efficacy are put in the balance, the long-term or prophylactic effect of different treatments has to be taken into consideration. The cost of depression to the nation involves not only costs of treatment, but also the human cost of suffering and indirect costs due to lost social and economic productivity (West, 1992). The maintenance of medication after the treatment of the acute episode of depression is known to reduce both relapse (six to nine months after remission) and recurrence (nine months, and over, after remission) (for example, Glen et al., 1984; Prien et al., 1984). Nonetheless, these two studies showed that even patients on active medication had less than 50 per cent probability of remaining well for two to three years. More recent studies report much better results with maintenance on high doses of tricyclic medication for three years (Frank et al., 1990) and five years (Kupfer et al., 1992). However, the problem of long-term compliance with medication is evident and its desirability may be questionable.

According to its theoretical underpinnings, cognitive therapy would be expected to reduce relapse and recurrence because of its educational nature and because it aims to reduce psychological vulnerability to depression by modifying the underlying schemata of the individual which may lead him or her to process information in a global negative way. Although the process through which cognitive therapy works is not well understood (DeRubeis et al, 1990; Miranda and Persons, 1988; Whisman, 1993; Teasdale, Segal and Williams, 1995), its prophylactic effect holds promise, as shown in Table 2.3, overleaf. The studies in Table 2.3 are naturalistic rather than controlled (except for Evans et al., 1992), and the numbers of subjects are generally small. However, the fact that all the data indicate the same outcome tends to reduce the likelihood of false positives (Type I error), although the likelihood of false negatives (Type II error) cannot be ruled out.

Gallagher and Thompson (1982) also indicated that in older adults with major depression, although there was no difference in response after twelve weeks of treatment with brief psychodynamic psychotherapy, cognitive or behavioural therapy (as shown in Table 2.2), at one-year follow-up improvement was maintained more effectively with cognitive and behavioural therapy. In in-patients given standard hospital treatment alone (tricyclic antidepressants plus hospital milieu) and standard treatment in combination with cognitive–behavioural therapy, Miller et al. (1989) found that at twelve-months follow-up more patients in the combined treatment group had remained well (54 per cent as compared with 18 per cent in the standard treatment group).

Table 2.3  Percentage recurrence of depression: a comparison of medication and other psychological therapies with cognitive therapy




	Study

	12 months

	18 months

	24 months




	

	%

	%

	%



	



	Kovacs et al. (1981)

(N: 35)

	

	

	



	CT

	33

	—

	—




	TCA

	59

	—

	—



	



	Beck et al. (1985) (N: 79)

	

	

	




	CT

	42

	—

	—




	CT + TCA

	9

	—

	—



	



	Simons et al. (1986) (N: 36)

	

	

	




	CT

	20

	—

	—




	TCA

	66

	—

	—




	CT + TCA

	43

	—

	—




	CT + P

	18

	—

	—



	



	Blackburn et al. (1986b) (N: 36)

	

	

	




	CT

	

	

	23




	TCA

	

	

	78




	CT + TCA

	

	

	21



	



	Shea et al. (1992) (N: 61)

	

	

	




	CT

	—

	41

	—




	TCA + CM

	—

	61

	—




	IPT

	—

	57

	—



	



	Evans et al. (1992)

	(N: 44)

	

	




	TCA (no continuation)

	—

	—

	50




	TCA (continuation)

	—

	—

	32



	CT

	—

	—

	21




	CT + TCA

	—

	—

	15



	


	CM clinical management

CT cognitive therapy

IPT interpersonal psychotherapy

P psychotherapy

TCA tricyclic antidepressants







Conclusion

These studies indicate that cognitive–behavioural therapy may indeed prevent the recurrence of depression, although better–controlled studies are awaited to confirm these tantalising results.

General anxiety disorder and panic disorder

Treatment outcome

Several recent reviews of cognitive therapy in general anxiety disorder (GAD) have indicated that cognitive therapy (CT) or cognitive–behavioural therapy (CBT) is an effective method of treatment (Durham and Allan, 1993); Chambless and Gillis, 1993; Blackburn and Davidson, 1995). Since the early case studies (Hollon, 1982; Last et al., 1983; Waddell et al., 1984) indicating that modifying the cognitive components in general anxiety can be effective, several controlled trials have been published. These are summarised in Table 2.4, overleaf.

These studies generally show that CBT in GAD is at least of equal efficacy as anxiolytic medication, and superior to waiting-list control and placebo. In their meta-analytic examination of five studies where CBT was compared with one of several conditions, and in two further studies, Chambless and Gillis (1993) reach essentially the same conclusions – which is not surprising, considering that the seven studies they quote are included in Table 2.4. They found an average effect size of 1.54 for CBT compared with an effect size of 0.7 for control/waiting-list or non-directive therapy or pill placebo.

The efficacy of CBT relative to behaviour therapy (BT) is less well established, studies indicating different outcomes. Borkovec et al. (1987) found CBT in combination with relaxation superior to non-directive therapy combined with relaxation in college students, while Borkovec and Mathews (1988) found no difference between the two modes of treatment in a community sample. However, the superiority of CBT over non-directive therapy in the student sample was found only on a self-report measure of anxiety, while no significant difference was found on an observer rating scale of anxiety in either study. Borkovec and Costello (1993) compared CBT with applied relaxation and found no difference between the two treatments. Butler et al. (1991) compared a pure version of cognitive therapy with a complex and fuller package of behaviour therapy/progressive relaxation, exposure, graded-task assignments and pleasurable activities. Cognitive therapy was superior to behaviour therapy on the most validated measures of anxiety (the Hamilton Anxiety Scale (Hamilton, 1959); the Beck Anxiety Inventory (Beck and Steer, 1990), but not on all measures.

Table 2.4  Controlled trials of cognitive therapy for generalised anxiety




	Study

	Outcome



	



	Durham & Turvey (1987)

(N: 41)

	CBT = BT



	



	Lindsay et al. (1987)

(N: 40)

	CBT = anxiety-management training = benzodiazepines waiting-list



	



	Butler et al. (1987)

(N: 45)

	CBT > waiting-list



	



	Blowers et al. (1987)

	CBT = non-directive therapy> waiting-list 



	



	Borkovec et al. (1987)

(N: 30 – college students)

	CBT + relaxation > non-directive therapy + relaxation



	



	Borkovec & Mathews (1988)

(N: 30–community sample)

	CBT + relaxation = non-directive therapy + relaxation



	



	Butler et al. (1991)

 (N: 38)

	CBT = behaviour therapy > waiting-list



	



	Power et al. (1989)

 (N: 31)

	CBT > placebo



	



	Power et at. (1990)

 (N: 101)

	CBT = CBT + diazepam

CBT + placebo > diazepam = placebo



	



	Borkovec & Costello (1993)

 (N: 55)

	CBT = applied relaxation > non-directive therapy



	



	Durham et al. (1994)

 (N: 80)

	CBT > analytic psychotherapy



	


	BT behaviour therapy

CBT cognitive–behavioural–therapy







Long-term effects

The few uncontrolled follow-up studies indicate that treatment gains are maintained at six-to twelve-months follow-up. Chambless and Gillis (1993) quote a follow-up effect of 1.95 for CBT. Blowers et al. (1987) found no difference between CBT and non-directive therapy at six months, while Borkovec and Costello (1993) found that at twelve months 57.9 per cent of CBT patients, 33.3 per cent of applied-relaxation patients and 22.2 per cent of non-directive therapy patients had maintained their improvement.

Butler et al. (1991) also found a net superiority of CBT over behaviour therapy at six-months follow-up: 42 per cent of CBT and 5 per cent of behaviour therapy patients met criteria for recovery.

Conclusion

As in the case of depression, controlled follow-up studies are needed. The general findings indicate that for GAD a combination of cognitive and behavioural techniques is indicated. However, cognitive therapy in its pure form has not been well tested. The best studies using cognitive therapy are those of Butler et al. (1991) and Durham et al. (1994), and both obtained very promising results. Hollon and Beck (1994) comment that more recent studies of cognitive therapy in GAD have shown better results, probably reflecting a higher level of expertise in the cognitive therapists.

Panic disorder with or without agoraphobia

Treatment outcome

Cognitive therapy for panic disorder is based on the cognitive therapy of panic (Clark, 1986), which is based on Beck and Emery’s (1985) model of cognitive therapy for anxiety disorder and phobia which emphasises the catastrophic interpretation of bodily sensations in panic disorder patients and the avoidance and safety behaviours engaged in by them to prevent or deal with potential panic attacks. Several cognitive–behavioural approaches have been developed to help patients identify and modify their misinterpretations of bodily sensations. The best-tested approaches are those of Barlow and colleagues (Barlow and Craske, 1989; Barlow and Cerny, 1988) and those of Clark, Salkovskis, Beck and colleagues (Clark, 1989; Gelder et al., 1993; Clark, 1986; Clark et al., 1985). While Barlow’s panic-control treatment (PCT) uses a wide range of behavioural and cognitive techniques (including coping techniques, exposure to interoceptive stimuli and relaxation training), Clark’s cognitive therapy emphasises cognitive restructuring of the misinterpretations of bodily sensation, some exposure to interoceptive stimuli and no relaxation training.

Since the mid-1980s, treatment evaluation of cognitive therapy in panic disorder has been accumulating. At the beginning, several uncontrolled case studies indicated the efficacy of cognitive–behavioural methods (Barlow et al., 1984; Clark et al., 1985; Salkovskis et al., 1986; Shear et al., 1991; Welkowitz et al., 1991). More recently, several controlled studies have been published or reported at conferences. Table 2.5 provides a summary of the published studies. All six studies attest to the efficacy of cognitive therapy, either alone or in combination with behavioural techniques, as effective in the treatment of panic disorder with or without agoraphobia. Cognitive therapy has been found to be superior to supportive therapy, relaxation training and waiting-list/minimum-control groups, but Shear et al. (1994) found no difference between cognitive–behavioural therapy and focused non-prescriptive treatment. The authors called in question the specificity of cognitive–behavioural treatment.

Table 2.5  Efficacy of cognitive therapy for panic attacks




	Study

	Outcome



	



	Barlow et al. (1989)

(N: 46)

	PCT = cognitive restructuring + exposure > relaxation > waiting-list



	



	Klosko et al. (1990)

(N: 57)

	PCT > placebo; waiting-list Alprazolam = CT = waiting-list



	



	Beck et al. (1992)

(N: 33)

	CT > supportive therapy



	



	Shear et al. (1994)

(N: 65)

	CBT = non-prescriptive treatment



	



	Clark etal. (1994)

(N: 64)

	CT > relaxation; imipramine > waiting-list



	



	Beck etal. (1994)

(N: 64)

	CT > relaxation > minimal contact



	


	CBT cognitive–behavioural therapy

CT cognitive therapy

PCT panic-control treatment







Long-term effects

Clark et al. (1994) reported that at six-months follow-up cognitive therapy did not differ from imipramine, both treatments being superior to applied relaxation (Ost, 1987). However, at fifteen months, cognitive therapy was superior to both imipramine and relaxation. Shear et al. (1994) reported that at six months after treatment, the cognitive–behavioural therapy group continued to improve, while subjects who had received focused non-prescriptive therapy showed slight worsening. Craske et al. (1991) reported a two-year follow-up of the Barlow et al. (1989) study: they found that 81 per cent of patients in the panic control treatment (PCT) were panic-free, 43 per cent of the PCT in combination with relaxation group, and only 36 per cent of the relaxation group.

Conclusion

Thus, as with depression and general anxiety, the effect of cognitive therapy in panic disorder appears to be long-lasting. The Craske et al. (1991) study indicated that, for long-term effect in panic disorder with agoraphobic avoidance, other treatment techniques than cognitive therapy may be necessary.

Obsessive–compulsive disorder (OCD)

Treatment outcome

Until recently, the two most widely accepted treatments for OCD have been pharmacotherapy (for example, clomipramine or, more recently, fluoxamine) and behaviour therapy including modelling, exposure and response-prevention. Behavioural interventions have been reported as highly successful, with a success rate of 60–85 per cent (Rachman and Hodgson, 1980), and as having an efficacy equivalent to fluoxamine (Cottraux et al., 1990). Thoren et al. (1980) also found clomipramine effective in obsessional symptoms, although they found a recurrence of symptoms after medication was stopped. However, Foa (1979) noted that non-responders to behaviour therapy tended to have overvalued ideas, that is to believe that their obsessional fears were realistic. In such patients, a number of cognitive processes have been found to be important – concern about responsibility, perfectionism, and fear of punishment or of catastrophic outcomes if obsessive rituals are not followed.

Consequently, Beck (1976) and Salkovskis (1985) have developed the cognitive model of OCD and particular cognitive therapy techniques have evolved (van Oppen and Arutz, 1994). Beck explained the overdeveloped sense of responsibility of the obsessional patients as due to concerns related to actions they believed they should have taken or to outcomes they should not have caused. Salkovskis suggests that normal intrusive thoughts may become obsessions when the intrusion is perceived as potentially harmful and the patient assumes responsibility for that potential harm. The appraisal of the intrusion leads to increased anxiety, and the patient then develops overt or covert neutralising responses (rituals) to reduce the anxiety.

James and Blackburn (1995) published an up-to-date review of outcome studies using cognitive therapy techniques. In addition to single-case studies (Ownby, 1983; Salkovskis and Warwick, 1985; Blue et al., 1987; Ellis, 1987; Willmuth, 1988; Moore and Burrows, 1991; Gandev, 1992; Dupont, 1992; Gandev, 1993), they found one uncontrolled group study (Enright, 1991) and five controlled studies. Since this review, one more controlled study has been published (van Oppen et al., 1995). Table 2.6 summarises the controlled studies.

Table 2.6  Controlled studies of cognitive therapy in obsessive-compulsive disorder




	Study

	Outcome



	



	Emmelkamp et al. (1980)

(N: 15)

	CT + BT = BT



	



	Jaremko (1982)

(N: 1; A–B design)

	CT + BT > BT



	



	Emmelkamp et al. (1988)

(N: 18)

	CT = BT



	



	Kearney & Silverman (1990)

(N: 1; A–B design)

	CT + BT (alternatively) > CT + CT,

BT + BT (alternatively)



	



	Emmelkamp & Beens (1991)

(N: 21)

	CT = BT = CT + BT



	



	van Oppen et al. (1995)

(N: 71)

	CT > BT



	


	BT behaviour therapy

CT cognitive therapy







Note that a variety of cognitive therapy approaches have been used in those studies, including cognitive restructuring, self-instructional training and rational–emotive therapy. Only the van Oppen et al. (1995) controlled study and the single-case study of Salkovskis and Warwick (1985) have evaluated cognitive therapy as described by Beck (1976) and Salkovskis (1985).

Conclusion

Cognitive therapy in OCD promises to be a useful adjunct to exposure and prevention of response, particularly in the case of ruminators, non-responders to behavioural therapy and inpatients who are convinced of the rationality of their obsessions and compulsions. More controlled studies are necessary for both short-and long-term outcome before the role of cognitive therapy in OCD can be fully appreciated.

Bulimia nervosa

Treatment outcome

Of the eating disorders listed in DSM-IV (American Psychiatric Association, 1994) – bulimia nervosa, anorexia nervosa and obesity – it is generally agreed that the evidence for the efficacy of cognitive therapy is best-established in bulimia nervosa. For this reason and because a case of bulimia nervosa will be described in Chapter 7, only this particular disorder will be reviewed here.

Cognitive approaches to bulimia nervosa (Fairburn, 1985; Fairburn and Cooper, 1989) stress cognitive factors in the maintenance of the disorder. Chronic low self-esteem leads to over-concern about shape and weight. The individual, who is usually female, invests her self-esteem in dietary control which, in turn, triggers binge eating through both physiological and psychological processes. A vicious cycle is initiated as binge eating leads to compensatory behaviours such as vomiting, excessive use of laxatives or of diuretics and excessive exercising. This further decreases self-esteem, triggering a number of self-critical negative automatic thoughts. Cognitive–behavioural therapy involves presenting the cognitive rationale to the patient, providing education regarding the negative physiological effects of the compensatory behaviours, monitoring and changing attitudes towards shape and weight, and monitoring and changing basic dysfunctional attitudes relating to the self. Thus treatment consists of both behavioural and cognitive techniques aimed at establishing normal patterns of eating, and at cognitive restructuring.

Several studies have indicated that cognitive–behavioural therapy is superior to waiting-list control and minimal intervention (inter alia Lee and Rush, 1986; Freeman et al., 1988; Agras et al., 1989; Ordman and Kirschenbaum, 1985; Leitenberg et al., 1988). In a review of outcome studies in bulimia nervosa, Fair-burn (1988) concluded that the levels of specific and general pathology of patients allocated to waiting-list control groups do not decrease, whereas improvement occurs with active treatment.

Table 2.7 summarises studies comparing cognitive–behavioural therapy with other psychological treatments.

Table 2.7  Outcome studies comparing cognitive–behavioural therapy with other psychological therapies in the treatment of bulimia nervosa




	Study
	Outcome



	



	Fairburn et al. (1986)

(N: 24)

	CBT > brief psychodynamic therapy (on some measures only)



	



	Wilson et al. (1986)

(N: 17)

	Cognitive restructuring + BT > cognitive restructuring



	



	Freeman et al. (1988)

(N: 122)

	CBT = BT = group psychotherapy > waiting-list



	



	Agras et al. (1989)

(N: 77)

	CBT > self-monitoring; CBT + vomiting-prevention; waiting list



	



	Fairburn et al. (1991)

(N: 75)

	CBT = BT > IPT (on some measures only)



	



	Garner et al. (1993)

(N: 66)

	CBT > supportive expressive therapy (on most measures)



	



	Wilfrey et al. (1993)

(N: 56)

	Group CBT = group IPT > waiting-list



	


	BT behaviour therapy

CBT cognitive–behavioural therapy

IPT interpersonal psychotherapy






The studies in this table indicate that, in the short term on some measures, CBT is at least as effective as other therapies – for example, behaviour therapy and interpersonal psychotherapy. Craighead and Agras (1991) reviewed ten studies of CBT in bulimia nervosa. They found a mean reduction of 79 per cent in binge eating and purging, and 59 per cent of patients were in remission. Mitchell (1991), in his review, found a mean decrease of 69.9 per cent in binge-eating frequency and only 32.8 per cent of the patients were in remission.

Wilson and Fairburn (1993) found comparable rates for reduction in binge eating (73–93 per cent) and in purging (77–94 per cent), but, like Mitchell (1991), they found much lower rates of remission (51–71 per cent for binge eating and 36 per cent for purging). Harmann et al. (1992), in a meta-analytic study of eighteen treatment trials, found no statistical differences in effect for different treatment modalities.

Antidepressant medication has been shown to be effective in the treatment of bulimia nervosa (Mitchell et al., 1990; Agras et al., 1992). Fairburn and Cooper (1989, p. 304) comment: ‘Few patients … make a complete recovery and the disturbed attitudes to shape and weight tend to persist.’ These authors suggest that antidepressant drugs are indicated only when there is a co-existing depressive disorder, and even in such cases CBT should be given in combination.

Long-term effects

Follow-up studies indicate that treatment gains with CBT are maintained over periods of one to three years (Luka et al, 1986). In the Fairburn et al. (1991) study, behaviour therapy patients showed a significantly higher rate of relapse over periods of four, eight and twelve months than CBT or interpersonal psychotherapy (IPT) patients. On the other hand, IPT patients continued to improve over follow-up, so that at twelve months 44 per cent of IPT and 35 per cent of CBT patients met criteria for recovery (Fairburn et al., 1993). Agras et al. (1992) reported that CBT had a preventive effect on relapse at a 32-week follow-up, and Freeman et al. (1988) found CBT to be superior to group therapy at six-months follow-up.

Conclusion

Although CBT has been described as the treatment of choice in bulimia nervosa, its specificity may be questionable. Many of the studies described above may have used more eclectic treatment packages than well defined cognitive–behavioural therapy. In general, a combination of educational, cognitive and behavioural methods seems to be superior, although IPT also appears promising, as it has been in depressive illness. Fairburn et al. (1955) concluded that longer-term outcome with cognitive therapy or focal interpersonal therapy was superior to behaviour therapy, which appears to have only a short-lived effect.

Two long-term problems

Two areas of psychopathology usually associated with long-term or chronic problems have recently attracted growing interest from cognitive therapists: these are the psychoses and the personality disorders. Outcome studies in both areas are still primarily based on single-case studies or on single-case methodology, and are therefore suggestive rather than convincing.

Psychoses

The modification of delusional beliefs with cognitive therapy is based on the assumption that delusional beliefs develop as a result of normal attempts to make sense of abnormal perceptual experience (Chadwick and Lowe, 1994). People with delusions have biased reasoning (Bentall et al., 1994) and show bias in their attributional style, in their associations between events and in their probabilistic reasoning (Garety, 1991). Chadwick and Lowe (1994) state that ‘an integral part of our approach to challenging delusions [has been] that the person be encouraged to construe his or her delusion as a reaction to, and an attempt to make sense of, particular events, and that an alternative perspective from which to understand these events be supplied and evaluated’. Thus, a person who is deluded constructs his or her delusional belief from external events through faulty reasoning.

Studies which have indicated positive effects for cognitive therapy in single cases or uncontrolled trials include Fowler and Morley, 1989; Chadwick and Lowe, 1990; Kingdon and Turkington, 1991; Perris and Skagerlind, 1994; Chadwick and Birch-wood, 1994; Alford and Correia, 1994.

Chadwick and Lowe (1994) described the outcome of cognitive therapy in twelve out-patients maintained on neuroleptic medication, using multiple-baseline design. Cognitive therapy involved challenging the evidence for the beliefs starting with the least important bits of evidence and explaining the influence of beliefs on behaviours and interpretations; highlighting inconsistent features of the beliefs in order to reduce their plausibility; offering the rationale that the belief was developed in response to, and to make sense of, specific experience; and, finally, assessing the delusion and the therapist’s alternative in the light of available information. The results indicated that ten out of the twelve participants (83 per cent) reported reduced conviction as a result of the interventions. Six of these ten subjects also obtained reduced anxiety and preoccupation ratings. In addition, depression scores were considerably reduced in all ten responders.

A few controlled studies have already been reported. Tarrier et al. (1993a) compared coping-strategy enhancement (CSE) with problem-solving therapy in twenty-seven patients. Both treatments included cognitive and behavioural methods. At the end of the five-week treatments, both were equally effective for delusions and anxiety. Hallucinations, general functioning and negative symptoms were not affected. At six-months follow-up, CSE was marginally better than problem-solving (Tarrier et al., 1993b).

Garety et al. (1994) treated thirteen patients showing persistent drug-resistant psychotic symptoms with cognitive–behavioural therapy, and assigned seven subsequent patients to a waiting-list control. Active treatment brought about significant changes in the conviction with which delusional beliefs were held, in measures of distress and in preoccupation with beliefs, but not in general functioning.

In conclusion it can be said that the results across case studies and controlled studies are quite consistent. Cognitive–behavioural methods can be effective for the degree of belief in delusions, for the preoccupation with delusions and for associated anxiety and depression, but not for general functioning and negative symptoms. Many more controlled studies are currently being conducted, and future results should shed more light on both the applicability and the limits of cognitive therapy in this challenging group of patients.

Personality disorders

The development of clear diagnostic criteria for the personality disorders (Axis II, DSM-III-R and DSM-IV, American Psychiatric Association, 1987, 1994) has helped in bringing about a degree of consensus and of systematisation in their description and diagnosis, so that it is now easier to develop specific treatment methods and carry out treatment outcome studies.

The cognitive model of the personality disorders (Beck et al., 1990), as described here, is a natural evolution of the cognitive theories for the emotional disorders. Because of the long-standing problems associated with personality disorders, particular emphasis is placed on modifying early maladaptive schemata (Young, 1990), and specific methods of treatment have been developed. In particular, therapy typically extends over a longer period than for an Axis I disorder, and follows after the alleviation of the acute symptoms. Although therapy may last for one to two years, treatment sessions are more widely spaced, possibly taking place once a month, and involve greater use of the therapeutic relationship, as described here.

The main influences on the development of cognitive therapy for the personality disorders have been the therapeutical work of Beck et al. (1990), Young (1990), Linehan (1993a, 1993b) and Layden et al. (1993), the last two volumes being dedicated to the treatment of borderline personality disorder. Pretzer and Fleming (1989) also present a detailed guide of recommended cognitive therapy treatment methods.

The cognitive theory of personality disorders and the practical treatment methods which it inspires have been encouraging. They empower the therapist and engender hope for these long-term patients, who are known to be poor responders to treatment (Sullivan et al., 1994; Tyrer et al., 1994; Burns and Nolen-Hoeksema, 1992). However, to date the only evidence of efficacy relies primarily on single-case reports. A number of case descriptions, with good outcome, are described in the edited volumes of Freeman and Dattilo (1992) and Dattilo and Freeman (1994). Turkat and his colleagues (Turkat and Carlson, 1984; Turkat and Levin, 1984; Turkat and Maisto, 1985) have used single-case methodology based on detailed formulation of individual cases, from which they derive hypotheses that are tested through treatment. Successful outcome confirms the formulation made by the therapist, while a negative outcome leads to a new formulation and new hypotheses. Turkat and Maisto (1985) report a positive outcome for avoidant, dependent, narcissistic and paranoid personality disorders. But they obtained negative outcome for antisocial, borderline, obsessive-compulsive, histrionic, passive-aggressive and schizoid patients. They attribute bad outcomes to lack of cooperation, dropping out of treatment or wrong case formulation.

Few controlled studies have been reported. Woody et al. (1985) reported a controlled study of brief cognitive therapy and psychodynamically orientated supportive therapy in drug addicts with symptoms of major depression and antisocial personality. Significant improvement was obtained with both treatments in patients presenting with these symptoms, but not in non-dependent patients with antisocial personality. Linehan et al. (1991) contrasted dialectical behaviour therapy (DBT) – a specific type of cognitive behaviour therapy package, fully described in Linehan (1993b) – with treatment as usual (any type of therapy available in the community, including psychotherapy or group therapy) in forty-four parasuicidal patients with borderline personality disorder. Assessments were carried out at the end of treatment and at one-year follow-up (Linehan et al., 1993). During treatment 6.8 per cent of patients receiving DBT attempted suicide, as compared with 33–35 per cent in the control groups; DBT patients spent less time in hospital (8.5 days as compared with 38.8 days). Drop-out rates also differed markedly (16.7 per cent for DBT and 50 per cent for the control group). At the end of the one-year naturalistic follow-up, most assessment measures of adjustment favoured DBT; the difference in parasuicides was not significant, but the DBT patients had had fewer days as in-patients.

CONCLUSION

Cognitive therapy for personality disorders is in its infancy, its empirical status being still mostly at the stage of case description and single-case studies. However, research in this area has reached an exciting point; the cognitive conceptualisation and detailed therapy methods described in manuals allow for optimism – which only future data can justify.

OVERALL SUMMARY

This chapter has given an overview of the empirical evidence underlying cognitive therapy. Experimental studies support the information-processing model of the cognitive theory of the emotional disorders, implicating attentional, perceptual, interpretative and memory biases. These appear to differentiate depressive and anxiety disorders. The methodology for the assessment of schemata remains unsatisfactory, so that this important aspect of the theory is still inferential and clinically based rather than empirically demonstrated.

Treatment outcome studies have indicated the efficacy of cognitive therapy in depression, generalised anxiety disorder, panic disorder and bulimia nervosa. The other areas reviewed, obsessive–compulsive disorder, and delusions and hallucinations in psychotic illness and personality disorders, still need better-controlled treatment trials to establish their validity, but the results so far are promising.

Several other areas of application – for example, health anxiety, hypochondriasis, pain management, social phobia and marital problems – have not been reviewed, but it must be noted that a vast experimental and treatment outcome literature is rapidly growing for these psychopathological conditions as well.

Two areas of research in cognitive therapy remain largely unaddressed: the process of change during treatment (Whisman, 1993) and the prediction of response. In view of the equivalence effect often found in controlled treatment trials, it is essential to be able to predict with a degree of certainty who will respond best to cognitive therapy, or to some other treatment such as pharmacotherapy, short-term focused psychodynamic therapy or interpersonal psychotherapy.
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