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ABSTRACT

Premature termination from psychotherapy has begorted as the most pressing
health care delivery problem of community mentalltireoutpatient clinics since the 1970’s
(Albers & Scrivner, 1977). Historically, dropouasibeen viewed as a negative outcome for
all involved, and the research has concentratadetegrmining what client factor(s) may
influence premature termination. However, a stoalyducted in part by this author (see
Krishnamurthy et al., unpublished manuscript) pded preliminary evidence that clients
prematurely terminated from treatment after anahlessening of their symptoms. These
preliminary findings oppose the previously heldadleat premature termination is
predominantly due to a lack of perceived improvenogrsome dissatisfaction in the therapy
process. The current study attempted further eaptm of those that prematurely dropped
out of treatment to show whether they maintainet tigains as compared to those that
completed the prescribed treatment protocol. Algtounderpowered, it was found that
individuals who drop out of treatment, contraryEysenck’s (1952) theory, are not all
treatment failures. In the present study, it veasfl that similar to completers, those who
dropped out of treatment comprised groups that bimtt§44%) and did not (34%) obtain
high rates of improvement. In fact, the subsetropouts who achieved the stringent criteria
of clinically significant change (CSC) in eightfewer sessions made as much gain as those
who completed the study. These individuals wese &und to maintain these gains over
time, equal to those who received the full doseedtment. The approach of managed
healthcare regarding psychological services, wtteree are often strict preset limits for the
number and cost of services that are covered (Del\éandenbos, & Bulatao, 1991), may

need to be better informed and become more flexdblewing this model of change. A one-
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size-fits-all approach to length of treatment maylve appropriate, as some individuals “get

it” faster than others do.
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How Do Treatment Completers Fare Versus Dropouts¥ollow-Up Study

High rates of treatment refusal have strong anddaching effects, and are presumed
to be detrimental to the participants, their fageslisociety, and the economy. Allegedly,
large amounts of financial, including clinical, iastional, and personal, costs result when
participants do not complete prescribed treatmegitmens. This notion has left researchers
and practitioners with the continued dilemma ogwtiattrition and little valid research to
draw from in order to predict who may be at riskdéscontinuing treatment before having
incorporated enduring positive changes. Howevstyudy conducted in part by this author
(see Krishnamurthy et al., unpublished manuscpgpiyided preliminary evidence that
clients prematurely terminated from treatment adterinitial lessening of their symptoms.
This new theory opposes the previously held idaapghemature termination is
predominantly due to a lack of perceived improvenogrsome dissatisfaction in the therapy
process. This study attempted further exploradiotimose that prematurely dropped out of
treatment to show whether they maintained theimgyas compared to those that completed
the prescribed treatment protocol.
The problem of dropout

Premature termination from psychotherapy has begorted as the most pressing
health care delivery problem of community mentalltireoutpatient clinics since the 1970’s
(Albers & Scrivner, 1977). Kessler et al. (2005)imates that anxiety disorders are the most
prevalent mental disorder found in the general padpn, with a lifetime prevalence rate of
28.8%; constituting a large proportion of indivitkian treatment. For those that provide
services for and study these disorders, a majoieban treatment outcome studies has been

the high rates of participants that enter treatmf@ndysfunctional thoughts and behaviors
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only to drop out of treatment prematurely. Havihg ability to determine the reasons for
treatment dropout and the impact this has on cbattome is crucial to target healthcare
policies to maximize completion and improve treattreffectiveness.

Statistics from U.S. community mental health centedicate that between 30% and
60% of psychotherapy outpatients terminate prerebtiiNational Institute of Mental Health
[NIMH], 1981). Baekeland and Lundwall (1975), aftemprehensively reviewing 362
research articles involving medicine and mentalthéeeatment, found that 20% to 57% of
participants did not return following their firsisit for general psychiatric attention and 31%
to 56% attended four or fewer sessions. Publiclpstherapy clinic reports indicate that
attrition rates often exceed 50% (Garfield, 198&kdrik, 1985). A review by Phillips (1985)
reported the modal number of therapy sessions wastbe median was three to five
sessions, and the mean was five to eight sesslaresmeta-analysis including 125 treatment
studies, Wierzbicki and Pekarik (1993) reportece@rage psychotherapy dropout rate of
47%. Garfield (1994) concluded, after selectivelyiewing 86 articles on dropout, that 23%
to 49% of cases failed to attend one therapy sessllmwing intake and that two-thirds of
cases terminated before completing ten sessiohaselpoints are particularly important
when considering manualized treatments that follgevotocol where active treatment
components are revealed in each session. Misgijuguder or more of the treatment regime
could potentially be equivalent to never havingereed treatment or could possibly be more
detrimental than never having received treatment.

Historically, dropout has been viewed as a negatiteome for all involved, and the
research has concentrated on determining what ¢ietor(s) may influence premature

termination. In Eysenck’s landmark article in 1958 asserted that all dropouts should be
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classified as treatment failures. Bergin and Lam{@d®78) reviewed the same articles
Eysenck examined and found improvement rates inecetom 44% to 62% when dropouts
were excluded from outcome analyses. Discontingergices early on has been described
to have even led to a worsening in some mentathhdaorders such as substance
dependence (Goldstein et al., 2002) and generahiarety disorder (Rubio & Lopez-lbor,
2006), when thoughts and feelings of failure becoangorced when attempts at recovery
are thwarted. Although earlier studies shed caralale light on the problems, most often,
the studies targeted fixed client and clinical ables and did not study dynamic variables
such as anxiety levels or the rates of improvemélmtfortunately, little is known about the
course of outcome of those who dropout.

More recent studies have found that premature te&ton may not always be a
negative indicator (Pekarik, 1992). In fact, Knaimurthy et al. (unpublished manuscript),
found that those who improved rapidly were mostlifto discontinue treatment. It appears
that in some cases, early and rapid improvementleaa/to the participant concluding that
treatment is no longer needed. Rapid improvemeuitddoe viewed as a positive response to
therapy; however, more consideration should be raade whether or not these gains will
be maintained over time. Even though some paditgpshowed rapid improvement, the
recurrence rates of mental health difficulties rhayhigher over time because participants
did not receive the full benefits of the specifieatment protocol.

Research performed several decades ago by Kogaig,19957b, 1957¢) aimed to
further investigate dropouts by interviewing patsetinat prematurely discontinued treatment
through the Division of Family Services of the N¥ark Community Service Society. Of

the 30% of cases that experienced an unplannedigion, where they failed to keep



Treatment Completers Versus Dropouts

subsequent scheduled appointments, Kogan wasabpeak directly with 80% of the cases
between three and twelve months after the casesa@sed. Follow-up interviews revealed
that circumstances in the individuals’ lives hatrfered with treatment continuance, but
that improvements in the problem situations morieately accounted for the unplanned
terminations. Two-thirds of all clients reportdwt they felt as though they had been helped,
leaving no difference between the proportions okéhthat stated they were helped among
the planned and unplanned terminations. Furthexmberapists’ ratings at the time of
termination were compared to those cases that laketed as planned and unplanned
terminations. The research found that theraplstsacterized clients with unplanned
terminations as treatment resistant or statedlieatlients lacked interest. Therapists
reported that there were more planned than unpthtemminations. These findings reveal
the therapists’ perception of clients with prematt@armination may be unduly more negative
than is evidenced.

One of the many contributors of dropout may li¢he nature of the treatment itself.
The characteristic behavioral problem, which imttginforces the anxiety, of anxiety
disorders is avoidance. Yet the most efficacioeatinent for anxiety is having the
individual confront the precipitant of the anxi¢Barlow, 2002). This treatment component
may be aversive enough for the participant to praimgatment refusal (Buckner et al.,
2006). On the other hand, attendance to treatia@sisociated with better post-treatment
outcome, thus attendance to a greater number sibsssvould seem to lead to greater
symptom reduction (Buckner et al., 2006). It app¢iaat though there is a plethora of
research supporting the notion that planned skont-therapies are equally effective as time-

unlimited psychotherapy, regardless of diagnosaKBam, 1989; Brockman, Poynton, Ryle,
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& Watson, 1987; Blowers, Cobb, Mathews, 1987; Gé&slohnson, 1983; Kiesler, 1982;
Koss & Butcher, 1986; Miller & Hester, 1986; PipBebbane, Bienvenu, & Garant, 1984;
Riessman, Rabkin, & Struening, 1977; Strupp, 1988Jill may be necessary to complete a
prescribed regimen for true change to take pladecaure.
Implications for managed care, health care providers, and those seeking services

In today’s environment of managed care, wheretdinits are often placed on the
number of therapy sessions being covered by insareompanies, it is important that sound
empirical research help to guide policy makers’isiens regarding the parameters set forth.
Therefore, it is crucial to answer the questioh@iv much psychotherapy is needed to bring
about adequate change and alleviate the parti¢gpdistress into the foreseeable future. To
this end, important questions arise as to how ah@defined and how it is to be measured.
Unfortunately, the research to date does not adelyuaddress these questions, yet these
guestions are important ones to be answered i twdeaximize benefits and minimize
costs for both the provider and recipient. DelLedamdenbos, and Bulatao (1991) have
identified several issues in the area of managattiware regarding mental health that are of
major concern, including: the fact that strict armdealistic limits are applied to the numbers
and/or costs of services that are covered, thetgualappropriateness of the services
offered may be inadequate, insufficient informati®provided to the individual about the
kinds of services that are available, many senacedimited by physicians who act as
gatekeepers to specialty mental health servicesparch of the review process conducted by
the managed care organization may be performechligensed and untrained employees

who have little knowledge regarding mental headtrec
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Two areas of research that have been developde iaréa of treatment outcome
studies that have furthered these efforts and aelgehrchers, practitioners, and managed
care organizations are dose-response studies (ldoWapta, Krause, & Orlinsky, 1986) and
clinical significance methodology (Jacobson, Ftdle& Revenstork, 1984). Each of these
areas are further explored later in this studydifddnally, Herron et al. (1994) suggests that
there are three basic categories of mental heatt dasic, intermediate, and extended care;
with each holding different values or meaningstha patient, depending on the degree of
improvement desired. These varying degrees ongittes of treatment have the potential for
each individual, when provided with adequate infation regarding services and discussed
with their mental health professional, to help itidividual obtain the most suitable treatment
approach based upon their needs and resources.

What constitutes significant clinical change?

Jacobson, Follette, and Revenstorf (1984), in thedmark article, and with later
improvements by Jacobson and Truax (1991), madsfepeecommendations for
determining the meaningfulness of observed diffegenn psychotherapy research, or what
constitutes significant clinical change. The staddzed definition that they used to describe
clinically significant change (CSC) is when an wdual’s score on a measure of
dysfunction is reliably different from their scaaethe beginning of treatment and is no
longer in the range of dysfunction on that measdi@s definition has been validated by a
number of other researchers as a new standardeasumng improvement in controlled
clinical trials, including Piper et al. (1990) awbllersheim and Wilson (1991).

Similarly, Jacobson and Truax (1991) proposedtthatexplicit criteria be met in

order to qualify change made in therapy as sigafily meaningful. The first of these
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criteria specifies that the individual must readteaignated crossover point that
distinguishes healthy versus unhealthy populatidife second criteria states that the
observed change also must meet statistical signife to a degree that it is considered
reliable; meaning that the statistical change éatgr than the error that is normally
associated with the particular measure being usetlowing these guidelines, it is possible
to reach statistical significance without reachifigical significance, but not vice versa.
However, many have argued that these guideline®arstringent for naturalistic settings
(Newnham & Page, 2007; Howard et al., 1986; Ande&dambert, 2001; Lambert,
Hansen, & Finch, 2001), and would occur even lesguently, if improvement must be to a
degree that clients are functioning within the mai’ range. Jacobson et al. (1988) reported
a meager 27% CS improvement with cognitive behavitierapy when treating agoraphobic
clients and Wollersheim and Wilson (1991) repof388to CSC after 11 sessions of cognitive
behavioral therapy with depressed clients.
Dose response and how much therapy is enough

The dose-response method of determining how massians an individual in
treatment needs to complete in order to reach aguade level of improvement first became
of interest in biological science and is widelydig® medical research to develop new drugs.
Howard et al. (1986) helped to pave the way fouds in psychotherapy research.
Researchers in psychotherapy have been examirendptfe-response intently for the past
few decades. In this context, dose is definedchassession of therapy and response as a
change toward improvement and away from dysfunatithoughts, feelings, and behaviors,

as measured by change on outcome measures.
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Insurance companies are eager to find quick reganexdels and are willing to cover
only the minimal number of visits to a mental hegdtofessional. Yet, there are some
studies that report more sessions are associatedyweiater improvement (Orlinsky, Grawe,
& Parks, 1994). Specifically, Orlinsky et al. (#9ound that of the 156 studies published
from 1950 to 1992, 100 reported a positive corr@habetween the number of therapy
sessions and level of improvement. Prior to tHsward et al. (1986) found among 114
estimates of the relationship between amountseatitent and outcome, 100 supported a
positive relationship. However, in these studilbsre was no homogeneity of the type of
treatment, level of improvement, definition of imgement, or disorder provided by these
summarizations and may be the reason why thesksase contrary to earlier reports of the
relative effectiveness of short-term therapiesdifidnally, in order to make any valid
statement regarding this dose-response relationgt@pe must be a standard definition of
improvement or meaningful change, as previoushired by Jacobson and colleagues
(1984, 1991) and stated above.

The effectiveness of short termed cognitive-behavitherapy has been
demonstrated in the treatment of a number of dessrdncluding addiction (Baker, Boggs,
& Lewin, 2001; Breslin et al., 2002), panic disaraath agoraphobia (Kadera, Lambert, &
Andrews, 1996; Chambless, Foa, Groves & Goldsi€l82; Marks et al., 1993; Nadiga,
Hensley, & Uhlenhuth, 2003), panic disorder withagbraphobia (Beck, Sokol Clark,
Berchick, & Wright, 1992; Crask, Maidenberg, & Bysky, 1995; Klosko, Barlow,
Tassinari, & Cerny, 1990), generalized anxiety diso (Beck & Emery, 1985), social
phobia (Heimberg, Dodge, Hope, Kennedy, & Zollo9@9%Kadera, Lambert, & Andrews,

1996; Butler et al., 1984; Feske & Chambless, 198 in primary care settings (Mynors-
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Wallis et al., 1997). Manual based brief intervem$ have been successful in subsyndromal
anxious and depressive participants as well morersly disordered participants (Barkham
et al. 1999; Beck et al. 1961); however, this ewadeseems to have not yet convinced the
many therapists, who may cling to a generic behaf “more therapy is better.”

With research and clinical practice pointing udath directions of more and less
therapy as being ideal, researchers have attertptpthntify how many therapy sessions are
actually needed before a person has improved "drfoulittending additional sessions after
significant change is made could be viewed as Wa#ste unproductive use of time and
resources, where too few would be ineffective aag marrant future treatment to
successfully treat the problem. Howard, Kopta,useg and Orlinsky (1986) combined data
collected from 15 different samples, most of whieldl a diagnosis of depression or anxiety.
Most of the therapy given was either psychodynaminterpersonal with no
pharmacotherapy or behavioral treatment adminidtefde study revealed that 10-18% of
clients improved from simply initiating therapy,-88% improved by 8 sessions, 75% by 26
sessions, and 85% by 52 sessions. In another ptrftymed by Kopta et al. (1994),
outpatients required a year of psychotherapy teesera 75% chance of remission from
symptomatology. Hansen and Lambert (2003) usedvslianalysis to determine the dose-
response among 4,761 clients and found that 508teasample recovered between sessions
15 and 19 when applying the clinical significancetinmdology. Anderson and Lambert
(2001) combined their own data with that of Kadé&mbert, and Andrews (1996) to find
that 50% of clients required 13 sessions of thetagdgre reaching clinically significant
improvement. They also found that participantdwiteater distress required eight more

sessions than those with lesser distress to re&6Poaclinically significant improvement.



Treatment Completers Versus Dropouts

Lambert, Hansen, and Finch’s (2001) findings rex@an even longer response time of 21
sessions of therapy, classified as mainly ecldxttgrimarily cognitive behavioral, in order
for 50% of patients to obtain CS improvement; aftbrich, 75% of clients were predicted to
improve after 40 sessions. Most of the previosgsaech suggests that 50% of clients
achieve a CSC after 13 to 21 sessions.

Additionally, there have been a number of stuthes$ have used the dose-response
methodology to determine the number of sessionsned|to reach a 50% patient
improvement rate and are summarized below. Hoebadl (1986) determined that 8
sessions were needed to reach these criteria, pgeAgost comparisons. Kopta et al. (1994)
was more expansive in their study and found that $essions were needed to alleviate acute
symptoms, 14 sessions were required for chronpewsistent symptomatology, and 104
sessions were needed when addressing characteallpgoblems. Eight sessions were
determined sufficient by Barkham et al. (1996), béisessions were needed to approach
40% improvement rates for interpersonal probleiadera, Lambert, and Andrews’ (1996)
study determined that 16 sessions were needed pi@Agost comparisons. Survival
analysis was used by Anderson and Lambert (200d¢termine that 13 sessions were
needed to reach the 50% cut off, and Hansen and&rr2003), also using survival
analyses, found that 18 sessions were neededd@athe rate of improvement. These
studies used CSC as the standard of measure fooverpent, but not all used clinical
significance methods for determining these chandegariety of treatment orientations
were also used across these studies as well asodieg studied. However, despite these

differences, it appears that on average; approrina® sessions are typically needed in

10
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order to reach a 50% improvement rate for mostlprob commonly sought out for
alleviation through psychotherapy.

As with most findings in clinical research on papants in therapy, there are often
confounding factors and various known and unknovacgsses working that effect the
recovery phase. Despite the fact that some dingbelieve that more treatment leads to
greater improvement, much of the research reveals\dlinear response rate, or when effect
is measured against dose, a positive correlatiobssrved, followed by a downward curve
(Howard et al., 1986). It appears that participanaly improve more in the beginning, as an
immediate result of therapy, followed by a decrdasd¢e of improvement as time goes on.
Much of the research supports the fact that thgerpercentages of improvement occur in
the earlier sessions of treatment, regardlesseotetiigth of treatment (Howard et al., 1986;
Herron et al., 1994). Tang and DeRubeis (1999%daihat some clients improved greatly
from a single session of cognitive behavioral thgrmr depression. They attributed the
rapid and sustained improvement to deeply imbeddegditive changes that occurred when
schemas are changed. Howard et al. (1986) fouatdddpressive clients improved more
rapidly earlier in treatment than anxious client$iey also found that the dose-effect was
much longer still in clients with borderline or péytic type diagnoses. Others found
evidence for acute distress being faster to respotréatment than those with chronic
distress symptoms, and that those with charactgicalbsymptoms take even more time to
show improvement (Kopta et al., 1994). Clientsezigncing interpersonal problems also
have a longer response time, as this could alseée as characterological in nature or as the
source of the problem. Other studies have fouatighbmissive behaviors are faster to

change than hostile behaviors (Horowitz, Rosenk&igartholomew, 1993). Beretta et al.

11
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(2005) found that early responders showed lesgpatsonal problems, lower average
controlling characteristics, and more mature defdnactioning, which can also be
correlated with various diagnoses. Due to the maiohgy effects of these client
characteristics and responses to treatment, itdhvapbear that a more individualistic model
of change could better explain who would respordbiast and how many sessions on
average it would take for CSC to occur. Past mrebean dropout has most often focused on
fixed client and clinical variables, without lendithought to dynamic variables such as
anxiety levels or the rate of improvement anddittlas known about the course of outcome
of those who dropped out (Eysenck, 1952; Berginagnbert, 1978; Goldstein et al., 2002;
Rubio & Lopez-lbor, 2006). Sullivan (1954) outlchéour stages of treatment but applied a
more general theory that stated each stage occatneatious rates for different individuals,
depending on their unigue circumstances.
Failure Zone

An interesting study performed by Cartwright (1988jermined that there was a
“failure zone” that occurred along a continuumretment length, while also studying the
effects of specific client variables that led tesess in treatment. His study included 78
clients in a counseling center who were rated $oictess” by their respective therapists.
Success ratings were made by therapists basedli@peine-point rating scales, where low
success clients received a mean score rating dridéigh success client received a mean
score rating of 7-9 for improvement from pre totgosatment. After plotting mean success
scores to the mean number of sessions attendelisdwrered two different types of
therapeutic processes that occurred: short tert2 (dessions), which consisted of treatment

for “situational” issues, and long term (13-77 s&3s), which was characterized as

12
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personality issues. His interpretation of the iingd was that there was a failure zone that
occurred at the beginning of long term therapy tu&lrastic behavioral manifestation of
resistance” (p. 363), which he estimated to ocetwben the 17 and 18' sessions. Taylor
(1956) found similar results, albeit in a psychdwinzally oriented clinic.

While Cartwright’'s model did not reveal a failurere for the shorter length
treatments in his study, it could be likely thdadure zone would occur for individuals that
terminate treatment prematurely, and without CS@, to their resistance to confront their
anxiety in modern CBT approaches to treatment. él@n other studies (e.g., Johnson,
1965; Weitz et al., 1975; Strassberg et al., 183und varying estimates of when the failure
zones existed. For example, Johnson (1965) estihthe failure zone to occur between
sessions five and eight in a subsample betweetmtesds for “emotional” problems (versus
“vocational” problems) at a university counselirepter. Weitz et al. (1975) found a failure
zone between sessions 6 and 10 for individualsisgéteatment for a wide range of
problems at a university counseling center. Strexgset al. (1977) found a failure zone
between 11 and 20 sessions at a similar settindgoamal a strong association between the
length of treatment and improvement scores, withrowement scores decreasing after
session 20. Despite these findings, Strassbealy @977) argues against the existence of a
failure zone due to the range in estimated timeés, various problems being addressed in
treatment, and the modalities of treatment beiragl @cross studies and failure zone
existence appears to have lost appeal in curremt¢al research.

Phase Model
In lieu of the over-simplified failure zone expédion to treatment success and

failure, a sequential multileveled phase modelsyfchotherapy outcome approach (e.g.,

13
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Howard, Lueger, Mailing, & Martinovich, 1993) teetitment success has received more
attention in recent years. There have been a nuailieeories that have proposed various
stages in which change occurs throughout the cairseatment, including Rogers (1958)
who was the first to develop stage sequencing. t&kbirn (1959) proposed a simplistic stage
model with three modes that included: “expect wekl well, and work well.” Cashdan
(1973) posited that there were five stages thatireq sequential progression through
discrete treatment stages based upon transthedneticciples. Sullivan (1954) outlined
four stages of treatment that included formal atitin, reconnaissance, detailed inquiry, and
termination. This theory was more general anddtttat each of these stages occurred at
various rates for different individuals, dependargtheir unique circumstances. Jung
followed that therapy occurred in stages that idetliconfession, elucidation, education, and
“analysis proper”, stating that these sometimeslapped one another (Lambert, 1983).
Additionally, a two-staged model of change was psgal by Uhlenhuth and Duncan (1968),
where the first phase yielded a significant de@easymptoms that occurred basically
through nonspecific treatment effects or from ansseof hope” gained by the initial
movements to incur change. The second phaseeadftrra more deliberate or steady
decrease in symptomatology that was viewed aspbafge result of treatment.

Howard et al. (1993) proposed that interacting att@ristics of each individual’s
particular problems change at varying times overdburse of treatment. The phase model
of outcome posits three stages that are masteqegseally and state that different
interventions will be appropriate at different tisn@ phases of treatment and that certain
tasks must be accomplished before moving on todéixé Their proposed three stages

include: remoralization, where improvement in theividuals’ subjective well-being occurs

14
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quickly; remediation, where the focus is on resavihe problem by use of specific skills;
and last, rehabilitation, where enduring changigfsally occur. More specifically, the first
stage, remoralization, involves the activation sease of hope that sometimes occurs after
an appointment is made for treatment and setstdige $or the following components of
treatment. For others, the remoralization phasgmedp the individuals to reactivate their
own coping skills and may not require additionebtment. For those that continue
treatment and go on to the next phase, they mawas$ebough they are more able to continue
to address the issue that brought them into traa@tniEhe second stage, remediation, is
where teaching, demonstrating, and practicing fipaeew techniques (e.g. cognitive
restructuring skills, interpersonal skills, des@nation, etc.) are used to help combat
maladaptive cognitions and behaviors. The firajst rehabilitation, is where individuals
incorporate the new techniques into their dailynijvand learn a new “mode of functioning.”
Termination typically occurs in this phase, buatreent may last longer for individuals who
may have a more difficult time making the endurchgnges or who are combating chronic
or longstanding behaviors and ways of thinking.

The data for Howard et al.’s (1993) proposed pimagédel of change supported their
hypotheses. They also argue that this model m&ehéor managed healthcare because the
different phases represent the various stagesanigehin psychotherapy and can help
distinguish generally how much time would be neeldedlleviation of symptoms versus
longer term rehabilitation. This model also hasrnesting implications for the current study
in that it could potentially help explain why someividuals may drop out of treatment early
on (alleviation of symptoms that occur in the reati@ation phase) versus those in the

middle of treatment (remediation phase) or thoae ¢bmplete the treatment protocol (the
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rehabilitation phase). If an individual terminate=satment during the remoralization phase
because they initially feel better, a reasonabteksion could be made that the individual
had not yet learned new techniques with which for@gch their problems differently. As
with the remediation phase, perhaps the indivithaal not reasonably gained enough
experience with the new technique to be able torpmarate enduring change in the future,
was not able to maintain the change months later #fey had terminated treatment, or was
not confident enough in their new abilities to ntain them over time through new stressors.
Recovery rates and follow-up studies across the anxiety disorders

Community studies have found that recovery rategedrom 12% to 25% for
anxiety disorders (Angst & Vollrath, 1991). Sontedses have also shown that patients
continue to improve or maintain treatment gains @a/géme period of several years after the
completion of treatment (e.g., Clark, et al., 1984aske, Brown, & Barlow, 1991,
Heimberg, Salzman, Holt & Blendell, 1993; Scholiggnmelkamp, 1996a, 1996b). This
suggests that some patients continue to develofengasver their anxiety after intensive
treatment is completed without the explicit us@ ohaintenance program. A study
conducted by Hunt and Andrews (1998) found thatmeters who still had high levels of
anxiety at the end of treatment also continuednjarove over a two year follow-up. The
following sections provide a follow up history ftive specific anxiety disorders based upon
empirical evidence in order to establish a typamalrse after treatment ends.

Generalized Anxiety Disorder. Generalized anxiety disorder (GAD) is viewed as a
chronic condition that inflicts great distress and characterized by frequent and
exaggerated worry, tension, avoidance, and lossmfidence. GAD is estimated to have a

lifetime prevalence rate of 5.7% in the generalytation (Kessler et al., 2005). Patients that
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received CBT for GAD were found to have maintaitredétment gains at a 12-month follow-
up and roughly 58% were evaluated to be at highséatte functioning (Borkovec &
Costello, 1993). Butler and colleagues (1991) tbtivat 32% of patients receiving CBT for
GAD improved significantly by the end of treatmastmeasured by the Hamilton Anxiety
Scale, Beck Anxiety Inventory, and Leeds Anxietl8c This rate increased to 42% six
months later and to 58% eleven to twenty-four meather treatment completion; however,
the authors reported that 11% of this populatich tregeived extensive additional treatment
during the same time frame. Many other studie® Isawilarly demonstrated the
effectiveness of CBT for the treatment of GAD amghrovements are frequently maintained
for up to two years post-treatment, despite thg-immm course of most GAD sufferers
(Barlow et al., 1984; Blowers, Cobb, & Mathews, I9Borkovec & Mathews, 1988;
Borkovec et al., 1987; Butler, Cullington, Hibbdftimes, & Gelder, 1987; Butler, Fennell,
Robson, & Gelder, 1991).

Panic Disorder without Agoraphobia. Panic disorder (PD) is characterized by its
core fear of somatic sensations which typicallyiates the anxiety and leads to escalation of
panic symptoms. The lifetime prevalence rate smip disorder with or without agoraphobic
avoidance is estimated to be 4.7% (Kessler e2@05). Rates of improvement following
brief cognitive behavioral therapy for panic diser@PD) have been found to be high, with
75% of clients no longer meeting criteria after pbetion (American Psychiatric
Association, 1998). In a review of the literatukadiga and colleagues (2003) examined the
long term effectiveness of CBT in PD. Their revievealed that CBT has long lasting
effects, defined as six months after the acutertreat phase. In another treatment study,

evaluating the long term effects of treatment fanip found an average effect size of 1.69 at
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15-month follow-up (Clark et al., 1994). Craskekt(1991) found an average effect size of
2.1 in an exposure and cognitive therapy condiioa 1.1 in an exposure, cognitive therapy,
and relaxation condition. Craske and colleagu@81)reported a high maintenance of
treatment gains following short term CBT where 80Bpatients remained panic-free at one
and two year follow-ups.

Panic Disorder with Agoraphobia. In a cognitive-behavioral treatment program for
agoraphobia, the average effect size was founé @12 when followed up twelve months
after treatment ended (Andrews & Moran, 1988)another treatment program involving
104 patients with agoraphobia, 78% reported that temained symptom free at a 5-year
follow-up (Fiegenbaum, 1988). However, it was dateat this sample received several days
of intensive exposure treatment, where in somescdetreatment involved plane rides or
overnight trips on trains, and was more extensia@ tmany treatment programs offer due to
time and cost restraints.

Social Phobia. Social phobia is characterized by the core ééaegative evaluation
by others, and negatively biased thoughts and ancel patterns that prevent opportunities
to disconfirm these fears. Lifetime prevalencesdbr social phobia are estimated to be
12.1% in the general population (Kessler et alo5)0 In a long term outcome study by
Heimberg and colleagues (1993), findings revealathtenance of gains when followed up
five years after treatment completion. Scholind Bmmelkamp (1996a, 1996b) reported
treatment gains were maintained eighteen monthstpegment for social phobia.

Obsessive Compulsive Disorder. Obsessive compulsive disorder (OCD) is defined by
persistent fears (e.g., contamination, harmingrs)hteat are linked to repetitive attempts to

manage or control these fears (e.g., repetitivéhimgs checking). OCD has been reported to
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have a lifetime prevalence rate of 1.6% in the garmopulation (Kessler et al., 2005).
Pinard (2006) reported that OCD patients are véfigult to treat, with drop-out rates often
occurring in the 25-30% range, and non-respondargyleven more prevalent. Despite this
report, Wetzel and colleagues (1999) reported sggmt improvement among 68% of
patients after 1-year follow-up for OCD patientshneffect sizes greater than 1.0. Franklin
(2002) reported that at 6-month follow-up after CBIost maintained their gains and were
equal to post-treatment symptoms after completiaan 12 week program. Rufer and
colleagues (2005) reported, despite a small sasipdeft = 30), that 41% improvement was
maintained at follow-up seven years later whertitnganpatients with severe OCD with
CBT; however, 29 of these patients received addilitreatment following the initial
treatment period.

Post-Traumatic Stress Disorder. Post-traumatic stress disorder (PTSD) is
characterized by the imaginal re-living of a tratimavent, or avoidance of associations to
the traumatic event. A heightened startle respansgehypervigilance are other common
symptoms of those suffering from PTSD. The lifetiprevalence rate of PTSD among the
general population is estimated to be 6.8% (Kestlat., 2005). Bryant, Moulds, and Nixon
(2003) reported positive results at a four-yedofelup from CBT for acute stress in civilian
trauma survivors, where only 8% of those previoasiyessed met criteria for PTSD at the
second time-point. Resnick and colleagues (2002)d that cognitive-processing therapy
(CPT), which is composed of cognitive therapy axplosure and analogous to CBT, was
efficacious for the treatment of PTSD and treatngams were maintained 3 and 9 months
follow-up (Resnick, Nishith, Weaver, Astin, & Feu@002). In another study by Echeburida

and colleagues (1996), they found that treatmeriwng cognitive restructuring for PTSD
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was efficacious post-treatment and was maintaibé@-anonth follow-up (Echeburda, de
Corral, Sarasua, & Zubizarreta, 1996).
The current study

In addition to the more straightforward questiohbow much treatment is enough to
impart change, and how much change is considenradally significant, lay a host of other
confounding factors. Some research suggestshibdtely predictor of change is pretreatment
severity, which, in turn, is related to the diagead the client (Howard et al., 1986).
Severely disordered participants have a greatéardis to cover to approach recovery;,
hence, they are often left with significant impagmb at the end of most short-term cognitive
behavioral treatment programs. As Howard and aglie’s (1986) findings suggest, the rate
of improvement begins to diminish over time, megrtimat an individual does not continue
to improve at the same rate and can provide ditmmgsreturns with time. This theory finds
more support in that an early response to treateggpears to be the most effective and is
reflective of more powerful gains made in treatm@mnnell & Teasdale, 1987). This
curvilinear dose effect could also be explainedtye characteristic or cluster of
characteristics of the clients’ (Kopta et al., 1904tz et al., 2001). Various dose-effect
patterns have been found with different diagnosegscifically, depressed patients have been
found to respond at a more rapid pace than anxattgipants (Howard et al., 1986). As
with drug studies, early response can mean a pteenaebhange in symptomatology due to
client characteristics rather than drug effecthisTs linked to poorer long-term outcomes,
particularly relapse during follow-up (Lutz et &002). Furthermore, most research studies
have not assessed the outcome of clients thatrdisced the treatment regime so no real

conclusions came be drawn from these subgroups.
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This study aimed to test the hypothesis that ppeids in our sample who have an
early and clinically significant response to treafthand then drop out maintained their gains
at a 6+ month follow-up. This hypothesis was bagsuh the belief that a subset of
participants that discontinued treatment compreéérahd incorporated the changes to their
cognitions and behaviors as presented in treatmerng quickly than their cohorts and
experience significant treatment gains earlierrothe group setting. These participants were
hypothesized to then have discontinued becausepiiregived that they would not benefit
from further treatment. These conclusions wergvdrtom a previous preliminary study by
Krishnamurthy et al. (unpublished manuscript) whgadicipants were found to discontinue
treatment after experiencing marked improvemenivak further posited that while some
participants may have experienced CSC and droppedf dreatment, others did not
experience CSC but dropped out of treatment foelated reasons (e.g., felt as though
treatment was not working, required too much effemcountered child care issues, or had
other time constraints).

Participants who terminated after obtaining siguaifit improvement early on in
symptoms may have decided that their improvemestsuéficient. However, it is unclear
whether more could have been accomplished or iif thigial improvement could be
maintained over time. It may be possible thatgaeicipants that discontinued after rapid
gains may have not fully developed the skills neéeiecontinue on their own or did not
receive everything they could have from the treatimeesulting in poorer long-term
outcomes.

Method

Participants and Procedures
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Participants in this study were compiled of appmeatiely 147 participants that
contacted the University of Houston’s Anxiety Dider Clinic for treatment of an anxiety
disorder (refer to the Group Anxiety Treatment gthg Peter J. Norton, Ph.D., CPHS
Application N0.05227 and Anxiety Disorder Clinizidy, CPHS Application No. 06009) and
subsequently prematurely dropped out of treatment§2) and compared to participants
that completed the treatment protoaok(85). The participants involved in the treatment
study came from the general population from thaigreHouston area. A primary diagnosis
of an anxiety disorder, determined by qualifieddgiate students using the Anxiety
Disorders Interview Schedule for DSM-1V (ADIS-IVr@&wvn, Di Nardo, & Barlow, 1994),
was required for admittance into treatment. Pigdiats with a primary anxiety disorder
were enrolled in a 12-week program for group cagaibehavioral therapy (CBT). Groups
were typically capped at 6 to 8 members. Enrollinmethe treatment groups was closed, in
that new participants were not added to an exigmgp after services were initiated.
Twelve sessions are a common standard for mositosgbehavioral treatments for anxiety
disorders, as it tends to show a good cost (tiffieiteetc.) to benefit (anxiety reduction)
ratio (Otto, Pollack, & Maki, 2000). The 12-weekadatment was highly structured and
follows a standardized set of therapeutic procesi(Merton & Hope, 2005).

Immediately prior to each session, the participardgse asked to complete the STAI-
S in order to track their anxiety levels from sessio session. At the end of the 12-week
period, those that completed the treatment protoawipleted a series of post-treatment
measures as well as at 6 and 12 month follow-Upsnost cases, the assessment measures

were identical to those completed at pre-treatment.
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For those participants that prematurely droppedrouighly the same series of
guestionnaires were collected for this study andgared to treatment completers. A
consent form for participation, letter of instruetj pre-termination questionnaire, and
symptom measurement questionnaires were mailedrticipants that did not complete the
treatment protocol. Upon completion and returthefinformation, participants received a
$15 gift card to Target for their cooperation aimaiet

In the event that participants did not return tbmpleted questionnaire packet within
three weeks, a phone call was made in order toviellp with the individual to request their
participation and to answer any potential questtbey had regarding the study (see attached
telephone script).

Measures

Anxiety Disorder Interview Schedule for DSM-IV (ADIS-IV; Brown, Di Nardo, &
Barlow, 1994). The ADIS is a semi-structured dagjic interview designed to assess the
presence, nature, and severity of clinically eledanxiety, mood, and somatoform
disorders, as well as previous mental health histdhe interview also contains a brief
screen for psychotic symptoms, and alcohol or sugst abuse. With the exception of Axis
Il disorders, the ADIS-IV uses the American PsytigaAssociation's Diagnostic and
Statistical Manual of Mental Disorders Fourth EalitiDSM-IV; 1994) multiaxial system as
a diagnostic measurement and reporting tool. Anklarge scale analysis of the ADIS-IV
found strong support for the reliability of diagesausing the ADIS-IV (Brown, Di Nardo,
Lehman, & Campbell, 2001; Brown et al., 1994).

Sate-Trait Anxiety Inventory-Sate Form (STAI-S; Speilberger et al., 1993). The

STAI-S is a psychometrically sound index of curranxiety levels. The STAI-S is a 20-
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item measure commonly utilized in treatment redeascthe primary outcome measure, with
higher STAI-S scores indicating greater levelsrofiaty. Participants rated their current
anxiety state from one (not at all) to four (veryach so). The use of the STAI-S as a
standardized instrument to measure mental wellgoeims administered to help examine
movement in regard to mental health goals and irgm@nt over the course of treatment.

Anxiety Disorder Diagnostic Questionnaire (ADDQ: Norton & Robinson, 2010).

The ADDQ was developed as a screening tool fopteeence of clinical fear and anxiety,
non-specific to a particular anxiety disorder. Speally, it was developed to measure two
different aspects of anxiety: fearfulness and apgmsion/worry, but also asks for ratings of
severity, interference, and distress of the fedraxiety over the past month, on a Likert
scale of zero (none) to eight (severe). Initigutes provide good support of the
psychometric characteristics of the ADDQ in measythe presence of the general construct
of anxiety (Norton & Robinson, 2010).

Beck Depression Inventory (BDI-11; Beck, Steer, & Brown, 1996). The BDI-l$ia
21-question multiple-choice self-report inventasyge of the most widely used instruments
for measuring the severity of depression. The oreasssesses the existence and severity of
symptoms of depression as listed in the DSM-IVcHzanswer is rated on a scale value of O
to 3, with higher total scores indicating more sew#epressive symptoms.

Panic Disorder Severity Scale (PDSS; Shear et al., 1997). The PDSS was dewtlope
to provide a measurement of the overall severityasfic disorder, as defined in the DSM-

IV. The PDSS consists of seven items, each ratesl ®»point Likert scale to assess panic
frequency, distress during panic, panic-focusettipatory anxiety, phobic avoidance of

situations, phobic avoidance of physical sensatimmgairment in work functioning, and
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impairment in social functioning. The self-repeersion used in the present study, the
PDSS-SR (Houck et al., 2002), has shown comparabébility, validity, and clinical
sensitivity as the original clinician-rated PDSS.

Social Phobia Diagnostic Questionnaire (SPDQ; Newman et al., 2003). The SPDQ
is a 25-item self-report measure designed to disgsocial phobia based on the DSM-IV.
The questionnaire detects the presence or absésoeial fears (7 items) by indication of a
yes or no answer, as well as the levels of fearaantlance (18 items) by using a 5-point
Likert scale. The SPDQ has shown very good sp#gifand sensitivity in diagnosing social
anxiety disorder, and psychometric evaluations snevn the SPDQ to have acceptable
reliability and validity (Newman et al., 2003).

Yale-Brown Obsessive Compulsive Scale (Y-BOCS; Goodman et al., 1989a, 1989b).
The Y-BOCS is a 10-item measure of OCD based opairit Likert scale and has become
the most widely used rating scale for OCD. The ¢S provides five rating dimensions
for obsessions and compulsions: time spent or eedumterference with functioning or
relationships; degree of distress; resistancecanttol or success in resistance.
Psychometric estimates of the Y-BOCS suggest exaléliability and validity in both
clinician-rated (Goodman et al., 1989a, 1989b) seltireport formats (Steketee et al., 1996).
A self-report version of the Y-BOCS was used fas gtudy.

Generalized Anxiety Disorder Questionnaire (GADQ-1V: Newman, Zuellig, &
Kachin, 2002). The GADQ-IV is a 9-item scale saeefor generalized anxiety disorder
based on the DSM-IV criteria. Dichotomous itemseas the presence, frequency, and
controllability of excessive worry, 9-point scakessess the interference and distress caused

by worry and its symptoms, and two items providents of the number of endorsed worry

25



Treatment Completers Versus Dropouts

themes and physical symptoms. The GADQ-IV has daetnated good psychometric
characteristics and has shown good sensitivityspedificity in distinguishing participants
with generalized anxiety disorder from those withes anxiety diagnoses (Newman et al.,
2002).

Post-Traumatic Sress Disorder Symptom Scale, Self-Report version (PSS-SR: Foa,
Riggs, Dancu, & Rothbaum, 1993). The PSS-SR i&-#&€In measure that rates symptom
frequency over the preceding two weeks and is tegaim a four-point Likert scale, from 0
(not at all) to 3 (almost always). The measuresiin of three subscales that group
symptoms into re-experiencing, avoidance, and atalgsters. The PSS-SR has been found
to be a psychometrically sound measure of PTSD symgeverity and diagnostic status
(Foa, Riggs, Dancu, & Rothbaum, 1993).

Treatment Discontinuation Questionnaire. This questionnaire, created by the
investigator, is a 10-item self-report measuredip hetermine the clients’ perceived reason
for not completing the prescribed treatment protoddis information will provide much
needed information regarding the reasons thatdpegifically determined for non-
completion, whether they believe they benefittedugi, did not think the treatment was
helping, or if other non-treatment related readead to non-compliance. Additionally,
items query for information regarding the qualifitite services they received, whether they
received the type of treatment they had wanted aa@dsked to indicate from a list of
reasons why they discontinued treatment. Clier@ssked to indicate their responses from a
list of options for most questions, except for g question, where they are provided with
space to list any other comments that may be @attito their treatment discontinuation that

was not previously covered in the questionnaire.
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Dropout. A dropout variable was calculated based upon padicipant’s course of
treatment and classified as either yes or no. foh@wving guidelines were followed to
determine which participants prematurely termindatedtment: a) If the participant attended
a majority (at least 8 of the 12 sessions or twaishrule) of sessions but failed to attend
sessions 11 and/or 12, and then the participanthascterized as a completer. b) If the
participant attended a majority of sessions blgdaio attend the last four consecutive
sessions, the participant was characterized agpedt. c) If the participant attended a
majority of the sessions, but failed to complete ldst three sessions, the therapist
determined whether the participant was a droposgdbapon contact made with the
participant after each no-show or cancellationthdf participant stated that they did not
intend to return to treatment, or indicated thatttid not benefit, or had benefited enough,
the participant was characterized as a dropout.

Preliminary Analyses
Data screening

First, the data were screened for missing datatpaand unequal sample sizes.
Normality of variables was assessed through graplaicd statistical methods and the data
would have been transformed to improve normality hdeen deemed necessary. Next, the
data was evaluated for univariate and multivanatain-cell outliers. Then assumptions for
homoscedasticity, linearity, multicollinearity, asmhgularity were inspected.

The standardized definition of what is meant by C&Cformulated by Jacobson and
colleagues (Jacobson, Follette, & Revenstorf, 1984pbson & Truax, 1991) where clinical
significance is evaluated on a participant-by-pgytint basis, was used. The criteria were as

follows: 1) an individual's score on a measuragsfunction is reliably different; using the
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reliable change index, from their score at the m@gg of treatment, and 2) is no longer in
the range of dysfunction on that measure.
Primary Analyses

Participants who prematurely dropped out of treatrmeere examined to determine if
there, in fact, were two categories: those who pedpout and 1) experienced CSC, and 2)
those who did not. Where two distinct groups afpdruts were found to exist, the CSC
subset was compared to the treatment completéisvo Idistinct categories of dropouts did
not exist, then dropouts as a whole were compardtidse that completed treatment. An
ANOVA was used to determine if the two distinct gps continued to be significantly
different at follow-up on the following outcome nse@es: ADDQ, BDI-Il, PDSS, SPDQ,
Y-BOCS, GADQ-IV, and the PSS-SR. The independeamiables were CSC and no CSC,
while the dependent variables were the outcomeesarfollow-up.

Next, the second hypothesis, that participants tenminate treatment prematurely
with CSC will carry the same gains at follow-up tasse that completed treatment, was
tested using one-way ANOVAs across the measureharfige. The independent variables
included treatment completers and dropouts, asotbomous groups. The dependent
variables included outcomes on the following sewaeasures: ADDQ, BDI-Il, PDSS,
SPDQ, Y-BOCS, GADQ-IV, and the PSS-SR, at pre-tneat and last point of contact for
follow-up. Each of the seven measures was exanbgathivariate analyses to determine if
there were specific areas of greater improvementassening of symptoms over time.

Finally, exploratory analyses were conducted enghalitative data gathered from
those who prematurely dropped out as to their §pdaieasons for termination from the

survey data collection. Each self-reported redsopremature termination was explored
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and possible conclusions were drawn from this mfairon to assist in the determination of
specified reasons for dropout and whether thesmnsaare indicative of a particular
outcome.
Results

The sample population was comprised of 147 paditg 46% male and 52% female
(2% were missing information regarding gender). ftyFSeven percent were racially
characterized as Caucasian, 21% as Hispanic, 10%frasan American, 6% as Asian
American, and 6% identified as other or mixed. Mufsthe participants were single (50%),
worked full-time (44%), did not have children (61%hd had some undergraduate education
(31%). Client’'s ages ranged from 16 to 71, withamemedian and modal ages of 33, 31,
and 25 respectively. The severities of the cliedtagnoses were rated by the original
assessors from 4 (moderately ill or definitely alibtng/disabling) to 8 (very severe or very
severely disturbing/disabling) with the median amode both equaling 6. Of the 147 clients
included in the study, 85 (58%) completed the et protocol, while 62 (42%) dropped
out prematurely. Tables 1 and 2 display descrpstatistics for the remaining client
variables used in this study. All variables weoeesned for missing data, outliers, and
normal distributions. Mahalanobis distances weseduto identify potential multivariate
outliers, however, none were found. The distrimutand frequency charts of the variables
were analyzed for normality and all were found avénrelatively normal distributions.
Primary Analyses

Evidence was found in support of the first hypoihethat two different groups of
dropouts existed, those who obtained CSC and thwbeedid not. Jacobson and Truax’s

(1991) stringent criterion for determining CSC waBowed. The first of these two steps
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post— Xpre

was to compute the Reliable Change Index (RCl)clvig defined askRCI = X Sars
di

Reliable change, considered not to be the resuttedsurement error, is considered to have
taken place when the RCI is greater than 1.96.rtyFtwo participants (52%) who dropped
out of treatment were found to have met theser@jtevhile 16 (26%) did not. Fourteen
(23%) dropouts did not have one or more STAI-S es@nd were therefore not included in
the analyses. The second step was to determ@aelif participant had obtained some degree
of meaningful or noticeable change, defined by ha\statistically no longer scoring in the
dysfunctional range on the measure of functioninfwenty-seven participants (44%),
independent from the first step, who dropped outvieund to have met these criteria, while
21 (34%) did not. After both of these steps warmpleted, the sample was found to have
two groups: 1) those who obtained CSC (speciffcgICI>1.96) and were no longer within
the dysfunctional range on the STAI-S (35.46 oud pbssible 80y = 27); and 2) those who
did not meet both of these requirememis=(21). A significant effect was found for first
STAI-S [CSC M = 44.49,5D = 11.55), no CSCM = 53.14,3D = 9.03), E (1, 46) = 7.98p

< .01)] and last STAI-S on CSG ((1, 46) = 69.29p = .00)], and supported the first
hypothesis that some treatment discontinuers didft®y considerable improvemerl (=
34.55,5D = 7.67), while others did nob = 54.29,9D = 8.73). These two groups (dropouts
who did f=17,M = 35.35,3D = 9.01) and did notn(= 16,M = 36.38,3D = 7.85) achieve
CSC) were not found to differ on pre-treatment ADBEres (1, 31) = .12p = .73),
suggesting they had similar severity scores pootréatment. However, first session STAI
scores did show differences, with those achieviBg Ceporting lower state anxiety € 27,

M = 44.49,SD = 11.55) than did those who discontinued witho80OCh = 21,M = 53.14,

SD =9.03), F (1, 46) = 7.98p < .01).
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The second hypothesis was then investigated tordete if those who obtained CSC
and dropped out prematurely were able to maintag@ir tgains over time as compared to
those individuals who completed the treatment matacross all measures of anxiety at the
last point of contact. Unfortunately, the sampies for the follow up census was extremely
low for both dropoutsn(= 4) and completers1(= 6), making any conclusion tentative. No
differences were found among individuals who drap@ed those who did or did not
complete the questionnaires on either the firsingleted data,n(= 13, M = 49.08 D =
12.20, did not complete datan & 48, M = 48.12 SD = 11.43), £ (1, 59) =.07p=.79)] or
last STAI-S scores [completed data=11, M = 43.0Q S = 15.149); did not complete data,
(n=37, M = 43.24 D = 12.20), E (1, 46) = .003p = .96)], indicating that those that
completed the questionnaires were not more ordgsptomatic than those that chose not to
complete the questionnaires. These findings wensistent both when they began treatment
and when they dropped out. Individuals who chokether or not to participate were also
inspected for any other possible similarities offedences; however, there were no
significant findings when the following factors weconsidered: agé-((1, 60) = .10p =
.76), race It (1, 60) = .36p = .55), sexk (1, 59) = .20p = .65), highest level of education
(F (1, 57) = .79p = .38), axis 1 diagnosid-((1, 57) = 1.42p = .24), axis 1 diagnosis
severity £ (1, 56) = .35p = .56), axis 1 comorbid diagnosis (1, 30) = 2.09p = .16), and
axis 1 comorbid diagnosis severity (1, 30) = .01p =.93).

Nonetheless, with the little data that was avadlalplo significant differences were
found among these two groups across all seven me=asfl anxiety, including the: ADDQ
(F (1, 8) = .01,p = .91) for completers at follow-um (= 6, M = 17.67,SD = 10.78) and

dropouts with CSC at follow-um(E 4, M = 16.75,3D = 14.59); BDI-Il & (1, 8) = .04p =
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.85) for completers at follow-umm(= 6, M = 5.5, = 4.68) and dropouts with CSC at
follow-up (h = 4, M = 6.25,D = 7.41); PDSSK (1, 8) = .20,p = .66) for completers at
follow-up (h = 6, M = 3.17,SD = 2.71) and dropouts with CSC at follow-up=% 4, M =
4.50,D = 6.61); SPDQK (1, 5) = .42,p = .55), for completers at follow-um & 5,M =
8.10,SD = 7.61) and dropouts with CSC at follow-up 2, M = 4.38,SD = 1.94); Y-BOCS
(F (1, 8) = .20,p = .67), for completers at follow-um(= 6, M = 8.17,SD = 7.52) and
dropouts with CSC at follow-up(= 4,M = 6.25,SD = 4.99); GADQ-IV € (1, 8) = .24p =
.64), for completers at follow-um (= 6, M = 10.00,SD = 7.95) and dropouts with CSC at
follow-up (n = 4, M = 12.75,3D = 9.81); and the PSS-SF¥ (1, 8) = .81,p = .40) for
completers at follow-upn(=M = 4.33,3D = 6.74) and dropouts with CSC at follow-up=

4, M = 9.00,9D = 9.83); at the last point of contact. Additidgathose who dropped out
and achieved CSQh(= 4, M = 32.5Q SD = 9.95 did not differ from those that completed
the treatmentn(= 6, M = 35.28 S = 7.62 on the last STAI-S data gatheréd((, 8) = .25,

p =.63). Pre-treatment ADD@((1, 6) = 3.60p = .11) and first STAI-S scores [(dropouts,
n=4,M=49.5Q D = 19.07 completersn= 6, M = 40.85 SD = 11.55), F (1, 8) = .82p

= .39)] on the two groups (those who dropped ouhwiSC and completers) were also
compared and no significant differences were fothete either, suggesting that these two
groups did not differ on their level of severity evh entering treatment. Surprisingly,
individuals who did and did not experience CSC dut report differing reasons for
discontinuing, with both groups reporting that em& factors influenced them to
discontinue.

Discussion
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This study found dropout rates similar to thoseorggd in the literature (National
Institute of Mental Health, 1981; Baekeland & Lurall 1975; Garfield, 1986; Pekarik,
1985; Phillips, 1985; Wierzbicki & Pekarik, 1993afeld, 1994). From this study, while
underpowered, it was concluded that individuals vanop out of treatment, contrary to
Eysenck’s (1952) theory, are not all treatmentufas$. Similar to completers, those who
dropped out of treatment in this study compriseougs that both did (44%) and did not
(34%) obtain high rates of improvement. In fabg subset of dropouts who achieved the
stringent criteria of CSC in eight or fewer sessianade as much gain as those who
completed the study. This number of sessions iangas to Howard, Kopta, Krause, and
Orlinsky’s (1986) findings where 48-58% improved Bysessions of psychotherapy for
depression or anxiety. The individuals in the entrstudy were also found to maintain these
gains over time, equal to those who received tHe dase of treatment. This could
potentially have widespread implications for howinicians, researchers, and healthcare
policies approach treatment length, particularly ftanualized and group treatments. The
approach of managed healthcare regarding psyclwalogervices, where there are often
strict preset limits for the number and cost ovgss that are covered (DeLeon, Vandenbos,
& Bulatao, 1991), may need to be better informed become more flexible following this
model of change. A one-size-fits-all approachetogth of treatment may not be appropriate,
as some individuals “get it” faster than others do.

These findings lend further support to Howard s #1993) three-phase model of
outcome, which includes remoralization, remedigtaord rehabilitation. It can logically be
concluded that those who dropped out and maintaimsidgains had most likely entered the

remediation phase, where they had begun to resiedreproblems with the use of specific
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skills (e.g., cognitive restructuring, exposureg &abituation). Then, perhaps fairly soon
after they dropped out of treatment, they were &bteansition to the rehabilitation phase on
their own, where enduring change takes place aratenthey incorporate the new techniques
into their daily living. The dose-response metkiddward et al., 1986) of determining how
many sessions an individual needs to completedardo reach an adequate level of
improvement is one that appears to be individuddiyen. This can vary based upon the
type of problem being treated and can be furthergtiwated by the existence of other
comorbid disorders. Short term therapies are asingly being shown to be efficacious in a
number of disorders (Barkham, 1989), yet certaenticharacteristics will inherently dictate
longer treatment to initiate change (e.g., axhlracteristics) (Kopta et al., 1994). Early
responders have been found to have less intergdgmblems (Beretta et al., 2005) versus
characteristics of axis Il disorders, which agaiggest an individual model of change is
more appropriate. Cartwright (1955) also repothed situational issues required 1-12
sessions, while much longer was needed for chachotgcal issues. As Herron et al. (1994)
suggests, treatment could perhaps be separatethrebasic categories of mental
healthcare (basic, intermediate, and extended,caith) each holding different values or
meanings for the patient, depending on the diag(es) and complicating factors being
treatment. Better still, the issue of number aisgens needed may be best addressed
ongoing as a part of the treatment process andibendoy improvement in the individual’s
symptoms.

In the current study, it was found that those whapded out and completed the
guestionnaires did not differ from completers oa-peatment scores on measure of anxiety

symptoms, as measured on both the ADDQ and STAls [Ends evidence that these two
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groups did not differ on severity levels at treatinenset, and thus was less likely to be a
major factor in their decision to drop out since\tlalid not appear to require greater
improvement to alleviate their symptoms. In adufifithe dropouts who did and did not
experience CSC were not found to differ on pretineat scores of anxiety disorder severity
(ADDQ), although they did report greater state atyduring the first session. While there
are mixed findings of anxiety levels at pre-treatbtrigetween these two groups (dropouts
who did and did not experience CSC), the higher IS3 Acore could potentially be due to
the use of this measure as the defining critema&eC.

Upon examination of the components of treatmerttwlesie most helpful among
those who dropped out and completed the questiee®)dhe two most endorsed components
were cognitive restructuring in session and haarmsgipportive therapist (see table 3). Of the
components that were least helpful in treatmesetiwo most endorsed items were the
workbook and exposure in session, followed by hoargexposure and homework
cognitive restructuring. Interestingly, these mrasare all behavioral components that
require action on the part of the client in treatimghich is contrary to the behavior of what
the typical anxious people will do on their ownvotdance is a hallmark behavior of
individuals with an anxiety disorder, which reinfes their fear and the treatment (exposure)
is characteristically perceived as being averdBugckner et al., 2006). Workbook readings
and individualized exposures are activities thataasigned to group members to work on
between sessions, so it is not too surprisingttiege who dropped out endorsed them as
being least useful. The most commonly endorsesbreeeported, but not found to be
statistically significant for drop out was that timae was not convenient or that individuals

could not fit sessions into their schedules. Timikcates that the main reason for
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discontinuation was due more to external factotsreot related to the treatment itself.
However, another limitation to be considered cdaddhat those that responded to the
guestionnaire tended to be more positive or dideelitcomfortable providing information
that was negatively attributable to the treatmdrite results of the current study are similar
to those found by Kogan (1957) where follow-up mitews with those who dropped out
prematurely revealed that circumstances in theeslihad interfered with the treatment, but
that improvement in their problems more accuradelyounted for them dropping out. Their
improvement rates were also found to be compatalileose who had planned terminations,
highlighting the fact that therapists’ perceptidrciients with premature termination may be
more negative than those who complete treatment.

A limitation to consider in this study is that tb@mple of dropouts that responded to
the questionnaire could be fundamentally diffefemtn those who did not. However, the
data suggests that this is not the case. SevVevig&ys were examined at the beginning and the
end of their treatment and no differences were doamong those who did and did not return
the questionnaire. Also, no differences were fowhen looking at diagnoses and
demographic variables. This provides strongereswé that the information gathered is not
skewed due to differences in their disorder, intgner personal characteristics that may
make them more or less likely to complete the qoestires, however underpowered.
Future similar studies are needed to more conalysremark on the trajectories of those
who drop out prematurely, after making significemprovement, as compared to those who
completed the treatment. The findings in this gtaieé tentative due to the small sample
sizes and possible biases from the samples recelveddifficult to conclude whether the

participants who provided follow-up data are inlmisedifferent, or more engaged, than
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those who did not provide follow up informationhi3 applies not only to the dropout

sample, but also to the sample of completers thaed in follow up data.

This study aimed to find reasons and differencessults in those who prematurely
discontinued from treatment. Perhaps future ssuei@mining dropout could better obtain
information from those who prematurely discontitnyecontacting them closer to the time of
discontinuation, in an effort to get this much-negdhformation and better ensure its
accuracy. Those who responded may have had diffi,emembering or providing negative
feedback about the treatment or therapists. Whéairong this information, a telephone call
may provide the best means of providing the infdioma as individuals may be more willing
to discuss their situation verbally with someonéen of filling out and returning a form
(similar to Kogan’s study (1957)). This would alsmvide the opportunity for some rapport

building in order to obtain the information.

These findings do point to conclusions that indixls drop out of treatment for
myriad reasons. Perhaps most importantly, thidyspuovides more evidence that not all
dropouts are treatment failures (Krishnamurthyl.etuapublished manuscript; Pekarik,
1992; Kogan, 1957). In fact, some individuals @& to show significant improvement.
They also appear to maintain these gains just dsas/éhose that completed the full
treatment protocol. It may be that once faultyrabgns have been altered and/or
individuals feel understood by their therapist{sgy feel they have improved to a degree
that is satisfactory and with time constraints aadous other external factors pulling for
their time, they conclude they have improved “erotuigrhe change in cognitions find
support in the literature with Tang and DeRubel999) study that found some clients

improved greatly from a single session of cognitedavioral therapy. They attributed the
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rapid and sustained improvement to deeply imbeddegditive changes that occurred when
schemas are changed. It appears that individogdsove at varying rates, and once a CSC is
obtained, further treatment may not be necesdamyther, as Kogan (1957) astutely points
out, as researchers and clinicians, we should geizant of our own countertransference

and frustration with individuals who prematurelynignate, as some have proven to be
treatment successes. Efforts should also be neactantinue to follow up with these
individuals, just as completers, in order to shemteright on these issues and perhaps to help

make better decisions regarding treatment lengthnondividual basis.

The study of premature termination of treatmentliesen researched for decades and
is confounded with conflicting findings. Additiolhg little attention is given to dynamic
variables during the treatment process. One ofrth@r barriers to this research is gathering
data from this population, as they are difficultéach and have been labeled as
noncompliant. Findings dictate that this is a vienportant area that is in great need of
further exploration by researchers despite theadxire and effort needed, as well as the
frustration that may be experienced by the researcMore information regarding why they
dropped out of treatment and what benefits theyebelthey have gained would better
inform researchers and practitioners as to howemgh that individual could be approached
differently. Perhaps clinicians could include past of the ongoing dialogue with the client,
how they are doing. Then more attention could beertowards those who have improved
to determine what they feel their course shouldadech would provide better data
regarding the perception that they are treatmelotrés or if they have reached recovery and
feel they did not need to continue in treatmentisTimely information, which could be

monitored on a session-by-session basis, couldrision the clinician to provide the client
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information regarding relapse and what steps te takhe event they find themselves
slipping in the future. Additionally, improved tdagathering techniques should continue to
be employed and allowed to evolve over time. Beattices should be shared in an attempt
to better inform researchers on how to get the motof their efforts and hard lessons
learned. This is the only way that we can enduaie¢ontinued light will be shed on this

mysterious group with the goal of improving sergite all individuals.
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Table 1. Demographics for Completers and Dropouts.

Treatment Completers Versus Dropouts

Completers % of Total | Dropouts | % of Total
(n =85) (N =147) (n =62) (N =147)
Gender Male 43 29.9% 25 17.4%
Female 40 27.8 36 25.0
Race Caucasian 47 32.0 36 24.5
Hispanic 21 14.3 10 6.8
African-American 6 4.1 9 6.1
Asian-American 3 2.0 6 4.1
Other or mixed 8 5.4 1 0.7
Age 16 — 24 years 15 10.0 19 12.8
25 — 34 years 37 25.1 23 15.7
35-44 years 22 15.0 11 7.6
45-54 years 8 5.5 6 4.2
55-64 years 2 1.4 3 2.1
65 years and up 1 0.7 0 0
Education Did not complete HS 5 3.8 3 2.3
HS 6 4.5 5 3.8
Some college 20 15.2 26 19.7
Bachelor or equivalen 26 19.7 51 11.4
Graduate School 16 12.1 10 7.6
Marital  Married 30 20.7 15 10.3
Single 40 27.6 33 22.8
Divorced 7 4.8 7 4.8
Other 5 3.5 7 4.8
Work Unemployed 10 7.4 11 8.1
Part-time 2 1.5 3 2.2
Full-time 36 26.5 29 21.3
Student 20 14.7 18 13.2
Other 6 4.4 1 0.7
Children Yes 27 19.9 18 13.3
No 48 35.6 42 31.1
Diagnosis Social Phobia 40 28.2 30 21.1
GAD 13 9.2 10 7
Panic Disorder 21 14.8 13 9.1
Other 9 6.3 8 5.6
Severity 4 11 7.9 8 5.7
5 24 17.1 10 7.1
6 31 22.1 26 18.6
7 13 9.3 14 10.0
8 3 2.1 0 .0
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Table 2. Demographics for Dropouts Who Did and Bat Complete Follow-up Data.

Did not % of Total | Did complete | % of Total
complete (n=62) follow-up (n=62)
follow-up data (n = 14)
data (n = 48)
Gender Male 20 32.8% 5 8.2%
Female 27 44.3 9 14.8
Race Caucasian 27 43.57 9 14.5
Hispanic 8 12.9 2 3.2
African-American 7 11.3 2 3.2
Asian-American 5 8.1 1 1.6
Other or mixed 1 1.6 0 .0
Age 16 — 24 years 15 24.1 4 6.4
25 — 34 years 17 27.3 6 9.6
35-44 years 9 14.4 2 3.2
45-54 years 6 9.6 0 .0
55-64 years 1 1.6 2 3.2
65 years and up 0 .0 0 .0
Education Did not complete HS 2 3.4 1 1.7
HS 5 8.5 0 .0
Some college 21 35.6 5 8.5
Bachelor or equivalen 10 16.9 5 8.5
Graduate School 7 11.9 3 5.1
Marital Married 10 16.1 5 8.1
Single 26 41.9 7 11.3
Divorced 7 11.3 0 .0
Other 5 8.1 2 3.2
Work Unemployed 9 14.5 2 3.2
Part-time 2 3.2 1 1.6
Full-time 22 35.5 7 11.3
Student 14 22.6 4 6.5
Other 1 1.6 0 .0
Children Yes 13 21.6 5 8.3
No 34 56.7 8 13.3
Diagnosis Social Phobia 23 39.0 7 11.9
GAD 8 13.6 2 3.4
Panic Disorder 12 20.4 1 1.7
Other 4 6.8 2 3.4
Severity 4 7 12.1 1 1.7
5 7 12.1 3 5.2
6 20 34.5 6 10.3
7 13 22.4 1 1.7
8 0 0 0 .0
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Table 3. One-Way ANOVA Results for Completers &rdpouts with CSC.

Measure F-Statistic Completersat Dropoutswith CSC
follow-up at follow-up
ADDQ F (1, 8)=.01, n=6M=17.67, n=4,M=16.75,
p=.91 SO =10.78 D =14.59
BDI-II F (1, 8) =.04, n=6M=5.5, n=4,M=6.25,
p=.85 D =4.68 D=741
PDSS F (1, 8) = .20, n=6M=3.17, n=4, M =4.50,
p=.66 D=271 D =6.61
SPDQ F(1,5) = .42, n=5M =8.10, n=2,M=4.38,
p=.55 D=761 D=194
Y-BOCS F (1, 8) = .20, n=6M=8.17, n=4,M=6.25,
p=.67 D =752 D =499
GADQ F (1, 8)=.24, n=6,M=10.00, n=4,M=12.75,
p=.64 D =795 D =981
PSS-SR F (1, 8)=.81, n=6,M=4.33, n=4,M=9.00,
p=.40 D =6.74 D =9.83
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Table 4. Participants’ Reasons Provided for Drog@ut of Treatment Prematurely.

Dronouts % of Dropouts % of Missin % of
e thpCSC total | without | total ST 91 tota
(n=14) CSsC (n=14) (n=14)

Location not convenient 0 0.00% 0 0.00% 0 0.00
Time not
convenient/could not fit 1 7.14% 1 7.14% 2 14.299
into my schedule
Cost of therapy was an 0 0.00% 0 0.00% 0 0.00%
iIssue/too expensive
el e HELEN 19 07T R 0.00% 0 0.00% 1 7.14%
needed treatment
Felt as though this
particular treatment was 1 7 14% 0 0.00% 0 0.00%
not of help to me/not
what | wanted
Felt it was not helping/I
was not improving as 0 0.00% 0 0.00% 0 0.00%
rapidly as desired
Did not'feel therapist waj 0 0.00% 0 0.00% 0 0.00%
best suited for me
Did not like group
format/did not like group 1 7.14% 1 7.14% 0 0.00%
members
ME ORI MO [T € g 14.29% 4 28.57% 0 0.00%
multiple responses
Totals 5 35.71% 6 42.86% 3 21.43%
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Attachment 1. Letter of Instruction
UNIVERSITYofHOUSTON

ANXIETY DISORDER CLINIC

Date

Mr. or Ms.
111 Street
City, TX

Dear Mr. or Ms. XXX:

Within the recent past, you contacted the Psychoddbéresearch and Services Center
at the University of Houston for treatment throulyd Anxiety Disorder Clinic. We hope
that your experience with our clinic was a positives, but if not, we would like to know that
too. At this time, | am conducting further resdaticat will help me complete the
requirements for my Doctorate Degree, as well agsige much needed research regarding
treatment outcome in individuals that did not costelthe full treatment protocol.

As such, you will find a few documents enclosedhe Tirst of which includes a
consent form to participate in this study. Nex aine questionnaires that will provide us
with valuable information to complete this studyhese questionnaires are brief and should
require a maximum of 30-40 minutes to completéhairtentirety.

The information that you provide will be kept strictly confidential, will not be
communicated to anyone that provided servicesto you, nor will your name or identity be
identified in any subsequent research. As a small token of my appreciation for your
participation,upon receipt of the fully-completed consent form and nine guestionnaires,
the Anxiety Disorder Clinic will, in turn provide you with a $15 gift certificateto
Target. We have also included a self-addressed andgmgid envelope for your
convenience.

If you have any questions regarding this mattexagé feel free to contact me at 713-
743-8600. Thank you in advance for your contrituiti

Sincerely,

Suzanne Klenck, M.A.
Graduate Student and Principal Investigator

Peter J. Norton, Ph.D.
Assistant Professor of Psychology
Director, Anxiety Disorder Clinic
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Attachment 2. Consent FOrmuUNIVERSITY OF HOUSTON
CONSENT TO PARTICIPATE IN RESEARCH

PROJECT TITLE: STUDENT DISSERTATION, TREATMENT COMPLETERS
VERSUSDROPOUTS: A FOLLOW-UP STUDY. You are being invited to participate in a
research study conducted by Suzanne C. Klenck, &Bhd.Dr. Peter J. Norton from the Department
of Psychology at the University of Houston.

NON-PARTICIPATION STATEMENT. Your participation is voluntary and you may reftise
participate or withdraw at any time without penaltypu may also refuse to answer any question. If
you do not wish to participate in the researchpymo not complete the enclosed questionnaires.

PURPOSE OF THE STUDY. The purpose of this form is to inform you that Bsychology

Research

and Services Center at the University of Houstastexo fulfill two purposes:

1. Provision of clinical services.

2. Training of students in the assessment andwerdtof mental health problems.

The Anxiety Disorder Clinic within the Psychologg$tarch and Services Center has one additional
purpose—Research on the nature of anxiety, howntiezas for anxiety work, and how effectively
treatments of anxiety work.

By consenting to participate in this study, youl wilovide much sought after and needed information
regarding how those that prematurely discontineatinent fare at follow-up versus those that
completed the full treatment protocol at the AnxiBisorder Clinic.

If you do not wish to participate in the reseaqakase feel free to disregard this information.

If you are interested in continued treatment, @eamtact our clinic for further information.

PROCEDURES. The information for this study will be drawn froralreport questionnaires mailed
to your home. A postage paid self-addressed epgetoprovided for prompt return of the completed
guestionnaires. The information being gatheretlamily occur at one time point, meaning you will
not again be asked to complete these measuresquBst&ionnaires will be returned to:

Psychology Research and Services Center, Attentiarzanne Klenck, M.A./Dr. Peter Norton, 126
Heyne Building, Houston, TX 77204. There are narghs associated with your participation.

CONFIDENTIALITY. All information gathered and used in the researithoe kept strictly
confidential within the legal limits of confidenlity. Your research file will contain information

about you such as your name, phone number, angriafmn about treatment. The Research File will
contain your research questionnaire and assessmfi@mhation. It will be kept separately in a

locking cabinet in locked research office. Only RRSaff has any access to your original Clinic File
and only Anxiety Disorder Clinic research staffiMifive access to your research file. All informatio
is kept in locked cabinets in the PRSC and wiltlbstroyed after seven years as required by leghal an
ethical guidelines. This research may be publisheientific journals in a manner that will presen
only summary results of our findings—no individual#l be identified.

Every effort will be made to maintain the confidatity of your participation in this project. Every
client’s name will be paired with a code numberisidode number will appear on all written
materials. The list pairing the subject’'s naméwassigned code number will be kept separate from
all research materials and will be available oolyhe researchers. Confidentiality will be maingain
within legal limits. The only legal ways that caédintiality can be broken are:

1 Child Abuse: If we have cause to believe that &dims been, or may be, abused, neglected, or
sexually abused, we must make a report of suchinnd® hours to the Texas Department of

PAGE 1 OF3, Subject’s Initials
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Protective and Regulatory Services, the Texas Y@attmmission, or to any local or state law
enforcement agency.

1 Adult and Domestic Abuse: If we have cause to belibat an elderly or disabled personis in a
state

of abuse, neglect, or exploitation, we must immiedijareport such to the Department of Protective
and Regulatory Services.

1 Health Oversight: If a complaint is filed agains¢ PRSC, a therapist, or supervisor, with the State
Board of Examiners of Psychologists, they haveatit@ority to subpoena confidential mental health
information relevant to that complaint.

(1 Judicial or Administrative Proceedings: If you areolved in a court proceeding and a request is
made for information about your diagnosis and tnegit and the records thereof, such information is
privileged under state law, and the PRSC will ei¢ase information, without written authorization
from you or your personal or legally appointed esgntative, or a court order. The privilege dods no
apply where the evaluation is court ordered. Yolilve informed in advance if this is the case.

1 Serious Threat to Health or Safety: If we deterntiveg there is a probability of imminent physical
injury by you to yourself or others, or there igrabability of immediate mental or emotional injury

to you, we may disclose relevant confidential meméalth information to medical or law
enforcement personnel.

[1 Worker's Compensation: If you file a worker's comgation claim, we may disclose records
relating to your diagnosis and treatment to youpleger’s insurance carrier.

These limits of confidentiality apply to any psytbgical treatment or other therapy, not just this
research. If you have any questions or concernstatomfidentiality or the legal limits of
confidentiality, do not sign this document untilybave had a chance to discuss your questions with
the investigator, Suzanne Klenck, M.A., or the suiger of this project, Dr. Peter Norton.

RISKS/DISCOMFORTS. As with any psychological assessment or when caingleuestionnaires
regarding psychological status, you may experieocee anxiety or other emotional distress. This
distress or anxiety should not differ from what yarmally experience in your daily life. You may
withdraw from or stop any procedure at any timgolfi do experience distress, we recommend
discussing it with the investigator, Suzanne Klenck

Examples of sensitive topics that will be questibmelude:

« | am afraid that other people will not approve @& m

* | felt | wasn’t worth much as a person

* | wash my hands more often and longer than negessar

» Uncertainty makes life unbearable

* | have had thoughts of harming myself or commitsogide

* | know | should not worry about things, but | jesinnot help it

BENEFITS. Upon completion of the questionnairesin their entirety, you will be compensated with

a $15 gift card to Target for your participation in this research. An additional benefit from
participating in this study is the knowledge thatiyare adding to our understanding of the treatment
of anxiety and depression, which may help sometseeie the future.

ALTERNATIVES. Participation in this project is voluntary and thdy alternative to this project is

non-participation. If you do not wish to participah the research, please disregard the enclosed
information.

FINANCIAL CONSIDERATION. There are no associated fees or charges for yaticipation in
this study.

PAGE 2 OF 3, Subject’s Initials
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PUBLICATION STATEMENT. The results of this study may be published in msifenal and/or
scientific journals. It may also be used for ediacet purposes or for professional presentations.
However, no individual subjects will be identified.

CIRCUMSTANCESFOR DISMISSAL FROM PROJECT. Your patrticipation in this project may
be stopped by Suzanne Klenck if:

1. One quarter or more of the information encldeedollection is not completed;

2. Your responses appear random or as if sincergideration to accurate information was not
provided (e.g. you answer in a consistent patterou-answer “1” to all questions).

PAGE 3 OF 3, Subject’s Initials
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SUBJECT RIGHTS:

1. I understand that informed consent is requifeallgersons participating in this project.

2. All procedures have been explained to me anahaljuestions have been answered to my
satisfaction.

3. Any risks and/or discomforts have been explatoate.

4. Any benefits have been explained to me.

5. l understand that, if | have any questions, ¥ e@ntact Suzanne Klenck, M.A. at 713-743-8600
6. | have been told that | may refuse to parti@gatto stop my participation in this project ayan
time before or during the project. | may also reftsanswer any question.

7. ANY QUESTIONS REGARDING MY RIGHTS AS A RESEARCEUBJECT MAY BE
ADDRESSED TO THE UNIVERSITY OF HOUSTON COMMITTEE FROTHE PROTECTION
OF HUMAN SUBJECTS (713-743-9204). ALL RESEARCH PRXCI'S THAT ARE CARRIED
OUT BY INVESTIGATORS AT THE UNIVERSITY OF HOUSTON RE GOVERNED BY
REQUIREMENTS OF THE UNIVERSITY AND THE FEDERAL GOVENMENT.

8. All information that is obtained in connectioitiwthis project and that can be identified with me
will remain confidential as far as possible withkegal limits. Information gained from this studyath
can be identified with me may be released to noather than the principal investigators. The result
may be published in scientific journals, profesaiguublications, or educational presentations
without identifying me by name.

| HAVE READ (OR HAVE HAD READ TO ME) THE CONTENTS BTHIS CONSENT FORM
AND HAVE BEEN ENCOURAGED TO ASK QUESTIONS. | HAVEIRCEIVED ANSWERS TO
MY QUESTIONS. | GIVE MY CONSENT TO PARTICIPATE INHIS STUDY. | HAVE
RECEIVED (OR WILL RECEIVE) A COPY OF THIS FORM FORY RECORDS AND
FUTURE REFERENCE.

Study Subject (print name):

Signature of Study Subject:

Date:

| HAVE READ THIS FORM TO THE SUBJECT AND/OR THE SUEBCT HAS READ THIS FORM.
AN EXPLANATION OF THE RESEARCH WAS GIVEN AND QUESTONS FROM THE SUBJECT
WERE SOLICITED AND ANSWERED TO THE SUBJECT'S SATISETION. IN MY JUDGMENT,
THE SUBJECT HAS DEMONSTRATED COMPREHENSION OF THEHORMATION.

Principal Investigator (print name and title):

PAGE 1 OF 1, Subject’s Initials
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Attachment 3. Treatment Discontinuation Questidnena
UNIVERSITYofHOUSTON

ANXIETY DISORDER CLINIC

We are interested in your honest opinions, whetey are positive or negative. Please
answer all of the questions. We also welcome goamments and suggestions. We really
appreciate your help and hope that it will enalslécumake treatment more successful.

1. How would you rate the quality of the service yavé received?

Excellent Good Fair Poor

2. Did you get or were you offered the kind of servicat you wanted?

No, definitely No, not really Yes, gendyal Yes, definitely

3. To what extent did you feel our program could haenet your needs?

Almost all of my Most of my needs IPa few of my None of my
needs
needs were met were met needs were met were met

4. If a friend were in need of similar help, would yacommend our program to him or
her?

No, definitely not No, | do not think s Yes, | think so Yes, definitely

5. If you were to seek help again, would you come baakur program?

No, definitely not No, | do not think s Yes, | think so Yes, definitely

6. How long had you been thinking about seeking treatrfor the current problem before
you contacted our clinic?

One week or less  Approximately 1 month  &ltbran 2 months  More than 6 months

7. Have you sought further treatment since rengittieatment at the Anxiety Disorder
Clinic?
Yes No
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8. If you answered yes to number 7, which bestrigss the treatment you received (check
all that apply).

Psychiatric Inidival Group
Medication Psychotherapy Psychotherapy

9. What is the main reason you chose not to coetservices at our center?
(Pleasecheck all that apply and circle the main reason for discontinuation of
treatment.)

Location not convenient

Time not convenient/could not fit into myedule

Cost of therapy was an issue/too expensive

Felt as though no longer needed treatment

Felt as though this particular treatment neaof help to me/not what | wanted
Felt it was not helping/l was not improvagyrapidly as desired

Did not feel therapist was best suited fer m

Did not like group format/did not like grooqembers

Other reason not listed (please elaborate)

(It is important that you make sure to specify abalVthat apply and to circlethe
primary reason for discontinuing treatment.)

10. Please list any other comments or reasonsisfhce provided below, that may not have
been covered, that capture problems or reasonsdhéibuted to treatment
discontinuation.

Thank you again for your honest responses.
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Attachment 4. Questionnaire Packet (containingefght questionnaires).
Anxiety Disorder Diagnostic Questionnaire

An Anxiety Disorder is a condition in which a person feels extrefiese when faced with certain objects,
situations, feelings, or thoughts, and/or extreime ety/worry about possible encounters with those objects
(e.g., heights, crowds), situations (e.g., pulieaking) , bodily sensations (e.g., racing heaisea), thoughts
(e.g., recurring bothersome thoughts), or memdgaes, recurring unexpected memories of past eyents

Both thefear and theanxiety/worry often lead to various physical symptoms and urggsévent or escape
from the objects, situations, bodily sensationsughts, or memories. The amounfedr andanxiety/worry is
usually much more than other people seem to expezian the same situation.

Please describe the main objects, situations, yediisations, thoughts, or memories that provoke f@ar or
anxiety/worry:

1. Over the past month, have you experienced iatand frequerftear when you are faced with the
object, situation, bodily sensation, thought, @nmory listed above? Yes  No___
la. Is thigear more than what others seem to feel in the samatgin? Yes  No_
1b. How intense is thiear youtypically feel when faced with the objects, situations, thdsgmemories, or
sensations?
None Mild Moderate Sy Very Severe
0 1 2 3 4 5 6 7 8
What do you typically do when you are faced witl tijects, situations, thoughts, memories, or siemsa
listed above?
2. Over the past month, have you experieraredety/worry when thinking about possible
meetings with the object, situation, bodily seimsgtthought, or memory listed above?
Yes No
2a. Is thisanxiety/worry more than what others seem to feel in the samat&in® Yes_ No_
2b. How intense is thanxiety/worry youtypically feel when thinking about possibly meeting the otsec
situations, thoughts, memories, or sensations?
None Mild Moderate Severe Very Severe
0 1 2 3 4 5 6 7 8
What do you typically do when thinking about possimeeting with the objects, situations, thoughts,
memories, or sensations listed
above?
3. During the past month, have you been botherezhlgyof the following symptoms when experienciegr
and/oranxiety/worry? Place a check mark next to each symptomfremuently have experienced in the past
month?

____racing/pounding heart ___irritability ___sweaty/clammy __ stomach problems or nausea
____shortness of breath ____sleep problemshot flashes/chills_____ restlessness/feeling on edge
___trembling/shaking ~_ muscle tension __mimuess/tingling___ dizziness/lightheadedness

__ fatigue ____choking sensations ___ chehktriess ____concentration difficulties

4a. Over the past month, how much has year andanxiety/worry interfered with your life, work, social
activities, family, etc.?

None Mild Moderate Severe Very Severe
0 1 2 3 4 5 6 7 8
4b. Over the past month, how distressed have yen bbout your fear and anxiety/worry?
None Mild Moderate Severe Very Severe
0 1 2 3 4 5 6 7 8

66



Treatment Completers Versus Dropouts

STAI

DIRECTIONS: A number of statements which people
have used to describe themselves are given bdkead
each statement and then click in the appropriattecio
the right of the statement to indicate how you fegitt
now, that isat this moment. There are no right or wrong
answers. Do not spend too much time on any one
statement but give the answer which seems to descri
your present feelings best.

Not at all
Somewhat
Moderately so
Very much so

1. | feel calm 1 2 3 4
2. | feel secure 1 2 3 4
3.l am tense 1 2 3 4
4. | feel strained 1 2 3 4
5. | feel at ease 1 2 3 4
6. | feel upset 1 2 3 4
7. 1 am presently worrying over possible misfortsine 1 2 3 4
8. | feel satisfied 1 2 3 4
9. | feel frightened 1 2 3 4
10. | feel comfortable 1 2 3 4
11. | feel self-confident 1 2 3 4
12. | feel nervous 1 2 3

13. I am jittery 1 2 3

14. | feel indecisive 1 2 3 4

15. | am relaxed

16. | feel content

17. | am worried

18. | feel confused

19. | feel steady

RiRRRRP|-
NINN[N NN
wlwlw|wlw|w
EENESN NN AN

20. | feel pleasant
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BDI-I1

Instructions: This questionnaire consists of 21 groups of statesnePlease read each group of statements carefoti
then pick out the@ne statement in each group that best describes the way you beer feeling during thgast two weeks,
including today. Circle the number beside the statement you paked. If several statements in the group seeapfdy
equally well, circle the highest number for thatigs. Be sure that you do not choose more thantatensent for any
group, including Item 16 (Changes in Sleeping Palfter Item 18 (Changes in Appetite).

1 Sadness

2 Pessimism

3 Past Failure

4 Lossof Pleasure

5 Guilty Feelings

6 Punishment

Feelings

7 Self-Didike

8 Self-Criticalness

9 Suicidal
Thoughts or
Wishes

10Crying

11 Agitation

WNEFEO WNEFEO WNEFEO WNEFkO WNEFEO WNEFEO WNEFEO WNEFEO WNEFkO

WNEFEO

WNEFkO

| do not feel sad.

| feel sad much of the time.

| am sad all the time.

| am so sad or unhappy that | can’t stand it.

| am not discouraged about my future.

| feel more discouraged about my future thasddito be.
| do not expect things to work out for me.

| feel my future is hopeless and will only geairge.

| do not feel like a failure.

| have failed more than | should have.
As | look back, | see a lot of failures.

| feel | am a total failure as a person.

| get as much pleasure as | ever did from thrgghl enjoy.
| don’t enjoy things as much as | used to.

| get very little pleasure from the things | dse enjoy.

| can't get any pleasure from the things | usednjoy.

| don’t feel particularly guilty.

| feel guilty over many things | have done oosld have done.
| feel quite guilty most of the time.

| feel guilty all of the time.

| don’t feel | am being punished.
| feel I may be punished.

| expect to be punished.

| feel | am being punished.

| feel the same about myself as ever.
| have lost confidence in myself.

| am disappointed in myself.

| dislike myself.

| don’t criticize or blame myself more than usua
| am more critical of myself than | used to be.

| criticize myself for all of my faults.

| blame myself for everything bad that happens.

| don’t have any thoughts of killing myself.

I have thoughts of killing myself, but | wouldtncarry them out.
| would like to kill myself.

I would kill myself if | had the chance.

| don’t cry anymore than | used to.
| cry more than | used to.

| cry over every little thing.

| feel like crying, but | can't.

| am no more restless or wound up than usual.

| feel more restless or wound up than usual.

| am so restless or agitated that it's hardag still.

| am so restless or agitated that | have to keeying or doing something.
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12 Lossof Interest

13 Indecisiveness

14 Worthlessness

15L oss of Energy

16 Changesin
Sleeping Pattern

17 Irritability

18 Changesin
Appetite

19 Concentration
Difficulty

20Tiredness or
Fatigue

21 Lossof Interest
in Sex

WNEFkO

WNEFEO WNEFEO

WNEFPO

WNEFEO

WNPFEO

WNEFEO

Treatment Completers Versus Dropouts

| have not lost interest in other people ongtigs.

| am less interested in other people or thihgs before.
| have lost most of my interest in other peapl¢hings.
It's hard to get interested in anything.

| make decisions about as well as ever.

| find it more difficult to make decisions thagual.

| have much greater difficulty in making decisichan | used to.
| have trouble making any decisions.

| do not feel | am worthless.

| don’t consider myself as worthwhile and usefsill used to.
| feel more worthless as compared to other geopl

| feel utterly worthless.

| have as much energy as ever.

| have less energy than | used to have.

| don’t have enough energy to do very much.
| don’t have enough energy to do anything.

| have not experienced any change in my slegmatigrn.

| sleep somewhat more than usual. 1b | deewewhat less than usual.
| sleep a lot more than usual. 2b | sleky kess than usual.
| sleep most of the day. 3b | wake up bird early and can't

get back to sleep.
| am no more irritable than usual.
| am more irritable than usual.
| am much more irritable than usual.
| am irritable all the time.

| have not experienced any change in my appetite

My appetite is somewhat less than usual. 1bappetite is somewhat
greater than usual.

My appetite is much less than before. M8ftappetite is much greater
than usual.

| have no appetite at all. 3b | crave food all the time.

| can concentrate as well as ever.

| can’t concentrate as well as ever.

It's hard to keep my mind on anything for veopd.

| find | can’t concentrate on anything.

| am no more tired or fatigued than usual.

| get more tired or fatigued more easily thanals

| am too tired or fatigued to do a lot of theags | used to do.
| am too tired or fatigued to do most of thengfs | used to do.

| have not noticed any recent change in my @stein sex.
| am less interested in sex than | used to be.

| am much less interested in sex now.

| have lost interest in sex completely.
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Panic Disorder Severity Scale

A Panic Attack is a feeling of fear or apprehension that begimglsaly and builds rapidly in
intensity, usually reaching a peak in less thamirfutes. This feeling is associated with
uncomfortable physical sensations like racing armaing heart, shortness of breath, choking,
dizziness, sweating, and trembling. Often thered@tessing, catastrophic thoughts such as fear or
losing control, having a heart attack, or dying.

1. Frequency of panic attacks— Over the past month, how frequently did you eiguexe panic
attacks?

0 — None
1 — Mild (panic-like sensations or limited symptattacks or less than on full panic attack
a week)

2 — Moderate (one or more full panic attacks a \week
3 — Severe (daily attacks reported or several &)vee
4 — Extreme (attacks occur more than once a day).

2. Distress during panic attacks— Over the past month, when you had panic attdaks,much
distress did they cause you?

0 — None

1 — Mild, infrequent and not too intense

2 — Moderate, regular and intense, but still maahlge

3 — Severe, very frequent and very intense

4 — Extreme distress with all attacks

3. Anticipatory anxiety — Over the past month, how much did you worry, featful or
apprehensive about when your next panic attackdwoetur or about what panic attacks might mean
about your physical or mental health?

0 — None

1 — Mild, occasional worry about when next panitt aecur

2 — Moderate, frequent worry about next attack

3 — Severe, preoccupied with very disturbing wadpput next attack

4 — Extreme, near constant and disabling worry

4. Panic-related phobic-avoidance of particular situations— Over the past month, were there
places you felt afraid, or that you avoided, beearei thought if you had a panic attack it would be
difficult to get help or easily leave?
0 — None
1 — Definite fear or discomfort and desire to awvaideast one situation. Will confront or
endure situation under most circumstances.
2 — Definite fear or discomfort and desire to auwgidto three situations. Will regularly avoid
at least one of these situations.
3 — Definite fear or discomfort and desire to avmiore than three situations. Will regularly
avoid two or more situations but may confronta€ampanied by a trusted companion.
4 — Definite fear and avoidance of several situretid@ here are definite and major
modifications in lifestyle because of avoidance.
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5. Panic-related phobic avoidance of sensations— Sometimes people experience physical
sensations that may be reminiscent of panic ansecdnem to feel frightened or uncomfortable. Over
the past month, did you avoid doing anything beeaws thought it might can this kind of
uncomfortable physical sensations?
0 — None
1 — Definite discomfort with one or more physicahsations. Will endure sensations under
most circumstances.
2 — Definite discomfort with and desire to avoitlyfuexperiencing physical sensations. Has
reduced certain activities to limit sensations.
3 — Definite discomfort with and desire to avoigpexencing one or more physical
sensations. Consistently avoids at least oneiggctivprevent experiencing sensations.
4 — Definite discomfort with and desire to avoighexencing one or more physical
sensations. Consistently avoids more than oneitgdid prevent experiencing sensations.

6. Impair ment/interference in work functioning —Over the past month, considering all the
symptoms, panic attacks, anticipatory anxiety, avmldance, how much did panic interfere with your
ability to do your job, schoolwork, or responsitids at home?

0 — None
1 — Mild, slight interference with occupationaliaities, but overall performance is not
impaired

2 — Moderate, definite interference with occupatigrerformance but still manageable.
3 — Severe, causes substantial impairment in otiomad performance
4 — Extreme, incapacitating.

7. Impairment/interferencein social functioning — Over the past month, considering all the
symptoms, panic attacks, anticipatory anxiety, ammldance, how much did panic interfere with your
social life?

0 — None

1 — Mild, slight interference with social activisiebut overall performance not impaired

2 — Moderate, definite interference with socialfpenance but still manageable

3 — Severe, causes substantial impairment in speiérmance

4 — Extreme, incapacitating
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SPDQ
1. In social situations where it is possible tha will be noticed or evaluated by other
people, do you feel excessively nervous, féarfuncomfortable? Yes__ No____

2. Do you tend to be overly worried that you malia@ way that might embarrass or humiliate
yourself in front of other people, or that atheay not think well of you? Yes  No___

3. Do you try to avoid social situations? Yes No

Below is a list of some situations that are feavpking for some people. Rate the severity of your

anxiety and avoidance on the following scales: Ofédo O=Never avoid
1=Mild fear 1=Rarely avoid
2=Moderate fear 2=Sometimes avoid
3=Severe fear 3=Oftwoid
4=Very severe fear 4=Always avoid
(a) fear (b) avoidance
4. Parties 0 1 2 3 4 0 1 2 &8
5. Meetings 0 1 2 3 4 0 2 3 4
6. Becoming the focus of attention 0 1 2 4 01 2 3 4
7. Dating circumstances 01 2 3 4 01 2 3 4
8. Meeting people in authority 0 1 2 38 0 1 2 3 4
9. Speaking with people in authority 0 1 2 4 01 2 3 4
10. Saying ‘no’ to unreasonable requests 0213 4 01 2 3 4
11. Afirst date 0 1 2 3 4 Qa 2 3 4
12. Asking others to do something differently @ 2 3 4 0 1 2 3 4
13. Being introduced 01 2 3 4 D 2 3 4
14. Initiating a conversation 01 2 8 01 2 3 4
15. Keeping a conversation going 0 1 2 4 01 2 3 4
16. Giving a speech 01 2 3 4 D 2 3 4
17. Others judging you 01 2 3 4 D 2 3 4
18. Being under observation by others 0 1314 01 2 3 4
19. Being teased 01 2 3 4 02 3 4
20. Do you tend to experience fear each time yeurafeared social situations?
Yes  No_
21. Does the fear come on as soon as you encdaeated social situations?
Yes  No_
22. Would you say that you social fear is excessivenreasonable? Yes__ No

23. Circle the degree to which your social feagrifgres with your life, work, social activities nfidy,
etc.? 0 1 2 3 4
No Interference Mild Moderate Severe Very Severe/Disabling

24. How distressing do you find social fear? (@rahe)
0 1 2 3 4
Not Distressing  Mild Moderately Severely Very Severely

25. Has what you have been able to achieve injpbuor in school been negatively effected by your
social fear? Yes  No_
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Y-BOCS
Questions 1 to 5 are about your obsessive thoughts.

Obsessions are unwanted ideas, images or imphiaemtrude on thinking against your wishes andrésfto
resist them. They usually involve themes of haigk, and danger. Common obsessions are excegsive df
contamination; recurring doubts about danger; ex¢reoncern with order, symmetry, or exactness;déar
losing important things. Please answer each dquebly writing the appropriate number in the boxtriext.

1. TIME OCCUPIED BY OBSESSIVE THOUGHTS
Q. How much of your time is occupied by obses#iveights?

0 = None

1 = Less than 1 hr/day or occasional occurrence

2 =1 to 3 hrs/day or frequent

3 = Greater than 3 and up to 8 hrs/day or veryueat|occurrence

4 = Greater than 8 hrs/day or nearly constant oenae

2. INTERFERENCE DUE TO OBSESSIVE THOUGHTS
Q. How much do your obsessive thoughts interfatk your work, school, social, or other importaoker
functioning? Is there anything that you daidtbecause of them?

0 = None

1 = Slight interference with social or other adtes, but overall performance not impaired
2 = Definite interference with social or occupatibperformance, but still manageable

3 = Causes substantial impairment in social or patianal performance

4 = Incapacitating

3. DISTRESSASSOCIATED WITH OBSESSIVE THOUGHTS
Q. How much distress do your obsessive thoughtsecgou?

0 = None

1 = Not too disturbing

2 = Disturbing, but still manageable
3 = Very disturbing

4 = Near constant and disabling distress

4. RESISTANCE AGAINST OBSESSIONS
Q. How much of an effort do you make to resistdbsessive thoughts? How often do you try to
disregard or turn your attention away fronsthéhoughts as they enter your mind?

0 = Try to resist all the time

1 = Try to resist most of the time

2 = Make some effort to resist

3 = Yield to all obsessions without attempting ¢émicol them, but with some reluctance

4 = Completely and willingly yield to all obsesson

5. DEGREE OF CONTROL OVER OBSESSIVE THOUGHTS
Q. How much control do you have over your obsesfiseghts? How successful are you in stopping or
diverting your obsessive thinking? Can you disrttigsn?

0 = Complete control

1 = Usually able to stop or divert obsessions wsime effort and concentration

2 = Sometimes able to stop or divert obsessions

3 = Rarely successful in stopping or dismissingesb®ns, can only divert attention with

difficulty
4 = Obsessions are completely involuntary, rarblg o even momentarily alter obsessive
thinking
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The next several questions are about your compulsive behaviors.

Compulsions are urges that people have to do samgetith lessen feelings of anxiety or other discamfoften
they do repetitive, purposeful, intentional behawvicalled rituals. The behavior itself may seenrappate but
it becomes a ritual when done to excess. Washhegking, repeating, straightening, hoarding, andyraher
behaviors can be rituals. Some rituals are meRtalexample, thinking or saying things over andraveler
your breath.

6. TIME SPENT PERFORMING COMPULSIVE BEHAVIORS
Q. How much time do you spend performing compulsigkaviors? How much longer than most people
does it take to complete routine activitiesgaese of your rituals? How frequently do you doais®?

0 = None

1 = Less than 1 hr/day, or occasional performamo®mpulsive behaviors

2 = From 1 to 3 hrs/day, or frequent performanceamfpulsive behaviors

3 = More than 3 and up to 8 hrs/day, or very freqperformance of compulsive behaviors

4 = More than 8 hrs/day, or near constant perfoo@ari compulsive behaviors (too numerous|to
count)

7. INTERFERENCE DUE TO COMPULSIVE BEHAVIORS
Q. How much do your compulsive behaviors interfgith your work, school, social, or other
important role functioning? Is there anyththgt you don’t do because of the compulsions?

0 = None

1 = Slight interference with social or other adtes, but overall performance not impaired
2 = Definite interference with social or occupatibperformance, but still manageable

3 = Causes substantial impairment in social or patianal performance

4 = Incapacitating

8. DISTRESS ASSOCIATED WITH COMPULSIVE BEHAVIOR
Q. How would you feel if prevented from performiypgur compulsion(s)? How anxious would you
become?

0 = None

1 = Only slightly anxious if compulsions prevented

2 = Anxiety would mount but remain manageable ihpalsions prevented

3 = Prominent and very disturbing increase in agifecompulsions interrupted

4 = Incapacitating anxiety from any interventiomad at modifying activity

9. RESISTANCE AGAINST COMPULSIONS
Q. How much of an effort do you make to resistadbmpulsions?

0 = Always try to resist

1 = Try to resist most of the time
2 = Make some effort to resist

3 = Yield to almost all compulsions without attemgtto control them, but with some reluctance

4 = Completely and willingly yield to all compulsise

10. DEGREE OF CONTROL OVER COMPULSIVE BEHAVIOR
Q. How strong is the drive to perform the caisfve behavior? How much control do you have over
the compulsions?

0 = Complete control

1 = Pressure to perform the behavior but usually thexercise voluntary control over it

2 = Strong pressure to perform behavior, can coittomly with difficulty

3 = Very strong drive to perform behavior, mustheried to completion, can only delay with

difficulty
4 = Drive to perform behavior experience as comayanhvoluntary and overpowering, rarely
able to even momentarily delay activity
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GADQ-IV
. Do you experience excessive worry? Yes No

. Is your worry excessive in intensity, frequermyamount of distress it causes?
Yes No

. Do you find it difficult to control your worryof stop worrying) once it starts?
Yes No

. Do you worry excessively or uncontrollably abmibor things such as being late for an
appointment, minor repairs, homework, etc.? Yes No

. Please list the most frequent topics about whathworry excessively or uncontrollably:

a. d.
b. e.
C. f.

. During the last six months, have you been bethey excessive worries more days than not?
Yes No

. During the past six months, have you often beshered by any of the following symptoms?
Place a check next to each symptom that yea had more days than not:

restlessness or feeling keyed up or on edge ____irritability

difficulty falling/staying asleep or restlesss/ being easily fatigued
unsatisfying sleep

difficulty concentrating or mind going blank ____muscle tension

. How much do worry and physical symptoms interf@ith your life, work, social activities,
family, etc.? Circle one number:

0 1 2 3 4 5 6 7 8
None Mild llerate Severe Very $eve

. How much are you bothered by worry and physgaiptoms (how much distress does it
cause you)? Circle one number:

0 1 2 3 4 5 6 7 8
No Mild Moderate Severe Very Severe
Distress Distress Distress Distress Distress
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PSS-SR

Below is a list of questions about reactions tlzat accur after being traumatically injured. By
“traumatic injury”, we mean the actual injury itsehd events associated with the injury (e.g., dpein
in the hospital, painful procedures, etc.). Spetti/relevant traumatic event here.

Read each item and circle how frequently it was far you DURING THE PAST MONTH. For the
scales listed below:

Rarely = once per week or less, or only once irhdew

Sometimes = 2-4 times per week, or about halfithe t

Almost always = 5 or more times per week, or gaften

1. In the past month, have you had upsetting thisuijlat came into your head when you didn’t want
them to?
0 1 2 3
Not at all Rarely Sometimes Almost always

2. In the past month, have you been having badwea nightmares about the injury?
0 1 2 3
Not at all Rarely Sometimes Almost always

3. In the past month, have you had the experiehogieing the injury, or feeling as if it were
happening again?
1 2 3
Not at all Rarely Sometimes Almost always

4. In the past month, have you been very EMOTIONXLlpset when reminded of the injury?
(Emotionally upset includes becoming very scaraedrg sad, etc.)
0 1 2 3
Not at all Rarely Sometimes Almost always

5. In the past month, have you been having PHY SI@f¢lctions when reminded of the injury? (i.e.,
breaking out in the sweat, increased heart rate, et
0 1 2 3
Not at all Rarely Sometimes Almost always

6. In the past month, have you been trying to atluiitking about the injury?
0 1 2 3
Not at all Rarely Sometimes Almost always

7. In the past month, have you been making efforts/oid activities, situations, or places that
remind you of the injury?
1 2 3
Not at all Rarely Sometimes Almost always
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8. In the past month, are there any important pertise injury that you still cannot remember, even
though you were conscious at the time?
0 1 2 3
Not at all Rarely Sometimes Almost always

9. In the past month, have you found that you atenterested in things you used to enjoy doing?
0 1 2
Not at all Rarely Sometimes Almost always

10. In the past month, have you felt distant oraffifrom others around you?
0 1 2 3
Not at all Rarely Sometimes Almost always

11. In the past month, have you felt emotionallynbue.g., feeling sad but can’t cry, unable to have
feelings, no longer feel the same level of joy,)etc
0 1 2 3
Not at all Rarely Sometimes Almost always

12. In the past month, have you felt that any ®ifalans or hopes have changed because of the
injury? (e.g., you will have no career, marriadd|dren, etc.)
0 1 2 3
Not at all Rarely Sometimes Almost always

13. In the past month, have you been having prabkafiing or staying asleep?
0 1 2 3
Not at all Rarely Sometimes Almost always

14. In the past month, have you been more irritabkeaving outburst of anger?
0 1 2 3
Not at all Rarely Sometimes Almost always

15. In the past month, have you been having ditffatoncentrating? (e.g., drift in and out of
conversation, lose track of a story on TV, etc.)
0 1 2 3
Not at all Rarely Sometimes Almost always

16. In the past month, have you been overly aleg? always waiting for something bad to happen)
0 1 2 3
Not at all Rarely Sometimes Almost always

17. In the past month, have you been jumpy oratirtled? (e.g., when you hear a loud noise or
when someone walks up behind you)
0 1 2 3
Not at all Rarely Sometimes Almost always
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