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Editorial

Dear readers,

as you may remember, six years ago, in december 2008, Psychomed started to publish some
posters of the 6" Conference of the International Association of Cognitive Psychotherapy
(IACP). Since then, other posters were published from subsequent International
conferences in the field of CBT, Behavioural Medicine, Health Psychology and Psycho-
social Intervention. And so it did in 2009, 2010, 2011 and 2013. The organising Associations
were the IACP, the EABCT, the ISBM. This year, once again, we are offering you a special
issue containing a sample of the posters presented at the 44" Annual Congress of the
European Association for Behavioural and Cognitive Therapies (EABCT).

The Congress was held in Hague (The Netherlands) the last September and aimed at
“Bridging the gap between science and practice”. Bridging gaps has also been a key part of our
editorial policy since the beginnings of Psychomed: for example, bridging the gaps between
young and seasoned researchers, but also between researchers and clinicians. The poster
format, when used to communicate scientific work, is another way to bridge a gap: the one
between an abstract and a paper. This was the initial idea of members of the editorial
committee of Psychomed, when we developed our publishing policy: since we started in
2006, we encouraged authors to submit short papers, in particular by young authors, as an
easy tool to update readers with current literature. However, it became soon evident that
posters exhibited in Conferences were already implementing that idea, albeit they re-
mained unpublished on scientific journals, for obvious reasons, the main one being that
they were too large to be compressed in a journal page. But this is not a limitation for an
online journal: its pages can be enlarged on computer screens at will, and small writing
can become well readable with no loss of information. So, the proposal was put forward
and it was successful. Psychomed since then could publish posters by young authors,
whose work is sometimes unjustly appraised as “second rate”, but which has very often
the same scientific quality of paper presentations.

Through the years, and particularly in the last four years, this opportunity has became
even more evident also to the Organizing Committees of the Congresses: now they
collaborate much more closely with the Editorial Board of Psychomed, and inform in
advance poster presenters about this opportunity, by sending the announcement of it to
their mailing list. It also happened that Presidents of the hosting Associations or the Chair
of the Scientific Committees have started working together with the Ediotrial Board, either
to select the posters, to co-write editorials or the introduction to the special issues. As a
result, our initiative has now become much more welcomed by poster presenters
themselves, who have started looking forward to publish their work on Psychomed.

In the current special issue, the 36 resulting posters accepted for this publication come
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from 18 different countries (new entry: Cyprus), grouped according to their large thematic
areas. Among them, you will find one of the nominates for the poster prize: A brief
cognitive-behavioral therapy for the breast reconstruction decision-making. Psychological effects of
the breast reconstruction, by M®José Gallego (Spain).

Finally, posters have received a minimal editing. Sometimes, we had to contact the
Authors for improvements or clarifications. Whenever minor errors in English were found,
they were left untouched, provided they did not hamper the understanding.

Again, we leave the final word to you,
Dimitra Kakaraki
Lucio Sibilia

Rome, December 2014
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Why are students absent? A

The pr edlctlve role of risk-health behaviors and symptoms of psychopathology for 'boys
and girls

Serena V. Bauducco*, Maria Tillfors, Steven J. Linton, and Metin Ozdemir
Orebro University, Sweden

*serena.bauducco@oru.se
BACKGROUND METHOD
o Background o Longitudinal study
= Adelescents skipping school are at risk for present and future problems o Participants
= Prevalence is the same for boys and girls = 406 (46.3% girls)
= Students skip school because... = Age range 16-20
¥ they are anxious and depressed * Wave 1 (grade 10-11) = Wave 2 (grade 11-12)
« they fear evaluation by teachers and peers o Measures
¥ they engage in delinquency outside school
¥ they do not sleep well Construct Measurement M[sD)/% | MsD)/%
boys girls
@ Froblems Absenteeism T2 (1) “Have you been away a whale day from school - o e

Few studies have loaked at all of these issues together, but they should

¥ Depressed and anxious students may feel uncomfortable at schoal, but they
do not all skip schoal (Ingul et al, 2012)

¥ Poor sleep may play a role in her problems

= Because bays and girls are absent at the same rate (Kearney, 2008a), it is assumed that
the reasons are the same, BUT...

in the last three months?*
1 (ne, | haven't) to 5 (mare than 10 times)

(R TN (A W CES-DC: Ofsson & Von Knorring, 1997 (short} 86 BA9(296) 12.33(4.38)
1 [rarely/never] to 4 (most or all of the time)

Social anxiety (8] SPSQ.C: Gren-Landell et al., 2009 (modified) 75 11.06(258) 12.36(2.84)
1 [no fear) to 3 (marked fear)

¥ il i
Different patterns of absentecism LIRSS P ECT T 5PSQ-C, “does this happen in school?” (yes/na) - % 13%

¥ Different coping strategies that may lead to avoiding school
The majority of studies are cross-sectional Alcohol Intoxication “How often have you been drinking to the - % 1%
o Questions frequency (1) point of feefing drunk in the last 3 months?*
. Doesa ination of th N 1 [no, | haven't) to 5 (more than 10 times)
. Dot . . . and above i - Bully victimization (1) “Have you been the victim of bullying in the = I3 10%
! last three months?” (yes/na)

*  Does this model work for both boys and girls?

Somatic symptoms (3) cept 79 137061} 1.97(91)
{stomach, head, back) Main, 1983 1 [not at all) to 4 (a bot of pain) 178(83)  2.20{93)

Flgure 1. The Madel Sleep BNSE: Partinen & Gislason, 1995 and . 1.5:;:5) 1";3(;3“
Step 1 complaints (3) Uppsala Sleep Inventory: Liljenberg et al., 1988

Absenteeism T1

Depressive symptoms o Analyses

Social anxiety — * Logistic Fom, block method with Sleep plaints added in Step 2 (see fig. 1)

School related social phobial./ izing)\ | A e i * Tested separately for bays and girls

Somatic symptoms

Bully victimization I E“emalgl

Alcohol intaxication } Qrgbre_rtu/

Step 2 B
[Sioep compia |
RESUL
Table 1. Binomial logistic regression - girls. Table 2. Binomial logistic regression - boys.
e
Variable B (SE) Wald P Exp(B)  95% C.L. for Exp(B) Variable B [SE) ‘Wald P Exp(B) 95:;:‘;]'0(

Absenteeism T1 1.32 (0.56) 5.44 020 373 123-11.27 Absenteelsm T1 0.08 (0-80) 0.01 919 1.08 0.24-4.85
Alcohol intoxication 0.84 (0.51) 2.75 087 231 0.86-6.22 Alcohol intoxication 1.10 (0.54) 413 04z 301 1.04-8.72
Bully Victimization -0.25 (0.62) 0.16 689 0.78 0.23-2.62 Bully Victimization 0.38 (0.66) 033 563 147 0.40-5.34
Social Phobia 1.51(0.52) 8.62 003 4.54 165-12.47 Social Phobia -0.51(0.33) 033 565 0.60 0.10-3.44
Depressive symptoms 0.00 (0.06) 0.00 a7 1.00 0.89-1.12 Depressive symptoms 0.12 (0.09) 197 161 113 0.95-1.33
Social Anxdety -0.12 (0.08) 216 142 0.89 0.76-1.04 Social Anxiety -0.05 (0.12) 0.16 694 0.96 0.77-1.20
Somatic (stomach) -0.10 (0.25) 0.17 683 0.91 0.56-1.46 Somatic (stomach) -0.67 (0.61) 120 274 051 0.16-1.69
Somatic (head) 0.13 (0.25) 0.25 515 114 0.69-1.85 Somatic (head) -0.51(0.33) 238 123 0.60 031-1.15
Somatic (back) 0.20 (0.24) 0.71 398 1.23 0.76-1.97 Sematic (back) -0.37 (0.32) 134 246 0.69 0.37-1.29
Sleep complaints (L) -0.52 (0.63) 0.69 407 0.59 0.17-2.04 Sleep complaints (L) 0.68 (0.60) 127 -259 197 0.61-6.40
Sleep complaints (H) 1.46 (0.53) 7.57 D06 432 15212.25 Sleep complaints (H) 0.09(1.23) 0.01 944 1.09 0.10-12.25
Note. Step 2 model fit: R =169 (Cox & Snell), 266 (Nagelkerke), Model £ (11) = 34,81, p < 001, Nate, Step 2 model fit: B = 094 (Cox & Snell). 165 (Nagelkerke), Model 1 (11] = 1644, p = 125,
o Sleep complaints is an important issue independently of sex o By testing the model separately for boys and girls, different reasons for

. N . o Girls with social phobia had more problems
» By targeting sleep hygiene and schedules, one would not only improve attending school as compared to boys with school absenteeism emerged

school attendance directly but also through an improvement in overall the same fears = These differences are important when planning a
psychological health preventive intervention
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Explicit memory bias and eating disorders : evaluation among young French

women with high body dissatisfaction or suffering of eating disorders.

Gasperini, C., Rousseau, A.
Université Lille Nord de France, UdL3, PSITEC, Villenewe d'Ascg, France

] . . .

a Eating disorders cognitive model proposed that women suffering from eating disorder develop a self~schema about

T weight and shape that is considered as the core of eating disorder pathology (Vitousek & Hollon, 1990). This self-schema

E result in cognitive biases for congruent information and many studies highlighted these biases in clinical sample.

T Cognitive bias for congruent information was implied in development and maintain of eating disorders (Williamson,
Muller, Reas & Thaw, 1999). However, results are inconsistent in women suffering from subclinical disorders or with high
body dissatisfaction.

The aim of this study was to investigate whether non-clinical women with eating disorder or high body dissatisfaction
demonstrate a memory bias congruent with their concerns about weight and shape .

M

E

H 42 young women, college students

OD mean age - 20.98 £ 2,09 (min =18 ; max =25).

mean BMI: 21.8+4 16 (min =17 ; max = 39). o o

( ) Positive (6)

: : . related to .
Body Shape Questionnaire (BSQ) (Cooper etal., 1987) : : Negative (6)
self-report measure of body dissatisfaction weight and shape
Eating Attitudes Test (EAT-26) Garneret al. 1982) :
self-report measure of symptoms and concerns characteristic of
eating disorders
Questionnaire for Eating Disorder Diagnosis (QEDD) (Mintz et al., 36 words
1997) : » :
questionnaire assessing the diagnostic criteria for AN, BN, BED, Positive (6)
EDNOS and subclinical disorders
not related to : o
= Ne: e (¢

Women watched target and control words.
They performed a self-referent encoding task (imagination task) o
during the exposition on a computer to experimental material. Neutral (6)
Then,memory recall of words was subsequently assessed.
Finaly, self-report measures were taken.

R Means of positive and negative words related Average number of words recalled Average number of words recalled according

E to weight and s hape recalled by all women according to the type of words to word category for all 42 participants

5 899 for all 42 participants

U = 1 7

# 54 - = B Without * positive. 4+

= - L ]
s 'g 3 B With = L\] negative and
E = o neutral words
=z 7.59 = related to
Sz =29 R weight and
Lk 5 Hape :
== 5 s
= 'ED g o negative and H
,-_9_ = E neutral words 5
& ) not related to c1 czc:& c3 o e dm tral cj‘h d ts::st
= 2 47 - . : posifive , negative and neutral words relal (1]
2 k| ) ;:ghand weight and shape
A o ] pe C4, C5& C6 - positive , negative and neutral words not related
Body dissatisfaction  Sympomsand  ED,EDNOS and 2 sonificant toweight and shape
s e R e GHermesst 05 Only differences betwesn C2 and C4 and betwesn C3 and C4
Bl i FEEsR e ol are significant at adjusted level < 0,002
8§ + Our results are in contradiction with hypothesis based on cognitive model. Indeed, all women demonstrated a memory
ﬁ bias for information related to the self-schema about weight and shape, suggesting that this specific selfschema was
g activated for all women.
6 + Moreover, women did not recall selectively information congruent with this specific self-schema.
N

+ These results could have implications for therapeutic interventions: it could be relevant to target the
development and valorisation of other self-schemas and also the drive for thinness as a maintain factor.

+ Therefor, information related to weight and shape that women “desire” achieve (and not only the “fear to be or
become fat”) could also be a targetin therapeutic intervention focused on cognitive bias modification.

Whousek, K. 5. & Holon. 5. D. (1990). The Iwestigation of schematic mmtent and poosssihg 1 eathgdisorder. Cognitive Therany and Fessarh 14, 191-214
Willamzon, O A, Muller 5L Res, DL & Thaw, L M. [1999). Cognithe bizs h estivg darders: implictions for ey 2nd teatment. Behavar Moafication, 25, S56-577
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THE ROLE OF PARENTAL BEHAVIOR IN EXPLAINING
ADOLESCENTS’ DEPRESSION AND ANXIETY

EABCT

CONGRESS 2014

Introduction \
Family is the first and the most important environment for child development, and is often viewed as a major socialization
agent by a number of different theoretical approaches (e.g. ecological system theory, social learning theory, attachment
theory). Parental behavior and child-rearing practices affect the entire socio-emotional development of children. Soenens,
Vansteenkiste & Luyten (2010), Lebedina Manzoni, Ricijaé (2013) show that parents behavior may render adolescents |

Qxlnerable to internalizing problems (anxiety and separation problems) and to depressive symptoms in particular. /

( 2)
Aim i
The aim of study was to examine relation between parental behaviour and depression and social anxiety symptoms in urban |
adolescents in Croatia as well as to test for gender differences. J
Method

A total of 940 elementary and high school students aged from 12 to 18 (M,,,=14.82; SD,,,=1.476) participated in the study
(55% girls and 45% boys). The following instruments were applied:

+ Fear and anxiety scale for children and adolescents (Vuli¢-Prtori¢, 2004) (subscales: Worry and Social anxiety),

* The Depression Scale for Children and Adolescents (Vuli¢-Prtori¢, 2003),

+ The Parental Behavior Questionnaire (PBQ-29) (KeresteS, Kuterovac-Jagodi¢c & Brkovi¢, 2009) (subscales:
Acceptance, Autonomy, Psychological control, Monitoring, Positive Discipline, Negative Discipline and Permissiveness)
- each participant separately assessing mother and father on a four level scale.

Giesults

| Separate hierarchical regression analyses were conducted for boys and girls with social anxiety and depression symptoms
| as criteria, and parental behavior variables (perception of mother’s and father’s behavior separately) as predictors. First,
‘{esuns on the whole sample will be shown, to represent the manner analyses per gender were later on conducted.

/ Results have shown that

MOTHER'’s FATHER’s
*Acceptance *Acceptance parental behavior
*Autonomy, *Autonomy, variables serve better in
® *Psychological *Psychological predicting depression
control, control, R2=0.08** (21% of criterion
GENDER +Monitoring, Monitoring, ! variance) then social
+Positive *Positive anxiety symptoms.
*Discipline, +Discipline, When boys’ and girls’
R2=0,04** *Negative *Negative results are analysed
R2=0.08** Discipline Discipline together, father’s
e *Permissiveness *Permissiveness behavior don’t seem to
2=0 02** e b & add to the explanation of
AR2_0’03" AR?=0,02 R®=0,21 social anxiety and
* p< 0,01; * p< 0,05 AR?=0,12 AR?=0,02**

\_depression syptoms. /

In following tables, significant predictors and percentage of explained criteria variance are presented for boys and girls: ]

Significant predictor variables in final step of the @ S Percentage of explained
Rekfonkothieriterts seems to ?a different roles in yariance per ctitarion, fo
CRITERION VARIABLE pay.a ) boys and girls:
N explaining anxiety and depression

. S'°°'AL ‘(‘:X'E: DEERESSIO across gender, with social CRITERION VARIABLE

* autonomy (irom the ; anxiety being better explained SOCIAL DEPRESSION
T | 3::::28 monitoring Ftier 8 accoptance by these variables in boys’ then ANXIETY

. :’a_th?r'ﬁ negative 'l;‘e?:gseii':‘;': e:’:;‘:;'::i:?“ 9,2% 13,6 %

iscipline
« mother’s psychological control ‘ variables in a larger amount in 4,8 % 17,0 %

« mother’s acceptance + mother’s positive discipline

girls’ then in boys’ subsample.

Both mother's and father’s variables (as risk/protective factors) play a significant predictive role (level of autority and monitoring\

from mother, as well as percieved father's negative discipline) for the social anxiety level in our adolescent boys. Percieved
mother's acceptance seems to be predictive for girls’ anxiety, whilst for boys it acts as depression predictor. Girls depression is best
explained by two different mothers' behavior varables - percieved level of psychological control and positive discipline. )

with important differences evident in gender comparisons. Along with information on personal and peers variables' effects,

Conclusion Percieved parental behavior plays a significant role in explaining anxiety & depression symptoms in our adolescents, ‘
accounted for in our previous research, these may have additional implications for both prevention and treatment.

44" Annual EABCT Congress, The Hague e-mail: marija.lebedina.manzoni@erf.hr
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EABCT

PSYCHOMETRIC PROPRIETIES OF THE PORTUGUESE VERSION OF THE
POST-EVENT PROCESSING QUESTIONNAIRE (PEPQ) IN ADOLESCENTS AND ADULTS
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| 295 ADOLESCENTS || 292 ADULTS |
CBT models for Social Anxiety Disorder (SAD) are based on the o 46.80% 2 g52.10% 2
premise that socially anxious individuals engage in biased cognitive 53.20% 47.90%
processing (Gaydukevych & Kocovsky, 2012). According to Clark
% and Wells (1995), Post-Event Processing (PEP) is one of the PEPQ: Post-Event Processing| |PEPQ: Post-Event Processing
= | [important cognitive factors in the maintenance of SAD. PEP refers to| | | |Questionnaire (Fehm et al,||Questionnaire (Fehm et al,
) |a post-mortem rumination where the subject reviews critically and| | O 20008) 20008)
07| lwith detail what went wrong in the social situation. The most used| | =| |gaS.A: Social Anxiety Scale for| |SIPAAS: Social Interaction and
g measure of PEP is the Post-Event Processing Questionnaire (PEPQ; E Adolescents (La Greca & Lopez,| |Performance Anxiety and
(5| |Fehm et al., 2008), that includes 17 items divided by 4 factors:| | = 1g9gg) Avoidance Scale (Pinto-Gouveia
< | |Cognitive Impairment, Negative Self, Past and Future and FAQ: Focus of Attention| etal,2003)
3| | Avoidance. The aim of this research was to study the psychometric Questionnaire (Woody et al.,| |[FAQ: Focus of Attention
properties of the PEPQ, consisting in the first Portuguese study of an 1997). Questionnaire (Woody et al.,
instrument to measure PEP both in adolescents and adults. MASC: Multidimensional anxiety| 1997)
Scale for Children (March et al.,,||[DASS-21: Depression, Anxiety
1997) and Stress Scale Scale 21-ltem
Version (Lovibond & Lovibond,
—_— — 1995):
| RESULTS |
| F1: Persistent Rumination M(DP}’ M(DP)* | | ADOLESCENTS | | ADULTS |
1 Frequent thoughts about the event 4.8(3.1) 38.1(29.9) =
2 Undesirable and recurrent thoughts 4.2(3.2) 32.3(29.4) ~ |Internal consistency & Test-retest | |Internal consistency & Test-retest
3 Impairment in concentration 3.5(3.0) 27.8(27.2) g Total Scale: a=.96 r=.78" | Total Scale: a=.96 r=.80"
4 Difficulty to stop thinking about event 4.2(3.3) 32.3(31.0) il [F1: a=.94 r=.79" | |F1: a=.94 r=77"
5 Conscious effort to avoid the thought 3.9(3.3) 27.1(28.3) 4 (F2: a=.91 r=.72" | |F2: a=.91 r=.81"
6 Aggravation of event-related feelings 3.1(2.8) 22.3(26.5) F3: o=.88 r=.64" | F3: a=.89 r=.39"
= 15 Thinking about the event more than wanted 4.0(3.2) 33.1(31.3)
= [ F2: Specific Rumination ] Convergent validity Convergent validity
~ 11 Memory evokes shame 3.7(3.0) 30.2(29.9) SAS-A (total) r=.51" | ISIPAAS (total) r=.39"
= 12 Thoughts about anxiety 4.0(3.0) 37.6(31.1) ~ |FAQ(F1) =.51" | |[FAQ (F1) r= 42"
‘2 13 Remembering past failures 3.6(2.9) 33.0(28.8) - |FAQ (F2) =.41" | |[FAQ (F2) r=.32"
S 14 Self-criticism 4.0(3.1) 33.6(30.8) Ed — —
~ 16 Thoughts about bodily sensations 3.9(3.2) 325(29.9) | Discriminant validity | |Discriminant validity .
" 17 Positive/negative self-evaluation 4.5(2.6) 41.7(26.6) MASC-A (F1) r=.29" | IDASS (anxiety) r=.29"
| F 3. Control Attempts ] MASC-A (F2) r=.20" | |IDASS (depression) r=.38
7 TI'!oughtls. about preventlon" 4.8(3.1) 37.6(30.5) > ifferences SAD vs general pop. | | Differences SAD vs general pop.
8 Wish to “turn back to clock 5.7(3.5) 42.1(34.3) 2 6. - - . o
9 Avoidance of similar events 46(32) 40.4(338) | F2. ::ss:: g-gg' g : ‘ggf l'; :{(az:: - :-;- g b ‘gg:
10 A ti f existi id 4.4(3.2) 39.1(33.5 7} . (86) ~ 21 : : 62)~ - %0, :
ggravation of existing avoldance @2 @39 14 |es ten=3.37,p<.001 ||F3: ez = - 2.8, p = 007
' Adolescents (0-10 scale); 2 Adults (0-100 scale) 0 |Total: g =3.68,p<.001 ||Total Ygz=- 4.5, p <.001
CONCLUSION |
In both samples, PEPQ revealed a quite distinct factorial structure from the original version.
PEPQ showed a good reliability, validity and sensibility, indicating an accurate and trustworthy measure, contributing for both research and clinical
practice.
References:

Clark, D. M. & Wells, A. (1995). A cognitive model of social phobia. In: R. G. Heimberg, M. R. Liebowitz, D. A. Hope, & F. R. Schneier (Eds) Social phobia: Di
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Psychomed 2014 n. 1-2 Special Issue: 44rd Annual Congress EABCT Selected Posters 12



EABCT

UNIVERSITAT CONGRESS 2014
FRANKFURT AM MAIN "
Regulation of Shame and Pride in Adolescents with

Collectivistic Migration Background

Iryna Struina, Annabelle Starck, Ulrich Stangier

According to Matsumoto, Yoo & Le Roux (2004) the capacity to regulate emotions effectively is crucial for successful intercultural adjustment. Particularly self-conscious emotions pride and
shame play an important role in the acculturation process of immigrants and development of their children (experiences of discrimination, conflicts between the culture of origin and receiving
culture etc.). They also contribute significantly to the development of mental disorders such as depression or social phobia (Hofmann, Anu Asnaani & Hinton, 2010). Cultural comparative studies
could show that social-engaged emotions like shame are experienced more often and shown more overtly in cultures with more collectivistic background as compared to those with a stronger
dividualistic ori ion. Wh social diseng such as pride are experienced and shown less in collectivistic cultures (Tracy & Matsumoto, 2008). At the same time studies
on ion r ion in general and on other emotions (e.g. anger) have shown that participants with collectivistic orientation tended to suppress their emotions more than those
with individualistic ori ion (| Yoo & Nakag: 2008; Novin, Banerjee & Rieffe, 2012).
The objective of the present study is the investigation of the experience and regulation of experi d shame and pride in g the cultural ori

Hypotheses

1. Migration backg d (MB) and ion il i 2. Migration backg d and i If
1.1 Pride: Adolescents with MB report less intensity of pride than adolescents without MB. 2.1 Pride: Adolescents with MB suppress pride more & accept less than those without MB.
1.2 Shame: Adolescents with MB report more intensity of shame than adolescents without MB. 2.2 Shame: Adolescents with MB suppress shame less & accept more than those without MB.

Sample Assessment
» Based on Hofstede’s (2001) cross-cultural research adolescents with Turkish, Russian > Interview on socio-dem(_:gra?hic data_ .
(countries of the former Soviet Union) and Arabic migration background were regarded asa |~ SDQ - Strengths and Difficulties Questionnaire (Goodman, 1997)
sample for collectivistic orientation while German adolescents without migration background > Habitual affective style:
were referred to as an individualistic oriented sample. » ASQ-KiJu - Affective Style Questionnaire for children and adolescents
> Age:13-18 years (Bohn, unpublished; Hofmann & Kashdan, 2010)
» Migration background (MB): At least one parent was born in Turkey/ former Soviet Union 7 FEELKJ: Questionnaire foriAssessment of EmotionRegulationinAdalescents (Grob &

z 4 - Smolenski, 2005)
country/Arab country/and Lothparents regardthe:respective language (Turklsh; Russian; » FRAKK 11-18-R: Frankfurt Acculturation Scale for Adolescents (frankenberg, Kupper, & Bongard, 2013)
Arabic) as their mother tongue.

» COS: Cultural Orientation Scale (8ierbrauer, Meyer, & Wolfradt, 1994)
without MB with MB Turkish MB Russian MB Arabic MB D > ity of shame and pride:
N 37 7 120 2% 2 » SSGS: State Shame and Guilt Scale (Marschall, Sanftner, & Tangney, 1994)
+ » PANAS: Positive and Negative Affect Schedule (watson & Clark, 1988)
Age M (sD) 15.62 (1.48) 16.24 (1.40) 16.83 (1.05) 15.72(1,54) 16.04 (1,40} -003** » Emotion regulation strategy being used: ASQ-KiJu-State (6 Items from ASQ-Kilu, 2 for each
Gender (% female) 64.86% 49.37% 50.00% 56.00% 41.67% 326 SCaIe) )
H PP , Reapp! , A
COs-Score 4.07(0.46) 444(052)  1441(052) 00a* > Physiological assessment: EDA, ECG .
Procedure
(in balanced order) !
- ¥
TO: JpE ¥ T3: T4:
Assessment Written report of Oral report of Written report of Oral report of
of control pride-eliciting pride-eliciting shame-eliciting shame-eliciting
i " i i i i autobiographical autobiographical
variables Baseline autobiographical PANAS, autobiographical PANAS, grap PANAS. grapl PANAS,
PANAS and event 555, ASQ- event $5GS, ASQ- event $5GS, ASQ- event $5GS, ASQ-

8565 Kilu-State Kilu-State Kilu-State Kilu-State

Differences in intensity of pride (PANAS) Differences in intensity of shame (PANAS) Differences in ER after pride induction Differences in ER after shame induction

e
TR o
Rt

| Fosren pw e e i 2] B 0. g s o

e S e AR e

Pride inducton ‘Shame inducton

Although pride and shame were induced in all groups, no differences occurred between adolescents with and without migration background in the reported intensity of pride and shame as well
as in the regulation of pride. When regarding the groups separately contrary differences between the German and the Arabic groups occurred in the intensity of pride. The pattern of significant
differences in the regulation of shame also contradms our hypothesis. Higher suppression and less acceptance could account for lack of differences in the intensity of shame. These findings could

support previous research indicating more supp! in ivists in general as well as point out other relevant factors besides cultural orientation e.g. minority status, acculturation style.

Hostode, G (2001) g Votes Behonors hosand Gk A g ublcasonsMismot. . Yo 3 . st .0 2500 s and el Commaicaso. . Gmhall W, & Sprcr Gae 1 o), ik of At U, 7 e ol Moson- oG s Wasmo 0. Yoo 1.8 ot
{20ce) Cumee, " Ajustent TR T & okt 0 308 ofpeice e sham 11655 ) 2011 Wesbaden 2012
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Adult Attachment, Attention, and Social Anxiety: The Influence of Adult

Attachment Style and Attention on Treatment Outcome for Those with Social
Anxiety Disorder

Yulisha!Byrow!&!Lorna!PeterJ
CentrelforlEmo8onal!Health, IDepartment!lof!Psychology, IMacquarielUniversity, !|Australia.

Introduc) on*

Attention is implicated in the major theoretical models of « Adult attachment style is measured on two dimensions,
social anxiety disorder (SAD). attachment anxiety and attachment avoidance.
. Clark & Wells (1995): individuals with SAD avoid + Attachment Theory predicts that those with:
focusing attention on threat signals. + High attachment anxiety = vigilant to threat.
. Rapee & Heimberg (1997): SAD individuals are * High attachment avoidance = avoidance of threat.

initially vigilant to threat cues. Once threat is

g_etected _the?e |nd|r\1/|duals have difficulty + Does difficulty disengaging from threat predict treatment
) Isengaging from threat. ) outcome for those with social anxiety disorder?
*Previous research suggests that those with SAD often « Does adult attachment style (attachment anxiety and

experience difficulties forming close interpersonal attachment avoidance) moderate this relationship?
relationships.

Research Questions:

«Thirty three clinical participants with a primary diagnosis of ~ Controlled for pre-treatment social anxiety severity and

SAD (DSM-IV). depression.

«Eye tracking task (difficulty to disengage (DDE)) at pre- Calculating DDE Scores: ) .

treatment, measures of social anxiety (SIAS), adult The amount of time taken to disengage attention from the stimulus/the number
' . ! of trials with valid eye movements.

attachment (ECR-R) & depression (DASS) completed at Low DDE Scores = quick to disengage

pre and post treatment. High DDE Scores = slow to disengage.

Statistical Analysis: A hierarchical linear regression was
conducted with social anxiety severity scores measured
at post treatment as the dependent variable. +
Independent variables (attachment anxiety, attachment

avoidance, angry DDE Scores, neutral DDE Scores,
happy DDE Scores).

Example of an angry DDE Trial

. Model R Sig. F
o Angry DDE X Attachment Avoidance Square |Change
Change
44

Angry DDE X Attachment Anxiety

50

50 Depression >.001 "
Pre-treatment Social Anxiety
0 Attachment Avoidance .15 142

&

LowAachment Attachment Anxiety
Avoidance Happy DDE

=+Low Attachment
Anxiety

Post Treatment Anxiety Severity
Post Treatment Anxiety Severity

'}’\\-ﬂ;::hmem Neutral DDE ':\Aeqn Attachment
Avoidance Angry DDE H?*::‘tachmm
” “ e Att Avoidance Angry DDE .29 .001 “ iy
Att Avoidance x Neutral DDE
" Att Avoidance x Happy DDE 0
Att Anxietyx Angry DDE
0 Att Anxietyx Neutral DDE .
Low Angry DDE Mean Angry DDE High Angry DDE Att Anxietyx Happy DDE Low Angry DDE MEES[‘)AEHDW High Angry DDE

Summary*&*Conclusions*

Attachment moderates the relationship between attention and treatment outcome.

» Those who are high on attachment anxiety and were quicker to disengage from the angry face at pre-treatment had lower SAD
severity at post-treatment.

» Those who are high on attachment avoidance and were slower to disengage from the angry face at pre-treatment had lower

SAD severity at post-treatment.
Contact:! !

www.centreforemotionalhealth.com.au ADULT ANXIETIES eCentreClinic AGEING WISELY
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A sequential analysis of parent-child interactions:
Differences between anxious and non-anxious children

Faculdade de Psicologia
LISB0A o

AR
o
INTRODUCTION
Anxiety disorders are among the most prevalent OBJECTIVES
problems during childhood. In many cases, they N
have huge impact on chiidren and family lives and  \ /' 1116 study examined the role of
are associated w_\fh |mpork_x_m health and sucwu_\ children's anxiety and parental
costs (Bodden, Dirksen, & Bogelsj 2007). Theoretical | behaviors during parent child METHOD N
models and research have hw_ghlngl"ned N_we role of interactions and intented to: \ "\
certain parental factors in children's anxiety (e.g. 1. Compare parenting behaviors of \ \.\
E)?dr:fev;.f?oiujl]irc\’fl\’:ga:géeo‘;;gferm?::élehi\ d's parents from anxious and non- | Participants: Thirty-three children (ages 9-12 years; N
behaviors in the development of childhood anxiety anxious children; 4 M = §.90, DP = 1.02; 57.1% girls) and their fathers
problems (e.g. Rapee, 2001). 2. Analyze the co-ocurrence of and mo1hers. The qnxie'v diswde(ed group .
Few studies were capable fo identify and measuring negative parental practices. such (n=20)included children with o primary diagnosis of
these reciprocal and inferactional processes. \ as overinvolvement and rejection, unxwe!y disorder (Geln_eruhzed‘ anxiety: 17.1%. sqclu\
Furthermore, the differences between fathers and and children anxiety manifestations; phabia: 17.1%, specifiic phobia: 14.3%, separation
mathers behaviors in interactions with anxious 3. Compare mother’s and father’s Og;‘Z':;B;e%égzi,zog::OIC?:EL;Z”(“:E‘:2 ‘22:”?:3 n
children remain unclear. The present study pursued . behaviors towards the children. non-disordered chiaren. &1l were recruliad!
those purposes, using iime-wigdow seque‘éﬁal ‘.\ Porrugyese public schools through a multi-level
analysis in order to explore parents-child . screening melhold. R
interactions during moderate anxiety induced I Measures: Chidren's anxiety was evaluated by
situations. — . Screen for Childs Anxiety Related Emotional
. - Disorders-Revised (SCARED-R; Muris, Merckelbach,
Schmidt e Mayer, 1999; Children's version) and by
Anxiety Disorder Interview Scheduale - Parents and
Child adapted version (ADIS-P&C: Albano e
- Silverman, 1996)
Interaction tasks:
1. “Make a speech™: Children prepared and
presented a speech about a theme suggested by
Graphicl. Mother's overinvolvement Graphic 2. Father's overinvolvement the researcher with their prents help:
according to child's anxiety manifestations in - according to chid's anxiety manifestations \ 2. “Exploring blackboxes™: Children put their hand
anxicus and nenanxious children’ in anxious and nonanxious children \ inside six blackboxes and fried fo discover what
\ was in there with the orientation of the parents.
H - Procedure: Design 2 Task (speech/blackboxes) x 2
6 = Dyad (father-child/mother-child) was used. Each
H - task had 3 minutes long.
H - Data Analysis: Sequential analysis was used fo code
 Ansety disorcered i - [, ey deordered observations according to discrete event-units and
N s o  Nonanulos & a . @ * Nonanrious . to precise time-unifs. Using individual content
. fv*" fab’y & & ;“d.\#’ af. gﬁf o \ codes, superordinate categories were created
& & Fayd & & & & N based on theorectical definitions, namely
o ff“’ & j f\ \, overinvolvement [Mcleod, Wood & Weisz, 2007).
o &
€ ——— Graphic 3. N
P Mother's rejection 7 > .
I behaviors H N \
L A i according to . 4  xglicit rejectio
TH | trcwnner | chilc's aiety Fatherorophie 5.1 3 oo :
: 1 B Devsation manifestations in arner sg::fsvigg H B Negative affect RESULTS
o anxious children N SRR E S i
& F P ﬁj & b etalison occ.crdlng fo < «s’g’;@"f f":‘fg :::‘"“::wm Mothers from anxious children are probable to be
;”‘ & & ,ﬁ" I terupion child's anxiety fa @5:; & o s overinvelved confronted to diverse child'sanxiety \
+ Q.,«‘rw‘ & Lfﬁ“ manifestations in “":J‘i « ff\ symptoms (e.g. nonverbal anxiety, performance anxiety, \
¢ & anxious children A reques! for assistance and for reassurance). Mothers from \
nonanxious children are overinvolved only when children
: verbalize their anxiety feelings. Fathers from anxious
Graphic 4. | g —— El Gmﬂclé, children only are overinvolved when children request their
Mother's 1/ 5 thel" s assistance, showing lesser overinvolvement than fathers
rejection | 1 0 rejection from control group.
behaviors | =0 f 51T behaviors Mothers and fathers from anxious children are probable
accordingto | 5 W “CF‘?’d'”g_ to to act in rejecting ways (e.g. explicit rejection, devaluate
child's anxiety | 20 5 ﬁi child's anxiety child's feelings. negative affect) when children manifest
manifestations 0 0 i’::’;‘:‘?’!‘:&;"u’;s | diverse anxiety sumptoms (e.g. verbal and nonverbal
In nenanxious & & P & ¢ 3 & 8 f f & & " . anxiety), whereas parents from control group express
children “’},@ ver.b* & ‘y" ‘g‘ 1_;‘& e“*“f f’& “f & “f‘* children | rejection in fewer situations.
qn‘féffdf\a‘ & F E
& f l,«f & DISCUSSION
¢ As expected, parents from anxious children are more
rejecting compared te non-anxious. Also, mothers from
' Grapkics include Odds rafio values between varicbles. Associations were anxious children were more overinvolved, however ineir
cansidered stafistical significant if adds rafio > 1.25, if adjusted residuals (z) > fathers were surprisingly less involved, showing that
1.96 (< .05) and i Yules @ > .11, Only those sianificont results are mentione parenting behaviors may vary according to parent's
InDiscassion, gender. Furthermore, specific children’s anxiety symptoms
mayelicit and be a consequence of overinvolved and
rejection parental behaviors.
References: ‘ AN
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Clinical Psychology Review. 27(2). 155-172.

Rapee, R. M, (2001]. The development of generalized anxiety, In M. W, Vasey, & M. R. Dadds (Eds.). The developmental psychopathology of
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Are Police applicants particularly resilient to trauma ?

Background
Police service is widely acknowledged as one of the most stressful occupations. Police officers are routinely exposed to numerous traumatic situations that
could contribute to the onset of emotional disorders (Marmar et al., 2006). Despite this recurrent trauma exposure, only a minority of Police officers suffer
from chronic post-traumatic stress disorder (PTSD) and/or noteworthy affective illnesses (Ghazimour et al., 2010). Thus, Police officers seem to be particularly
resilient. However, they are widely reported to have difficulties in recognizing negative emotions and to implement emotion regulation strategies highly
associated with a repressive coping style (Berking et al., 2010). The first aim of the current cross-sectional study is to describe in Police applicants (before
professional trauma exposure) specific personality traits leading to a general positive response bias in self-presentation. The second aim, is to explore the
associations between this over-positive disposition and the risk of aggressive attitudes.

Methods
Population Assessment
Table 1: Police applicants and control individuals characteristics Emotions
Police applicants Control individuals Tests Anxiety: STAI (Spielberg,et al., 1993)
(N=106) (N=110) Happiness: SDHS (Joseph et al., 2004)

W o " % 3 Aggression: Buss-Perry Aggression Questionnaire (Bryant & Smith, 2001)
Age 23.283 3.149 24,054 3211 -1.782 n.s.
Siblings 1410 0.874 1.651 1.022 -1.858 n.s. 3

Personality
PRSI PSR R 7 Sensitivity to punishment and sensitivity to reward: SPSQ (tardi et al., 2008)

e 21 s 25 55 0274 ns. Impulsivity (urgency, lack of premeditation, lack of perseveration and
sensation seeking): UPPS-Impulsive Behaviour Scale (gillieux et al., 2006)

Education 15 67 24 76 13.926 n.s
Prof. training 8 43 16 34
Prof. High school 3 10 2 27 Coping style
High school 4 14 6 15 Social desirability: Marlowe Crowne SDS (Crowne & Marlowe, 1960)

Note: n.s. = non-significant

Results
3
4 ression analyses predicting aggression (z-scores)
. i Aggression Predictors Beta t Sig. R? R? Change
- & Step 1 Happiness 335 -4.041 000 .308°°*
g1 Anxiety 2623159 71002
b 0 - s Step 2 Happiness -228 2948 004  .428°**  .120***
/ PR Anxiety 201 2632 009
: Social desirability -.381 6,601 000
2 Step 3 Happiness -243 3344 001  517°**  .089°**
3 Anxiety 216 2988  .003
4 Social desirability -271 -4.640 000
&“9 y & e'o“ @f f‘ &cd ej ﬁ\f :ﬂ‘\& ?\\@ Sen. punishment -110  -1846 066
Vo ¢ & s N T N 4 Sen. reward 326 6013 000
S N o‘qt ,,,é“? Hc"@ >
R F p<.001. N=216

Figure 1: Emotion, personality and coping style profile for police applicants and control individuals:
Mean and standard error.

Aggression is significantly predicted by social desirability, even after having accounted for happiness/depression and anxiety (Step 2; AR?=.120;
F(1,207)=43.578; p=.000). Regression in Step 3 indicates that sensitivity to punishment and sensitivity to reward make an additional contribution to predict
aggression attitude (AR?=.089; F(2,205)=18.926; p=.000). Individuals more sensitive to reward tend to be more aggressive (6=.326; t=6.013; p=.000)
independently of their social desirability, happiness/depression and anxiety levels. Same findings have also been described within the Police applicants
subsample.

Conclusion
In agreement with previous research, the current cross-sectional study confirms that Police applicants compared to community individuals matched for age,
gender and education report a specific emotion and personality profile biased by a social desirable self-presentation style. Plausibly, this strong social
desirable disposition impacts the cognitive evaluation of any event, including the adverse ones and the stimuli that trigger aggressive attitudes. Thus,
independently of emotional state and social desirability, Police applicants’ aggressive attitude is accounted for by sensitivity to reward. This reward-drive
disposition is compatible with Gray & McNaughton (2000) “Behavior Activation System”. Even if a longitudinal design is needed to draw cutting edge causal
conclusions, our findings point toward the importance of considering sensitivity to reward as a predictor of aggressive attitudes in at-risk population.

Corresponding author: Grazia Ceschi: Grazia.Ceschi@unige.ch
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ALCOHOL USE AS AN EXPERIENTIAL AVOIDANCE STRATEGY IN SOCIAL ANXIETY
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ABSTRACT

According to Acceptance and Commitment Therapy, underlying any anxiety disorder is the unwillingness to experience internal events (Hayes et al.,
1999). In line with this assumption, Herbert & Cardaciotto’s model (2005) for Social Anxiety Disorder (SAD) postulates that a context of low acceptance will
contribute to the use of a wide variety of strategies to control internal experiences. Social anxiety has been widely associated with alcohol consumption,
used as self-medication to reduce unpleasant symptoms of anxiety, thus encouraging an increase of the frequency of the consumption (Kushner et al.,
2000). The present research aimed to study the psychometric characteristics of an acceptance scale in social anxiety (SA-AAQ; McKenzie & Kocovski,
2000) (Study 1), to clarify the relation between Social Anxiety, Alcohol Consumption and Acceptance (Study 2), using two different samples — one sample of
individuals with SAD and one sample of individuals with alcohol use disorders (AUD).In Study 1, SA-AAQ revealed good psychometric properties and a two-
factor structure - acceptance and action - unlike the original unidimensional scale. Regarding Study 2, the findings were different in each sample. In the
sample of individuals with SAD, the absence of associations between the variables did not allow the mediation analysis. On the other hand, results in the
AUD confirmed our hypothesis. Acceptance was revealed as a total mediator of the relationship between social anxiety and expectations about alcohol
effects.

|| Herbert & Cardaciotto’s model (2010) for Social Anxiety Disorder

(SAD), in line with the Acceptance and Action Therapy (Hayes et al., Table 2. Pearson correlations between all variables

1999), postulates that reduced acceptance promotes the use of
% experiential avoidance strategies that will paradoxically lead to an _-
E increase of the symptoms and to a disruption of behavior. Alcohol
S consumption is widely associated to SAD (Carrigan & Randall, 2003), TOTAL -.26 -.22 -47
3 while, on the other hand, individuals with alcohol abuse frequently  SA-AAQ | ACCEPTANCE ~ -27  -3@2  -48
& |exhibit social anxiety (Lepine & Pélissolo, 1998). Given alcohol's .
G| parmacelogal et redeing sverive sy B o1 g S S
= other negative emotions, alcohol consumption could then be

considered an experiential avoidance strategy. However, the literature GROUP AUD IPBEA-4 IPBEA-6 SIAS

(N=35)

linking SAD, alcohol and acceptance is scarce.

Individuals aged between 18 and 65 years old
Table1. Participants by gender

SIAS -.38" -42¢ -

Mediation

Multiple regression analysis were computed to explore the mediation role
of acceptance in the relationship between SA and expectations about
alcohol (escape the negative emotional states and decrease negative
feelings of self and anxiety evaluative) ( Figure 1 and 2).

Fig. 1: Regression for the _
relationship between SIAS Acceptance
ADIS-IV (Anxiety Disorders Interview Schedule-IV; Di Nardo et al.1994); and IPBEA-4 mediate by
SIAS (Social Interaction Anxiety Scale; Mattick & Clark, 1998); SIPAAS acceptance

(Social Interaction and Performance Anxiety and Avoidance Scale; Pinto-
Gouveia et al., 2003); SA-AAQ (Social Anxiety-Acceptance and Action

Questionnaire; MacKenzie & Kocovski, 2010); IPBEA (Inventory of personal B=.38"
beliefs and expectations about alcohol; Pinto-Gouveia et al., 1993); p=.24
DASS-21 (Depression, Anxiety, and Stress Scale 21-ltems Version;

Lovibond & Lovibond, 1995). Fig. 2: Regression for the Acceptance

relationship between SIAS
RESULTS and IPBEA-6 mediate by~ B=-30
e

The Exploratory Factor Analysis performed to explore the SA-AAQ B=.42*
dimensionality revealed a bifactorial structure - acceptance and action - B= .27
explaining 58.75% of the variance. The SA-AAQ showed good internal
consistency, reasonable to very good temporal reliability in a 4-6 interval,

acceptable convergent and discriminant validity, and sensitivity 10 |y . ipgeas = Escape from Negative Emotional States. IPBEAS = Decrease in Negative Feslings of sell
differentiate subjects with SAD. ‘and Evaluation Anxiety

p=-58"

DIscUsSION & CONCLUSION

References: Carrigan, M.H., & Randall, C.L. (2003) Self-medication in social phobia: A review of the alcohol literature. Addictive Behaviors, 28, 269-284; Herbert, J.D., & C. L. (2005). An and Mindful
Based Perspective on social anxiety disorder. In S. Orsillo& L. Roemer (Eds). and Mir Based to Anxiely: ion and Springer; ie, M. B., & i, N.
L. {2010). Self-Reported Acceptance of Social Anxiety D and Validation of the Social Anxiety and Action Questionnai ional Journal of ioral € ion and Therapy, & (3),

214-232; Lepine, J-P., & Pelissolo, A (1998). Social phobia and alcoholism: A complex relations.journal of Affective Disorders, 50, 23-28,
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Factors associated with clinical levels of somatization and
hypochondriasis:

The role of anxiety and panic symptoms

g4 University 3 : . . : ;
x of Cyprus Chrysanthi Leonidou, Georgia Panayiotou, Aspa Bati, & Maria Karekla @Cthealthy
. = University of Cyprus ;
Introduction Methods
*Clinical levels of somatization and hypocondriasis (or severe health anxiety) influence the Participants
lindividuals’ functioning in the psychological, social, prof | and other d mostly K . 1 farciat
due to avoidance of daily activities in order to p g of 2% Creek-Cypriot (182 M, = 4484, 5D = 117)

1*Previous studies reported associations of somatization and hypochondriasis with
demographic characteristics, such as gender and age, personality traits, such as anxiety
Isensitivity and experiential avoidance, social support and coping Strategies (e Lesbres ot at, 30, Mucasce

ing of symp
health care visits and high comorbidity with olhcr psychologxcal disorders feg, vk o s
& Tasia, 2011 Woolfolk &Aen, 2000).
*Prevalence in general population reported in DSM-5 . 2n:
6-7% for somatic symptom disorder (somatization)
1.3-10% for illness anxiety disorder (hypochondriasis)

e Cougle, 2013 Zvolenshy & Forvythe, 2000
ol
P

P
such as g 1

q 1

-ngh comcrbxdny is

d

and hypochondriasis with

d anxiety di and panic di (e Barsky, 301; Wack et al, 3012
Dvacon & Abramowitz, 2005

=Further examination of the links of the two somatoform disorders with the factors mentioned
above and the comorbid conditions might better explain the onset and maintenance

. P

of the di

and

and provide g

‘e on the imp of the p

Irecruited for the purposes of a larger epidemiological smdy on anxiety disorders

Procedure

*Stratified random sampling through the telephone catalog;
*Printed questionnaires sent to the participants with a return envelope
Measures
1*Psychiatric Diagnostic Screening Q (PDSQ; Forehand & Long, 2010)

*Anxiety Sensitivity Index (ASI; Reisss, Peterson, Gursky, & McNally, 1986)
= Acceptance and Action Questionnaire (AAQ-II; Bond et al., 2011)

IsPerceived Stress Scale (PSS-10; Cohen, Kamarck, & Mermelstein, 1983)

*Brief COPE (Carver, 1997)

'*World Health Organisation’s Quality of Life Instrument, Short Form (WHOQOL-

BREF; Harper, Power, & Group, 1998)

*These results providi that psychological
ol and health anxious individuals mnshl be eﬁachvely enhanced
AttectiveLogase Behaviceal Therapy for Scematizston Duceder burmd of Copuetry Pepchochunapy. 221 pamc symptomalology B
Tty M. & oy | () Anity Semtivit Viplanc s Emstionl Avcidimce Cognib gy ot
v

=Controlling for the severity of medical conditions, the clinical groups indicated significantly hi
levels of perceived stress and lower physical, psychological and environmental quality of life,

itherapeutic interventions. *Social Support Q (55Q-44; S Levine, Basham, & Sarason, 1983)
*Q about demographics and the health status
""" _Aim: To identify possible predictors of somatizationand -
hypochondriasis and factors that characterize clinical levels
of symptomatology Results
Predictors of somatization Predictors of hypochondriasis
AR B SE Vi gswar || [ 2R | 8 | sE V] 95% CI
251%%* Step 1 074%+ — E ; i
143 | 015 501%** 114,173 ‘  Severity of health condition 81 7 2717 | .047,.115
076%** Step2 | 036 |
132 014 462t 104,160 Scw:myofheallhcondmon | | 070 .17 | 233"  .036,.104
035 006 278+ L 02 007 | 193 | .009,.035
026% B 013*
125 | 014 436 067 017 | 205%*+ 033,101
02 007 211 016 007 146" .003,.030
019 | 006  .179% 016 008  125* 000, .032
1497 Stepd 099+
118 013 41 093,142 Severity ofhealth condition 067 | 016 2057 035,09
001 007 005 013,012 Anxicty sensitivity L 005 | 007 | 146 -.008, .019
009 005 087 -001, .020 H ~ Experiential avoidance | 000 009 007 -016, .018
095 038 134* 019, 170" l, | 273 | 050 | RI7L 175, 372
149 022 384+ 106,191 | Anxiety symptoms | -005 | 028 @ -012 | -060,.051
502 | Total R? 22 |
55“-- ‘ F 1558 |
[Note. Excluded variabl g (#=.021), Avoid w.oos) affect | Note. Excludedvanables.Avmdame(ﬁ'()%),Socmlsuppernoial (ﬂ--034),
w—ppon !otal(ﬁ-—OBZ)_, *p<.05,p<.01, ***p<.001 l'P<05"e<,,,‘,’1,"'l?<°°1
J
Compansons between clinical and typical groups
e R e Typical
(1=9) " (n=18) (n-12) (1=88)
Adjusted M (SD) Adjusted M (SD) Adjusted M (SD) Adjusted M (SD) F | P Vs
Perceived Stress | 1767 (181 | 1572(121) | 1940(168) 1113 (058 9.27 \ 000 186
lPhyswal QoL 5047 (457p0 | 7389(305p0 | 6955(25p | 84211470 | 1002 | 000 198
PPsychological | 57.77(533) | 6554 (356) | 5408(4.95) | 7696 (1.71) 800 | 000 164
QoL
‘Social QoL 63.97 (6.75) 67.33 (4.50) 69.12 (6.27) 7822 (2.16) 233 078 054
Environmental 57.63 (451 | 6260(301) | 5977 (419 7441 (145) 7.38 000 154
QoL |
_<Nohe._PostHoc umvanaleamlym between :hefour groups based ona sub-aamg of | Erhuﬂms.
| Comorbidity with anxiety and panic symptoms Discussion

q

Expenenhal avoidance and a.nxxety sensitivity were the only

bidity with sy

P

after controlling for the severity of me:

Panic Symptoms Anxiety symptoms
7 (3)=62.01, p=.000 7 (3)=86.47, p=.000 P
t 1

Typical  Clinical  Typical _Clinical o the bpln D,
Typical 131 S = 0 ;\Pypocamch?n‘:ianan:]:ybased on PDSQ criteria.
Somatization 22 10 24 8
Hypochondriasis 12 6 9 9 ™ SR g
Somatization & 10 8 7 11 o
Hypochondriasis two p ality traits d

Tadi

when generalized anxicty and pamc symptoms were added in the mod

=C g, this stu

dy indi

d of Modicone, ML 151300

s

personality traits of

Parsc Diacmder. o Beeh? An mgerical

 bretof bl

presence of anxiety and pamcsymptmamongnmmand h

ek, 3,
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SOCIAL ANXIETY AND VIOLENCE AMONG PEERS: THE ROLE OF ATTACHMENT

! ﬂ"t ) gjneicc FCT Joana Filipa Nascimento & Maria do Céu Salvador 1 2014
s CRRulm?® joanascimento.fpce@gmail.com & ceusalvador@gmail.com

ABSTRACT

Literature suggests that lower attachment quality is significantly related with the beginning and/or maintenance of anxiety disorders, including Social Anxiety
Disorder (SAD). In this study, we analysed the relationship between attachment (attachment to parents and to peers) and peer relationships in a sample of
adolescents with SAD. We hypothesised that peers attachment would represent a protective factor of being victimized by peers. The final sample consisted of 65
adolescents (34 in the clinical group and 31 in the non-clinical group, all assessed by the ADIS-C and several self-report questionnaires) aged between 14 and 18 years
old. Intergroup analyses indicated that adolescents with SAD reported significantly lower levels of attachment and a significantly higher levels of tendency to be
victimized compared to adolescents without psychopathology. There were no significantly differences in the tendency to be a bully and in the prosocial tendency.
Analyses in adolescents with SAD exhibited that only peer attachment showed a predictive role of the tendency to be victimized by group. Results suggest that
prevention and intervention in SAD, specifically in adolescents, should target the quality of peer’s attachment.

Key Words: Social Anxiety Disorder, Violence among Peers, Attachment, Peers Attachment

INTRODUCTION

For some adolescents, the transition from family support to peers support can be problematic due the important role that these last ones play in the emotional
development of the adolescent (La Greca & Harrison, 2005). Due to the psychological, interpersonal and social modifications that are characteristic of this stage, the
influence of parents in the adolescent’s daily life tend to decrease and peer relationships become progressively a more important source of support and values
(Batgos & Leadbeater, 2004).

Few studies approach the relation between attachment and violence among peers in adolescence. Associations have been found between insecure attachment and a
higher risk of being victimized by peers (Finnegan et al., 1998). Anxious adolescents show submissive behaviours compared to other adolescents, show less group
acceptance and higher levels of peer’s rejection (Spence et al., 1999). Recently, Kokkinos (2013) concluded that pre-adolescents that report an insecure attachment
(to parents) revealed a greater tendency to be victims of peer violence.

METHOD
PARTICIPANTS

INTRAGROUP ANALYSES

Adolescents aged between 14 and 18 years old.

Social Anxiety Disorder Group

Table 1. Distribution of the samples by gender. Table 3. Correlations between attachment and interpersonal relationship in SAD

— Measures 1 2 3 4 5 6

1. IPPA Mother - |

Sample Male Female Total 2. IPPA Father .69** -

n (%) n (%) i 3. IPPA Peers .56** .57* -
4. PRQ Bully -35* =21 -.04 -
SAD 7(20.6) 27 (79.4) 34 5. PRQ Victim -43*  -51%%  _g5%* 27 -
. 6. PRQ Prosocial .25 A9**  46** 22 -10 -
Non-clinical population 14 (45.2) 17 (54.8) 31

*p<.050; ** p<.010

Table 4. Hierarchical multiple regression for attachment to mother and attachment to

peers predicting the tendency to be victim of violence among peers in SAD.

Diagnostic Interview: Anxiety Disorder Interview Schedule for DSM-IV Child | F t
Version — ADIS-C; Silverman & Albano, 1996. Model 1 43 185 705 592
. IPPA Mother -.08 -43 -2.66**
= S
Self Report Questionnaires: Social Anxiety Scale for Adolescents (SAS-A; La lpx\ol\‘::t:er o8 5T o1 08 i2ed 3_‘8:7
Greca & Lopez, 1998); Children’s Depression Inventory (CDI; Kovacs, 1985); \PPA Peers -.08 _'53 3 '92..

Inventory of Parent and Peer Attachment (IPPA; Armsden & Greenberg, *p<.050; **p <.010
1987b); Peers Relations Questionnaire (PRQ; Rigby & Slee, 1993).

Table 5. Hierarchical multiple regression for attachment to father and attachment to

RESU LTS peers predicting the tendency to be victim of violence among peers in SAD.
‘ R R? B B F |
RG RO U P ANAL Model 1 51 .257 10.54 6.47%*
 IPPA Father -11 -51 -3.12**
Model 2 .70 .487 13.77 7:73%%
groups. T test to analyse differences between groups. IPPA Peers -07 .58 -3.61**
SAD Non-clinical *p<.050 ; **p<.010
v SD ™M sD t |
SAS-A 79.00 10.52 76.88 10.59 10.41**
CDI 16.65 5.75 7.84 5.45 6:32%* | CONCLUSION
IPPA Mother 69.79 9.67 76.88 10.59 =2:815% 00 Adolescents with SAD revealed lower levels of attachment and higher levels of tendency
IPPA Father 60.72 8.08 65.81 9.48 -2.30%* to be victimized compared to non-clinical adolescents.
IPPA Peers 65.74 14.15 79.42 8.58 -4.66%* Attachment to parents was a predictor of the tendency to be victim in the absence of

PRQ Bully 5.94 121 5.97 1:71. -.29 peers attachment. However, when attachment to peers was introduced this was the
‘PRQVIctim 6.82 175 577 165 2.48% | only variable behaving as a pred{ctar of the tendency to be victimized by peers, in
| | adolescents with SAD (total mediation). These data suggest that the presence of secure
PRQ Prosocial 13.18 211 13.83 3.04 -1.01 relationships to peers may attenuate the tendency to be victim that characterizes SAD.

*p<0.050; ** p<0.010
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BRIDGING THE GAP BETWEEN INFORMATION PROCESSING AND
EVOLUTIONARY VARIABLES IN SociaL ANXIETY DISORDER

Dandel Seabra [dans] seaten Ehoimpl com)

EABCT i Fcineicc FC Py P Dl mt a2 Kbl o)

[ | S P R P ] wer— Miaris do Cu Sabrador [counaboador Famall somd
Fe]

F_
%
—
W
m
o
in oth the re

g: Self Criticism; Shame; Mediation
| BACKGROUND | | RESULTS
Social Anxiety Disorder (SAD) is characterized by a marked fear o)  [Correlations
angiety in situations where the individual might be exposed to the| |peareon correlations were computed batween all variables (Table 1)
possible scruting by others (APA, 2013). Two typical information] |,
processing strategies implicated in the maintenance of SAD (Clark & | comeations b At vilriat
Wells, 19895) are Self-Focused Attention (SFA) and Post-Event 1 2 3* 4 % & T 8 % W u n
Processing (PEP). SFA is an atienfional bias for the subject's own L 1
thoughts, emotions and bodily sensations (Carver & Scheier. 1981) L. 3FA ronal o
These information will used in pest-mortem rumination (PEP) where the LA Gataviou]  ATT T 1
subject reviews critically and with detall what went wrong in the social P
event, Sell-Crilicisrn (SC) i a pernicious form of sell-evaluation invalving T e
faelings of inadequacy and guit (Blatt, 1974). Internal Shame (IS} is ?'PE:E:FJ; e e e e w1
|mlalad 1o negative self-perception and External Shame (ES) is related 1o . bR [F3) 6 ST A7 B BT A T
the: way peophe think they exist in the ather's mind (Gilbert, 1998). o, FRCRS (3¢] B T T
To our knowledge, there is no study bridging the gap between these 10. 155 0 B3 BA" 4T 56T st s8¢ 37 7@t 1
cognitive variables (SFA and PEP) and evolulionary variables (SC and| 11. O T3 510 0 a0 a0 39 3 a8 6T
Shame). Howavar, the dinical practice shows that S3FA promoltes SC with 12, IS (dep | 1 A1 417 4% A M AT 30 30 T ST}
|the detection of failures and can resull in shame. Regarding PEP, the ) . \
conlent of this rumination has, apparently, 8 more critical and viplent| | % 7F
character and is also accompanied by shame feelings. Mediation

Multiple regrassion analysis wera compuled to explore the mediation role

RESEARCH QUESTION: of SC, 15 an ES in the relationship betwean SA and SFAPEP, controlling
for depression, 15 was the only significant mediator in both relationship
internal
R

| METHOD | af=. 53:,;* shame
|Participants
32 Portuguese subjects with SAD (£ T8,10%: o 21.90%)
Cp=30
|Measures Eﬂﬂ =.02
ADIS-IV (Anxiety Disorders Interview Schedule-IV; DI Nardo el al, 1994) Fiqure 1: Regression cooflicent v the miabonsiip betwoen 54 and SFA mediale by 15

SIAS (Social Interaction Anxiety Scale; Mattick & Clark, 1998)

SFA (Sell-Focused Attention Scale; Bogels et al., 1996)

|PEPQ {Posl-Event Processing Questionnairg; Fehm et al,, 2008)

FSCRS (Forms of Self-CriicismiAlacking & Sel-Reassuring Scale;
Gilbert et al., 2004)

1SS (Internalized Shame Scale: Cook, 1994, 2001}

0OAS (Odher As Shamer Scale; Goss et al., 1984)

DASS-21 (Depression, Andely, and Stress Scale 21-ltems Version;
Lovibond & Lovibond, 1995)

NOISEN2SI0

attention induced Teedback loop and social iacltation. Jouma! of Expevimental Sociad Psychology. 17, 545-568 | Clark. ID. A & Beck, A T. (2010} Cogniive Merapy of anmiely disonders: Schence)
mmmmmwpm Clark, I M. & Wells, A {15%5). A& cognitive model of social phobia. In: B. G. Heimbarg, M. R. Lisbowstz, D.ﬂ.l-lopu & F. B. Schoeler [Eds.),
Socia phobis: Déwy Wirt, dny {p. B0-93). Mova lerquad The Guatlord Prass | Gilbart. P, (1008). What & shama? Sors o Bsuds and contewariios, Inc P, Giten & B,
Ardtnw (Eds. ] 3-'11“1! fitfarpuprfta’ D, o pehopa Molgy and cufoni(pp 3-38)
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RINNEKOTI

-SEHtiS

CBT of hearing voices; a case study of IDD client
Esa Chydenius

Senior Psychologist, psychotherapist, Rinnekoti Research Centre, Espoo, Finland
Aim: To diminish auditory hallucinations.
Method: Cognitive behavioural psychotherapy once a month, eight times.

Subject: 25 year old young woman with CP lives in a group home. Ten years” history of hearing voices,
situation was getting worse before the therapy. Challenges: Shouting loudly (10 min — 1,5 h) daily,
maximum volume of stereos, throwing things, threatening to kill herself, refusal of daily living activities
(cleaning etc.).

Approach: To make voices more concrete: Is it a man’s/woman’s voice?, What does it say? Can you make a
difference of your own thoughts and the voices, is it a friendly or angry voice? etc.

What do you think and feel, when you hear the voice? -> Teaching to dispute the voices, giving a different
meaning.

The assessment was made by the client, group home personnel and the therapist.

Results
First session intervention: Behavioural analysis of the situation. Intervention: the shouting angry man must
fear for you, if he doesn’t dare to speak to you properly. -> Big relief and long lasting laugh. The situation

was much better in group home.

2™ session: Making things more concrete. What other things the angry man’s voice say: “You are no good,
you are retarded” (repeatedly). Talking about disability, at what things you are good.

3-5" sessions: She hears voices, but they are not so frightening any more.

Co-operation with personnel and relatives is much better: no more shouting and crying. Rocking behavior
when sitting is not so intense. Appears thatitis also a means to cope with voices.

Roleplay about being, feeling disabled.

Walking is much better, motivation improves.

6" session: Changes in physical health shadows also psychological aspects. Anxious, fear of death grows,

less hallucinations.

7-8" sessions: Fears diminish. Disability issues discussed. Less shouting.

Conclusion
CBT even once a month basis can diminish hearing voices to “acceptable level”.
Secondary problems diminished considerably.

esa.chydenius (at) rinnekoti.fi
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A brief cognitive-behavioral therapy for breast reconstruction
decision-making. Psychological effects of the breast
reconstruction.

lGallego MBI N PerisNE P ¥ Araci[ )P
Barres, J., /de Francia, E. y ‘Lujan, C

Provincial Hospital of Castellon (Spain)

INTRODUCTION

Psyct ial factors i with decision regret
in the context of breast reconstruction are low
satisfaction with preparatory information,
depression, anxiety and stress (Sheehan er al,
2007). Patients that underwent breast reconstruction
found the information given by surgeon, contact
with other patients, written information and the
internet helpful (Wolf, 2004). Regarding the
depression and anxiety, brief cognitive-behavioral
interventions have been shown to be effective in the
reduction of these disorders (van Beek et al., 2013). 209 1.02
As far as we know there are not studies of
psychological support in breast reconstruction
decision-making.

The aim of the present study is to assess the
effectiveness of a brief cognitive-behavioral group
therapy for the breast reconstruction decision-
making in mastectomy-treated breast cancer

METHOD

Interaction
effect

Time effect  Group effect

Variables F F

Anxiety

000** 34
032* 52

593

PROCEDURE P

Participants were randomized to: 108.97 .000** .70

PARTICIPANTS e e satisfaction
1. A brief cognitive-behavioral therapy for

Forty eight oncologic patients that were waiting for
breast reconstruction after mastectomy participated in
the study. The mean age was 50.69 (SD=7.83), the
range was from 35 to 69 years old.

Table 3. Means and standard deviations of

— . — — - the acceptability vaniables
2. A waiting list control condition (N=23)

Assessments:
® Primary School

Secondary school
® University degree

. Motivation

Pre-test st Post-1es! wmm=s At 6-months after the breast reconstruction
Logic
RESULTS Sat;

Confidence

Graph 1: Level of education faction

There were not significant differences between both
experimental groups in the pre-test.

Recommendation to
others

In order to analyze the changes from pre-test to post-test
repeated measures analysis of variance (ANOVAs) were applied.
Repeated ANOVAs between both experimental conditions were
also carried out from pre- to 6 months after reconstruction.

Aversiven:
Utility

Three participants in the treatment group decided not to
undergo reconstruction and two participants in the control
Table 1. Means and standard deviations (between brackets) of| group.
relevant measures related to breast reconstruction

6 months after CONCLUSIONS
reconstruction

INSTRUMENTS Pre-treatment  Post-treatment

. The Hospital Anxiety and Depression Scale
(Zigmond & Snaith, 1983

. Body Image Scale (Hopwood, 1993)

. Rosenberg Self-Esteem Scale (Rosenberg, 1965)

. Perceived Social Support Scale (Zimet, Dahelm,
7|m¢,l & Farley, 1988)

. Q ire of Couple Relati
(Peris & Gallego, 2013)

. Aesthetic satisfaction with breast reconstruction
(Alderman, McMahon & Wilkins, 2003)

. Motivation/ Satisfaction with the psychological
treatment (Nau & Borkovec, 1972)

CBTBR WL CBTBR WL  CBTBR WL A brief cognitive-behavioral therapy for the breast
reconstruction decision-making was shown to be
effective to enhance self-esteem, although it did not
help to reduce anxiety and depression. We have to
take into account that participants were not anxious

or depressed at pre-test.

Measure

11.50
(2.76)
3.81
(3.10)
28.85
(7.44)
16.95
()}

76.67
9.97)
437
3.02)

10.50
@37
3.90
(3.48)
29.81
(7.84)
18.18
(6.05)
7338
(10.96)
4.00
@3.21)

12.65 1147
(1.72) (255
205 341
1.92) (.43)
2022 2406
(554) (8.70)
1689 16.82
424) (491)
7573 73.00
(10.17) (13.74)
733 6.00
@21) (2.94)

Anxiety

Depression

hip and Sexuality

The participants were satisfied with the group
treatment and they considered it very useful.

Body Image
Seli-estean The psychological effects of breast reconstruction
were an enh If- and
satisfaction, moreover there was an improvement in
sexual relationships and body image.

ement of thetic

Social
support

Sexuality

TREATMENT

The brief cognitive-behavioral group therapy for

breast reconstruction decision-making (CBTBR) was
conducted by two clinical psychologl\lﬂ and the length
was 3 of 90 The tre e
were: hniq to improve the self-
cxlccm and body image, sexuality, problems solving,
information about breast reconstruction, psychological
aspects of the surgery and cognitive-behavioral
techniques for depression and anxiety. The plastic
surgcon who was to perform the mcons(mctlon also
b d in the answering q Two
women who had already undcrgonc breast
reconstruction talked about their experiences.

10.43
(5.23)

23.25
(4.43)

Aesthetic
satisfaction

Repeated ANOVAs between both experimental conditions in self-
esteem from pre- to post-test showed a significant interaction
effect (F(1, 42)=7.38, p<0.05), there was a slight improvement in
self-esteem in the treatment group and a little worsening of self-

19.93
(7.19)

Regarding future studies it would be interesting to
apply this treatment to patients with high scores on
anxiety or depression.

The present work is the first randomized controlled
study in breast cancer patients that uses a cognitive-
behavioral therapy to support breast reconstruction

esteem in the waiting list group. Repeated ANOVAs for anxiety,
depression, body image, social support and sexuality did not
show any significant effect.

decisi king.
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An Internet-based treatment to quit smoking vs.
smoking cessation group therapy: A controlled Trial
1Gallego M. J., 'Modesto, M., 'Peris, C. P., 'Muioz, M. A.,
" !Almajano, M. J. and 23Emmelkamp, PM.G. ™

'Provincial Hospital of Castellon (Spain); 2University of Amsterdam (Netherlands); *King Abdulaziz University of
Jeddah (Saudi Arabia)

Smoking has a huge impact on human health, diseases like chronic obstructive disease (COPD), cardiovascular disease, stroke and lung cancer have a strong relationship with rette use. In

Spain 108.539 people died in 2009 from smoking-related diseases (Regidor & Gutiérrez-Fisac, 2 The best to prevent these diseases is smoking cessation, but it is extremely difficult for
many individuals and relapse is common, in fact the Treating Tobacco Use and Dependence Clin ractice ne (Fiore, Bailey & Cohe )0) describes nicotine dependence as a
chronic disease. However, there is a wide spectrum of effective smoking cessation treatments available for smokers who want to quit (Stead & Lancaster, 2012). The treatment of choice for
up smoking is the combination of cognitive-behavioral th pharmacological treatment (Wise y Correta, 2008). In a recent review Civljak et al. (2013) affirm that Internet-based
ventions can assist smokil essation at six months or longer, particularly those ch are interactive and tailored to individuals.
The aim of the present study is to compare the efficacy of an Intemet-based cognitive-behavioral treatment to quit smoking (Lenert er al., 2003) with a smoking cessation group therapy both

combined with pharmacologic 23 as usual

[Participants N=70] Treatment

Intemnet: This is an Internet-based cognitive-behavioral treatment to giving up smoking created by Lenert

B Sayetiod Frmarygctol 2t t al. (2003). It is composed of 8-week web-based course, online tools for self-monitoring of behavior
- el al (& L S Ct OSC oC CD-Dased ¢ SC, c S S /4 cha S,
Gender 4050 education High school 29% e composed ¢ eck we ed course, @ e tools for se onitoring of be C
University 43.5% computer-tailored e-mail messages and a virtual support group. The web-based course included the
Range 24-61 e Mean 27,18 (9.86) following topics: influence of emotions on smoking, mood m ement, social support to stop smoking
Age Mean 42.87 (9.44) cigarettes /day relaxation techniques and leaming to live without smoking
Group therapy (Moreno & Herrero, 2004): This is a cognitive-behavioral treatment to stop smoking with
‘“gml’“ to Mewn 275 (85 C.mx:d - Mean 17.41 (8.11) similar contents to the Internet one. It is composed of 6 sessions of 90 minutes each one
ve up can 2. g monoxide test
smoking (ppm) Proc ed ure
Stages of  Preparation 38.3% Fagerstrom Mean 4.69 (2.15)

change  Contemplation 61.7% T PR

PNEUMOLOGIST !

mmd(»mum

GROUP INTERNET
TREATMENT REATM I

(6 sessions) (6 weeks)

Measures

Carbon monoxide test (Jarvis & Russell, 1980)

Questions related to smoking (Becona & Vazquez, 1998)

The Fagerstrom test for nicotine dependence  (Heatherton, Kozlwski, Frecker &

agerstrom, 1991)
Trait anxiety inventory (STAI-R; Spielberger, Gorsuch & Lushene, 1983)
Beck depression inventory (BDI-13; Beck, Rial & Rickels, 1974)

Treatment satisfaction (Borkovec & Nau, 1972)

up

Results |

¢ were no significant differences between both experimental groups at pre-test in relevant variables like carbon monoxide test, number o S, erstom Test, §

Table 1, ANOVAS pre-post. Means and standard deviations Table 2. Abstinence rate at post-treatment and at one- year follow-up

Post-treatment r follow-up.

Internet treatment Group treatment 3 3
Internet Group  Internet  Group
Pre-test Post-test Pre-test Post-test T — oy P
= 5 o o % o
M SO M SO M SO M SD Time effect Interaction

effect

[GORTTNE 16.13 751 344 416 1614 571 4.14

63.92, p<.001 Table 3. Means and standard deviations of the acceptability variables
03, o
UL 20,96 11.93 1.96 4.53 20.65 10.18 3. 10.16 £(1,39) “(1, 3 A7, Internet Group
cigarettes 90.17, p < .001 ] M D M D
= Motivation 23 25 9.40
Table 2. Participants that start treatment
and drop-outs Table 2. Pharmacological treatment

- Logic 8 8.21

Internet Group Satisfaction 75 8.79

Confidence 8 8.36

Start treatment No medicines Recommendation to

getats others
Do not start Nicotine i
treatment replacement Aversiveness
Drop-outs Varenicline Utility

e-behavioral
i follow-up, both used under health professional guidance and combined with pharmacological treatment as usual.

Participants were motivated to start both psychological treatments to giving up smoking, moreover at post-test they were satisfied and they trusted the

treatment, they thought that it was logic, useful and they would recommend it to a friend.

Future studies are needed to find methods to increase the number of participants that start the Internet treatment. Besides it is essential to implement works
that use medicines as a stable variable.
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The Use of Cognitive Behavioral Therapy in the Recovery of Patient After

Undergone Encephatlitis - Case Study

Jasinska Agnieszka

Pomeranian Centre for Infectious Diseases and Tuberculosis Ltd., Gdansk, Poland

Encephalitis is an acute inflammation of the brain parenchyma, usually caused by a viral infection.
Symptoms include headache, fever, confusion, focal neurological signs, disorientation and memory
problems. Advanced symptoms include tremors or paralysis, hallucinations, inability to talk coherently, lack
of muscle coordination and coma. The indcidence of acute encephalitis in Western countries is 7.4 cases per

100,000 population per year. In tropical countries, the incidence is 6.34 per 100,000 per year.

In this paper | would like to present case study of a patient, aged 30, who underwent Encephatlitis. The
patient reported problems with a long-term and short-term memory and lack of concentration and also
difficulties with recogniton of family members, important facts of her life and her job duties, what deepened
her anxiety and depressive mood. Initially, the psychological intervention focused on the cognitive functions
monitoring and then on cognitive rehabilitation. Once the symptoms became milder, cognitive behavioral

therapy (CBT) could be applied.

According to the patient’s family and subconsequently her own informations, patient has never experienced
any psychological problems before, now she reported sadness, hoplessness, anxiety, worry and crying.
Major stressor was the experience of undergone ilness. Those symptoms indicated Adjustment disorder
(AD). There were 13 sessions, concentrated on authomatic toughts and beliefs about patient’s ability to
rehabilitation, supported with psychoeducation, relaxation, mindfulness techniques. Therapy was modified by
adding and cognitive rehabilitation monitoring as well. Patient’s mood was controlled with a Beck Depression
Inventory and Mood Questionnaire. After 13th session cognitive tests results indicated reduction of memory

problems, depressive moods decreased.

Presented case study confirmed CBT efficacy and proved that this psychotherapeutic approach can be
applied in a wider range of the problems - it is beneficial tool for patients with psychological or

psychosomatic background, but it is also useful tool for somatopsychic area.
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Cognitive Behavioral Therapy for Depression among Adult HIV-Infected
Patients - Case Series

Jasinska Agnieszka', Sawicz Joanna®, Jakubowski Pawet* & Dreczewski Marcin?
'Pomeranian Centre for Infectious Diseases and Tuberculosis Ltd., Gdansk, Poland,
°Medical ~ University of Gdansk, Infectious Diseases Department, Gdansk, Poland

Human Immunodeficiency Virus (HIV) is a retrovirus responsibile for suppresion of CD4
lymphocytes resulting in immunological deficiency linked with multiple opportunistic infections and
non-infectious comorbidites such as HIV-associated neurocognitive disorders (HAND) or
depression. The prevalence of major depression in HIV-infected populations is reported to be up to
20-40% versus 7% in general population.

Specific stressors may include: stigmatization, disruption in relationships with a partner and family,

life-style disruptions, sexual dysfunction and decreased self-esteem.

In this paper we would like to present case series of six adult HIV-infected patients, aged 30-57,
both heterosexual and MSM (men who have sex with men), suffering from depression, who have
been applied cognitive behavioral therapy (CBT). Their psychotherapy took place between 2011-
2014. They differ with number of sessions, time of infection, viral load and clinical status.
Psychotherapy was run according to the cognitive-behavioral approach, by R. L. Leahy and S. J.
Holland depression treatment plan, modified by adding HIV/Aids education elements and crisis
intervention, if necessary.

Patients” mood was monitored with a Beck Depression Inventory and Mood Questionnaire.

CBT applied in all observed cases showed satisfying efficacy. The beneficial effect of CBT was not
only immediate but also sustained at post-treatment evaluation, what is crucial not only for the
patients” psychological quality of life, but also for their somatic condition.
Based on cases reported in this paper, we have noticed better response for CBT for depression in
the group of MSM. These are preliminary observations from our clinical experience, which need to

be confirmed and developed in further studies.
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Positive Psychology vs. CBT for clinical depression:
Results from a 6-month follow-up study

Lopez-Gomez, |., Chaves, C., Vazquez, C., & Hervas, G.
Complutense University of Madrid (Spain)

Introduction J

et

’,/Desplte a variety of empirically supported treatments for\

depression, fewer than half of patients who receive
psychotherapy will completely recover from depression
(Casacalenda, Perry & Looper, 2002). Therefore, it is
important to increase the range of therapeutic
techniques offered to depressed patients.

Over the past decade, research in the field of positive
psychology has supported the efficacy of happiness-
promoting exercises in clinical problems like depression
(Sin & Lyubomirsky, 2009; Bolier, et al., 2013). Positive
psychotherapy delivered to depressed individuals
significantly boosts well-being, decreases depression
and it can be especially effective for treating residual
symptoms and preventing future relapse (Seligman et
al., 2006).

However, the efficacy of these interventions has not
\ been systematically compared to available empirically-
\ based treatment for depression, such as cognitive

\ behavior therapy (CBT). /
L 7

Objective

/The aim of this study is to compare the efficacy of al
positive psychology program with a CBT for depression at
the end of the treatment and 6 months afterwards
\ \(follow-up). )

[ Methods ]

Participants: Adult women (N=73) with a DSM-IV-TR diagnosis
of major depression or dysthymia recruited from a Women's
Community Centre in Madrid (Mean age 50.6 years). At follow-
up, 34 women have been assessed so far.

Treatments: Participants were assigned to one of two
manualized protocols; (1) a PPl program, including well-
validated hedonic and eudaimonic interventions, or (2) a
standard CBT program (Mufioz et al., 1995). Both treatments
had a 10-session group format.

Measures:

= Structured Clinical Interview for the DSM-IV Axis | Disorders
(First, Spitzer, Gibbon, y Williams, 1996).

= Beck Depression Inventory-Il (BDI-Il; Beck, Steer, & Brown,
1996): 21 items measuring severity of depression.

= Pemberton Happiness Index (PHI; Hervas & Vazquez, 2013):
An 11-item index combining hedonic, eudaimonic, and social

well-being.
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7 N
[ Improvements in both groups were comparable, lasting their

“\components of both treatments.

[ Results J
PPl is as effective as CBT
50 *
45 S—rE— .
40 .
g 35
» 30 ~ =
8 o == PPl
20 = —
1 T —CBT
10
PRE POST FOLLOW-UP

Time: F (2,31) = 37.62 p <.001, partial n*=.71, Time x Group: F (2,31) = .26 p= .77

9 *

~

~PPI

PHI score

-=CBT

PRE POST FOLLOW-UP
Time: F(2,31) = 16.26 p <.001, partial n* =.51, Time x Group: F (2,31)= 60 p = 55
Improvements are clinically significant

PPI POST CBT POST
* With diagnosis

. 27%
3% ® Without diagnosis
/ PPI FOLLOW-UP CBT FOLLOW-UP
68% 73%
W, 40% . 31%
X (1,n=77) =27, p=.60 ‘ ‘
SUR 4 69%

X2 (1,n=36)=.29 p=59

Percentage of participants with clinical SCID-I-based di of dep or dy at the
end of the treatment and at 6 month follow-up

PPl is also effective for severe depression

Depressive symptoms (BDI-l) Well-being (PHI)
45 6
~PPI severely P
depressed (61% 5.5 =
35 participants) /
5
25 ==CBT severely
depressed (73% 45
participants)
15 4
PRE POST PRE POST
Time x Severity F (1,69) = 14.47 p <001, Time x Severity F (1,67) = 7.44 p <.001,
partial n? =17 Time x Severity x Group partial n7=.10, Time x Severity x Group
F(1,69)= 1.24, p= 27 F(1,67)=.14, p=T1

[ Conclusions

effects for at least 6 months. PPl was as effective as an
established CBT for people with severe depression. PPI can be
a promising therapeutic option for the treatment of clinical
depression. These findings contribute to increase the range of
therapeutic techniques offered to patients. Future research
should delineate how to combine the most effective

/
/
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Treatment outcome of an anger management group therapy for

spousal assaulters
C.M.B. Serie’, C.A. van Tilburga’b, A.van Dam”“and C. de Ruiter’

Introduction

At a regional institution for mental health care in The Netherlands (GGZ WNB), a 12-week IPV and anger management
group treatment was developed (“Not loosing it anymore”; Van Dam, Van Tilburg, Steenkist, & Buisman, 2009). The treatment
program can be defined as cognitive-behavioural. Perpetrators are confronted with the consequences of their aggression, and
are taught alternative coping, responses and behaviours. Components such as (social) skills training and anger management are
combined. The combination of these components is found to be effective in the treatment for generally violent men (De Ruiter &
Veen, 2006; Warnaar & Wegelin, 2003).

This study examined the effectiveness of the above-mentioned anger management group therapy for spousal assaulters in
the Netherlands. A decrease in self-reported aggression and hostility was expected. Furthermore, since emotional dysregulation
and dysfunctional coping has proven to be a strong predictor of IPV (Tull, Jakupcak, Paulson, & Gratz, 2007) and greater use of
active coping and less use of passive coping are related to lower levels of experience and expression of anger (Mao, Bardwell,
Major, & Dimsdale, 2003), we expected a decrease in passive coping styles and an increase in active coping styles.
Consequently, a decrease in overall psychopathology was expected.

Method

The sample consisted of 62 men with anger-control problems referred to GGZ WNB in The Netherlands, who completed at least one treatment
round, which consisted of at least nine sessions. Before and after a treatment round patients were asked to fill out several self-report measures:
+ The Symptom Checklist 90 (SCL-90; Arrindell & Ettema, 2005), a multidimensional screening checklist for psychological and physical
symptoms.
* The Dutch version of the Buss-Durkee Hostility Inventory (BDHI-D; Lange et al., 1995), self-report measure for direct and indirect aggression.
+ The Utrechtse Coping lijst (UCL; Schreurs, van de Willige, Brosschot, Tellegen, & Graus, 1993), a Dutch self-report questionnaire that measures|
different coping styles.
Pre- and postmeasures were compared using GLM repeated measures ANOVA's in SPSS

Discussion

Pre Treatment Post Treatment Atrend that indicates a decrease in overall
psychopathology, decreased hostility, a clinically relevant
decrease in indirect aggression, and a trend in which the
(SD) (SD) use of a passive coping style decreased suggests a
positive effect of the anger management treatment.
Furthermore, expression of emotions decreased
Aggression significantly, but still remained high when compared to the
- general population. These results are in line with literature
Hostility 1626 5.72) 1341471 that suggests effective emotion regulation requires
Direct Aggression 13.12(2.07) 12.69 (2.15) . X emotional experiences to be accepted and actively and
- adequately processed (Roberton, Daffern, & Bucks,
Rdizect A pumasion 1262 (L.26) 1L 2012). Consequently, an active coping strategy is able to
Coping styles reduce angry emotions and cognitions and may help to
Active 1620 (4.28) 16.73 (3.82) prevent anger being expressed as aggressive behaviour

(Mao et al., 2003).
Social support 11.18(3.22) 11.42 (3.55)

X X Nevertheless, these results should be interpreted with
Expression of emotions 8.24 (2.05) 7.78 (1.67) caution since drop out rate was high (59.7%), data were
Passive 16.59 (4.46) 15.72 (4.26) | . collected from a small (N=63) sample without a control

. group, and only self-report questionnaires were used.
Palliative 17.614.05) 18.11(3.98) Future research including a larger sample, more objective
Avoidant 1693 (3.57) 167 (3.63) ‘ ! outcome measures and a control group is recommended.

Score Mean Score Mean

Psychopathology 20491 (57.62) 192.96 (64.25)
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INTRODUCTION

MORE THAN HALF OF THE DEPRESSED PATIENTS SUFFER FROM
CONCURRENT ANXIETY (DISORDER) AND VICE VERSA!

ANXIETY IN DEPRESSION IS CHALLENGING AS IT RESULTS IN HIGHER
SEVERITY, POORER RESPONSE TO TREATMENT, MORE RESIDUAL
SYMPTOM AND MORE SUICIDALITY.?
GUIDELINES OFFER LITTLE TO NO INFORMATION ON TREATMENT

FROM A CBT PERSPECTIVE INTERACTION OF DEPRESSIVE AND ANXIETY
SYMPTOMS CAN BE SEEN AS ‘GORDIAN KNOT* WHERE

DEPRESSIVE AVOIDANCE BEHAVIOUR DEPRIVES THE PATIENT OF
POSITIVE REINFORCERS, LOWERS MOTIVATION FOR SELF-DIRECTED
EXPOSURE AND WHERE ANXIOUS AVOIDANCE BEHAVIOUR LEAVES
INCORRECT ASSUMPTIONS INTACT AND NARROWS THE BEHAVIOURAL
REPERTOIRE EVEN MORE.

Gordian Knot

DEPRESSIVE AVOIDANCE ANXIOUS AVOIDANCE

Responsibiliies
Social participation

Social participation’
Fear-aliciting situations.

Depression
Anxiety

Mativation ¥ Range behavicural repertoires
Self-directed exposure

Less positive reinforcers
Minimize gains

CASE CONCEPTUALISATION

JANE IS AN INSECURE 35-YEAR OLD MOTHER, WHO AFTER DEVELOPING A
POSTPARTUM DEPRESSION WAS SEVERELY HINDERED IN THE CARE OF
HER NEWBORN AND LATER HER PROFESSIONAL CAREER BY BOTH
ANXIOUS AS DEPRESSIVE AVOIDANCE BEHAVIOUR.

LEMS: DEPRESSED MOOD, FEAR OF BEING ALONE OR
UNDERTAKE ACTIVITIES WITH HER SON (5), PASSIVITY (AT HOME AND
AFRAID TO RESTART WORK), SOCIAL ISOLATION, PARENTING PROBLEMS,
FEAR OF HAVING A DISEASE.

PREDISPOSING FACTORS: MOTHER DIED OF BREAST CANCER WHEN SHE
WAS 17 AND BEING THE ELDEST SHE TOOK OVER THE CARE FOR HER
SIBLINGS BUT CONSTANTLY BEING CRITICIZED BY GRANDMOTHER. I'M 4
FAILURE

PRECIPITA » FACTORS: UNJUSTIFIED INVOLVEMENT OF CHILD CARI
AND PROTECTION BOARD AFTER BIRTH OF HER SON. I'M A FAILURE AS 4
MOTHER

PERPETUATING FACTORS: AVOIDANCE AND SAFETY BEHAVIORS THAT
GO WITH THE ANXIETY AND DEPRESSED MOOD (E.G. STAYING AT HOME,
CONTINUOUSLY ARRANGING COMPANY); SLEEP DISTURBANCES; BAD
HEALTH

PROTECTIVE FACTORS: SUPPORTIVE PARTNER, FAMILY AND NEIGHBOR

|TREATMENT PROTOCOL - 32 weekly sessions

* CASE CONCEPTUALISATION: MAIN TREATMENT TARGET: DEPRESSIVE AND
ANXIOUS AVOIDANCE BEHAVIOUR

*+ MOTIVATIONAL PHASE: PSYCHOEDUCATION ON THE ‘GORDIAN KNOT® AND
VALUING (ACT) AS MOTIVATIONAL TECHNIQUE

TREATMENT PHASE: BEHAVIOURAL ACTIVATION IN SERVICE OF EXPOSURE
AND BEHAVIOURAL EXPERIMENTS: WEEKLY PREDEFINED VALUED GOALS.

DEPRESSIVE AVOIDANCE ANXIOUS AVOIDANCE
Exposure
Behavioural Activation

Behavioural Experiments

OUTCOME \

* AVOIDANCE BEHAVIOUR: MORE ACTIVE ENGAGEMENT WITH HER SON AND
SOCIALLY, SHE RESTARTS WORK AND SPORTS.
* SYMPTOMS: DEPRESSIVE SYMTOMS:
+ IDS-SR: 38 (MODERATE) = 15 (MILD)
* SCL-90 DEP: 48 = 32 (RCI: 4.77)
ANXIETY:
* SCL-90 ANX: 36 =% 17 (RCL: 6.74)

DISCUSSION

SHOULD THE DEPRESSION HAVE BEEN THE PRIMARY TARGET INSTEAD OF
COMBINING?

SHOULD THE TREATMENT OF COMORBID DEPRESSION AND ANXIETY ALWAYS
BE A COMBINED TREATMENT: CBT AND MEDICATION?

IS IT NECESSARY IN THIS TREATMENT PROGRAM TO DIFFERENTIATE
BETWEEN ANXIETY DISORDERS, E.G. OCD, PTSD AND OTHER ANXIETY
DISORDERS?
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The Effectiveness of Inquiry-based Stress Reduction (IBSR) on
Irrationality, Dysfunctional Attitudes and Maladaptive Schemas
-The Work of Byron Katie in Learning Therapy-
MarieOdiel van Rhijn* & Michaela Schok?

" ICTEL, Instituut voor Cognitieve Therapie en Levenskunst, S.B. de Messines, Portugal
2 psychological scientist/consultant, Houten, the Netherlands

Introduction

In 1986 Ms. Byron Katie developed a technique ‘The Work’, a
meditative process with self-inquiry on cognitions connected to
stressful circumstances. As a tool in therapy it is called Inquiry-
based Stress Reduction (IBSR). IBSR incorporates elements from
CBT and Mindfulness approaches. The focus is not on changing the
beliefs, but on becoming aware that they are incorrect and
counteracting on emotions and behaviours. From this awareness
the result can be a spontaneous letting go of the beliefs, resulting
in a positive change in emotion and behaviour. In IBSR the inner
wisdom ‘Wise Mind’ is addressed rather than the rationality and
objectivity as in classical CBT.

. Isit true?
. Can you absolutely know that it istrue?
. How do you react and what happens when you
believe that thought?
4. Who would you be without the tho

Turn the thought around

Example of turnarounds for (Name) doesn’t appreciate
me:

- 1 don’t appreciate me

- I don’t appreciate (Name)

- (Name) does appreciate me

IBSR is deceptively simple: 4 questions and turnarounds.

Results

The mean scores for the DAS-A, BS and YSQ differed
significantly between the pre- and post intervention
measurements (see Figure 1). Effect sizes indicate
medium to large effects (ranging from .80 to 1.78). This
means that the intensity and amount of irrational beliefs,
dysfunctional attitudes and maladaptive schema’s largely
decreased. Follow-up measurements among a subgroup
indicated a lasting effect (Figure 2).

Figure 1 - Repaated measuras DAS-4,
BS and Npar test ¥5Q (n=64)

128‘2%’8 25
DAS-A BS YsQ

BPraintervention  MPostintervention

Conclusion

Method

The purpose of this study was to examine the effectiveness
of Inquiry-based Stress Reduction (IBSR) on irrationality,

dysfu

nctional attitudes and maladaptive schema’s in learning

therapy. Measurements were taken immediately pre- and post
intervention and from two subgroups also after one year.

Inte

Part

rvention

between 2006 and 2008

50 sessions learning therapy according to a manual

8 groups with 8 participants each

IBSR was used to identify and investigate stressful cognitions
about personal and work-related matters

icipants (n=64)

CBT trainees, who choose this method of learning therapy
age range from 26 to 58, mean age 38.16 years (SD 8.57)
59 women (92.2%) and 5 men (7.8%)

50 living together (78.1%) and 14 single (21.9%)

Measurements

Dysfunctional Attitude Scale form A (DAS-A; Douma 1991): a
self-report scale to measure the presence and intensity of
dysfunctional attitudes as defined by Beck’s CBT;

Belief Scale (BS; Boelen & Fornier, 2001): a 20-item self-
report scale of irrationality, as conceptualized in rational-
emotive behaviour therapy;

Young Schema Questionnaire (YSV; Young & Pijnaker, 1999):
a self-report scale to assess the amount and intensity of
maladaptive schemas, as defined in Schema therapy.

Figure 2 - Repeated measures DAS-A and BS
(n=13)

143,82

82

53,31
3869 35,77

DAS-A BS

B Preintervention B Postintervention  ®Follow-up

Findings show that IBSR in learning therapy seems successful in reducing irrationality, dysfunctional attitudes and

maladaptive schema’s, even on the long term.

Douma, M. (1991). The measurement of trait depression. Construction of Dutch Dysfunctional Attitudes Scale (A version) of Arlene Weissman. Meerssen: St. Lois Marie Jamin. ~ Boelen, P. A., &
Fournier, M. (2001). De Belief Scale: een korte vragenlijst voor het meten van irrationele cognities. Gedragstherapie, 34, 55-67. Mitchell, S & Katie, B., (2002) Loving What Is: Four Questions That
Can Change Your Life. New York: Three Rivers Press. The Work of Byron Katie. Online document at www.thework.com/index. Accessed March 5, 2014. Young, J. E., & Pijnacker, H. (1999).
Cognitieve therapie voor persoonlijkheidsstoornissen. Een schemagerichte benadering. Houten: Bohn Stafleu van Loghum.

Interested? Learn more at www.ictel.org!
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Broadening our scope beyond the Individual:
Training in Cognitive Behavioural Couples Therapy

Dr Michael Worrell, Prof. Sarah Corrie, Effie Molyva

Central & North West London Foundation NHS Trust

Central London CBT Training Centre

www.central-london-cbt.com

BCT AND IAPT: BACKGROUND

BCT is an evidence-based psychological treatment that has acquired a significant amount of empirical support for the benefits it provides, both in terms of reducing couple distress and improving SDECI'\C psychological disorders, such as depression
NICE guidelines for The treatment and management of depression in aduits: An effective treatment for individuals suffering from depression, namely “for people who have a regular partner and where the relationship may contribute to the
development or maintenance of depression, or where involving the partner is considerad ta be of potential therapeutic benefit.”

'OVERVIEW OF THE TRAINING

WHAT WAS COVERED?

A 5-day intensive post-qualification training in BGT for IAPT High Intensity Therapists,
incorporating a model of sustained practice and on-going supervision for 12 months.
The programme trained 3 selected cohorts of High Intensity Therapists. From each intake,
6 highly experienced therapists and supervisors enlisted to provide a monthly supervision
group to the other trainees. These 6 experienced supervisors received monthly, online
Skype supervision from Professor Baucom, in order to enhance their BCT therapeutic and
supervisory skills, and hence cascade this knowledge to the remainder of the cohort.
The 6 'Supervisors' also met monthly for small group Peer Support Supervision facilitated
by Michael Worrell and Sarah Corrie. Currently our Supervision programme is on-going.

Day 1:

Training overview

A model of couple functioning

Behavioural factors in couple distress and BCT

Day 2:
Intervening with emotion
‘Sharing thoughts and feelings’

TRAINING METHODS

from the programme team
Assigned readings

relevant to BCT

Pass mark: 75%

\ Al participants passed!

Didactic presentations with hand-outs
Videotapes of specific demonstrations of key BCT skills and interventions
Live role plays by the programme leaders of different therapeutic situations
Role play practice in small groups by the participants as therapists, with direct feedback

Multiple choice questionnaire — 12 items.

Content of items related to: Therapist style; goals of therapy; timing of
different interventions (and rationale for this); indicators fer selecting
different interventions and therapist understanding of core concepts

Strategies to regulate emotional experiencing and expression

Cognitive interventions: attributions

Day 3:
Cognitive interventions: relationship standards
i for relationship
‘The individual, the couple and the environment’
Individual factors
Couple interaction processes
Environmental factors

INITIAL POST-TRAINING EVALUATIONS

avioural C py - 2012

END OF TRAINING FEEDBACK

avioural Coupl

Assessment for BCT

Pracess and history
The use of individual sessions
Conceptualisation
Feedback sessions

Day 4:

Developing couple-based interventions
Research on couples and depression
Targets for intervention
Psychoeducation

Emotional expression training
Addressing negative cognitions
Suicidal ideation

Day 5

Increasing positives and behavioural activ
Addressing the physical relationship
Social support

Focusing on the individual: partner assisted interventions
Bringing treatment to a close

Sequencing interventions

Behavioural Couples The

Supervision groups established and ran well

Pest Training Audit - 12 months of BCT practice and experience In bringing the

intervention into IAPT Context

All 52 trainees of the 2012 and 2013 cohorts were contacted and returns were received

from 43 of these

Approximately half the participants (16) have up to a session per week (3-3.5 hours) for
BCT with the remainder indicating providing 2 or more sessions, or was kept flexible

according to need or simply not defined

Couples seen for assessment = 215
Couples taken into treatment = 177
Total N of sessions offered = 1651

Average N of sessions = 9.54
N of completed Treatments = 60
Early =29

POST-TRAINING CLINICAL ACTIVITY

Couples taken on for BCT 20122013

Couple gitrers Dapremsionters  Sauhcow
without orbathbune gt

otmer

Couples taken on for BCT 20122013

<  Compieed Tresmant
AN @ ropped out
Sl heropy

Ot (partaer died, ot
DMA postponed trestment |

TREATMENT OUTCOME DATA
2012-2013 INTAKES

Couple Satisfaction Index (CSI) administered at each
session, as a standardized assessment of couple
satisfaction. Significant increase in couples' CSI ratings
upon completion of a course of BCT

(n=144, t=5.73, P<0.01, g=0.44)

©Sl Ratings throughout troatment

THERAPISTS' EXPERIENCES TRANSITIONING
FROM INDIVIDUAL TO COUPLE THERAPY

Further to the data collected through the training audits, 6 psychological therapists
who received CBCT training and monthly Skype supervision were invited to
participate in 2 focus groups aiming to provide a richer exploration of the rewarding
as well as challenging aspects of incorporating CBCT in their practice. Thematic
analysis was employed on the focus group transcripts and the key themes were
identified.

FOCUS GROUP SUPERORDINATE THEMES

Theme 1: The intensity of having two people in the room

I wouldn 't say It felt like a shock to me but | suppose it's a change.. There's
something about the intensity of having two people in the room... it's been a
developmental learning curve... | don 't think I've cracked it by any means but 1’ m
more prepared to give it a go."

Theme 2: Managing multiple therapeutic relationships

“I'm spiitin terms of who | empathise with, | mean you need to do both, but then ! keep
thinking what's been triggered, | mean what 'm aware of in the sessions is that I'm
getting angry on behalf of one of the clients.

Theme 3: BCT Assessment is like ‘putting a puzzie together
It does feel like putting a puzzie together and being able to fisten to both perspectives
of the situation and feels like a bit of a luxury to go into that detail.”

Theme 4: Moving from disorder-specific models toward a principle-based
approach

‘Because you have five patients in & day and not much time in-between, pius crises and
on top of that you have to see couples as well..you have to change your mindset

Theme no.1 The intensity of having two people in the
room

Theme no.2 M multiple lationshi

Theme no.3 BCT Assessment is like ‘putting a puzzle
together’

Theme no.4 Moving from disorder-specific models toward
a principle-based approach

Theme no.5 Therapy pacing differs across models and
the lifespan

Theme no.6 Being more directive in couple therapy

mpletely because its not the same protocolised structured approach as you have with
the IAPT and | feit like | was starting from scratch again.”

Theme 5: Therapy Pacing differs across models and the lifespan

‘I was struck by how dynamic and how constantly changing things are with the younger
couples...although in terms of the pacing of therapy is slower what happens in the
session feels like fast-forward

Theme 6: Being more directive in therapy

“As time has gone on | have realised that | have just had to it's gaing Io cause more
distress for them. With the new couple | was intervening more quickly and assertively.
that skill has developed in me is something that you weuld not da in one fo one’

[

CONCLUSIONS

The high ratings of trainee satisfaction immediately at the end of training has been followed by very good ratings from trainees, 12

Trainees frequently reported that services have experienced challenges in designing app

months post training, of how well prepared they feel they are to be offering BCT in their services

challenges

Ll g and referral
as well as how to accommodate BCT into the current IT systems. Services have been able to respond creatively to these

BCT is experienced by trainees as qualitatively different from individual CBT and involves the acquisition and development of a

new set of clinical skills for working with couples.

From the results obtained it appears that trainees experience the training to have successfully equipped them with these skills.
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Comparison of Personality Related Core Beliefs
in Acute and Chronic Depression

Ob jectives; Tht-_}re may t_)e differences in the personality related core beliefs of _acutely anq chronically depres_sed
patients. This study was undertaken to find out any differences in personality related core beliefs

between two groups of patients with different duration of depressive episodes.

Methods: Patients diagnosed with MDD according to the DSM-IV-TR criteria who were either in an acute

episode (n=150), or who were chronically depressed (n=125), and healthy controls (n=125) were
recruited. Participants were administered the BDI and the PBQ. SPSS was used to perform the
statistical analyses.

The chronically depressed patients scored the highest on the core beliefs of avoidant, dependent,
passive-aggressive, obsessive-compulsive, antisocial, paranoid and borderline personality, and the
healthy controls scored the lowest. The depressed groups did not differ in their scores related to the
core beliefs of histrionic and schizoid personality, but they scored higher than the healthy controls. The
chronically depressed patients scored the highest on the core beliefs of cluster B and C personality,
and the healthy controls scored the lowest. The patients did not score differently on the core beliefs
related to cluster A personality, but scored higher than the healthy controls. On the total score of core
beliefs related to personality, chronically depressed patients scored the highest, and the lowest scores
were obtained by the healthy controls.

15330411 15982479 11711585 F22.775
14164557 15902540 803541 < F-72356
13682370 15142041 . 76422
10954313 14254286 E Fe147.783
9.4954.48 1082382 . Feag.078
13554513 1542487 6472477 g Fe115.607
16674327 19952337 12588496 Fe111823

14084469 16454369 7.0144.06 X F=172.129

14631481 18694325 11624525 F=76.297

ACUTE DEPRESSION CHRONIC DEPRESSION 14342460 20531373 11062497 e Fe145.138
statisties
(n=150) (n=125)

21220888
ACUTE DEPRESSION CHRONIC DEPRESSION HEALTHY CONTROL
(n=150} {n=125) (n=125)
2432120
20.49:843 31891820 1974967 F=67.728
0.7851.08 X 476741315 556241102 369841585 F=151885
587241418 55.62:11.02 269841585 F-189.760

1981000 123.33228.30 1477122178 8252035.05 L F=163323

Conclusions:l| These results suggest that for patients whose depressive symptoms turn out to become chronic, it is
essential to deal with core beliefs related to personality. Specifically, it is demonstrated that core

beliefs related to cluster B and C personality are important in the chronicity of depression. Therefore,
for patients who are receiving cognitive behavioural psychotherapy, it may be more important to
manage deeper personality related core beliefs rather than simply working on only the more
superficial depressive cognitions.

[1] Beck AT, Butler AC, Brown GK, Dahisgaard KK, Newman CF, Beck JS (2001) Dysfunctional beliefs discriminate
personality disorders. Behaviour Research and Therapy 39:1213—-1225. [2] Beck AT, Freeman A, Davis DD (2004) Cognitive

Therapy of Personality Disorders, Second Edition. The Guilford Press, New York. [3] Beck AT, Rush AJ, Shaw BF, Emery G
(1979) Cognitive Therapy of Depression. The Guilford Press, New York.

Psychomed 2014 n. 1-2 Special Issue: 44rd Annual Congress EABCT Selected Posters 34



Reversal learning of negative self-thinking in depressive individuals

Yudai IIJIMA', Keisuke TAKANO?Z, Yoshihiko TANNO?
"The University of Tokyo, Graduate School of Education, Japan.
2KU Leuven, Center for the Psychology of Learning and Experimental Psychopathology, Belgium.

3The University of Tokyo, Graduate School of Arts and Sciences, Japan.

Introduction
Depressive individuals experience negative self-verfication.

# That is, they willingly gather information consistentwith
their negative selfconcept (Giesler et al., 1996).

M oreover, depressive individuals regard negative self-
thinking as useful, and these positive beliefs about negative
repetitive thoughts have been considered to promote
ruminative thinking in such individuals (Papageorgiou et al.,
2001).

Thus, it issuggested that this preference for negative
information is one of the fundamental issues underlying
depressive symptoms.

» Modifying these preferences could lead to symptom
reduction.

Againstthis background, we examined whether depressive
individuals can break away from the positive beliefs associated
with negative self~thinking and rewards using a probabilistic
reversal learning task.

et
£ Megative ™
. self-thinking /

oy

= If preference for positive topics isreinforeed, negative
self-thinking would be reduced relatively.

Probabilistic reversal learning task

1) The association between “negative” topics and reward is
learned.

# This manipulation could experimentally simulate the

preference for pegative information,

2) Converselythe association between “positive” topics and
reward is learned.

# The preference for positive information would be
produced.

v Can depressive individuals choose positive topicsin
reversal phase?

v How long doesthe learning the association between
positive topics and rew ard take for them?

Method
Participants
Atotal of 38 undergraduates (23 females; mean age: 19. 6
years; 3D = 2.8; range: 18-36 years) agreed to participate in
our experiment.
Measures

Center for Epidemiological Studies for Depression Scale (CES-D;

Radloff, 1977).

The CESD is a 20-tem inventory designed to assess
depressive symptoms that occurred over the precading
week. Each item is rated on a 4pointfreguency scale
ranging from 0 (lessthan 1 day) to 3 (5-7 days).
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Procedure

1.Participants were first required to choose one of two words:
“Positive” or “Negative”.

2.The affective phrase consistent with their choice was
displayed, and they were reguired to rate these phrasss on
how much they resonated with themselves.

3.Reward (+ 5 yen or =5 yen) was displayed.

Acquisition phase

O Initial 40-trial O
MNegative : +5 yen in 80%
Positive :-5yen in 80%

Reversal phase
0 Second 40-trial O
Negatjve : +5 yen in 80%
Positive : -5 yen in 80%

Completion of learning Was determined by choosing
rewarded word for § consecutive trials.

Results and Discussion

25
E
€3
o 2. +
&35 20
'E}E *
2w
- @ +
2215 *
co . *
£ *
w = —
== 10 - T
- 2 —
- + - o
£ § 5t -+ -
5 E T3 e +
c * + e
Sae e
gz 0 L . !
= 0 10 20 30 40

Depressive symptoms {CES-D)
Figur_e. T_he associafion between the nu_mber of frials required for
v EveWiﬁ@ﬁ%?&wﬁwwmﬁﬂ@ﬁﬂafﬂ%?%siw symptoms,
the association between selecting “Positive” and reward was
acguired within 25 trials in the reversal phase.

v However, there was a significant correlation between the
number of trials needed to learn thisassociation and
depressive symptoms(r=.36, p <.05).

# Thus itis suggested that depressive individuals can break
out of the preference for negative information, but this
process takes longer for them than for non—depressive
individuals.

These resistance to updating the association between
negative selfthinking and reward would affect the basis of
depression.

# Improving this resistance might be applicable to
treatment for depression.
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Baseline Severity: A Moderator of
Antidepressant and Placebo Outcomes in Late-
Life Depression. A Meta-Analysis.

Authors. Cosima Locher, Joe Kossowsky, Jens Gaab, & Peter Krummenacher
Adfilitation. Division of Clinical Psychology and Psychatherapy, Department of Psycholagy, University of Basel, cosima.locher@uninas.ch

Intreduction. Baseline severity is a crucial moderator of trial outcomes in adult depression. Mixed-age studies have showed that the
mean differences between groups treated with antidepressant medication and placebo become larger as baseline severity increases.
Kirsch et al. (2008) " argued that the increasad benefit of drug treatment for severely depressed patients is related to a decrease in
responsiveness to placebos. However, two meta-analyses have shown that initial severity predicted symptom improvement in adult
patients who took antidepressant medication 2. Yet, baseline severity has not been examined as a moderator of antidepressant and
placebo outcomes in late-life depression.

Methods.
Outcome. Mean change in depressive symptoms (HDRS scores)

Inclusion. Peer-raviewed publications

- Randomized, double-blind, placebo-controlled design
- Mean or median age of 55 years or greater

- MDD, minor depressive disorder, dysthymia

Exclusion. Cerebrovascular disease, cognitive impairment, Parkingon's disease, cancer
- Case reports, comments, letters, and reviews

Data Analysis. Differences in means (Hedges's g). random-effects models
- Meta-regression

Results.
Overall Effect Size for Antidepressant and Placebo Treatmeant. 23 studies provided relevant data for the meta-analysis. Patients in the

treatment groups showed a significantly higher mean change in HODRS score than patients in the placebo groups (Hedges's g = 0.36, 95%C1: 0.25 -
0.47, p = .001). Studies exhibited moderate, yet significant between-studies heterogeneity (/° = 64.24. tau” = .03, p < .001).

Baseline Severity and Mean Change in Depressive Symptoms. Significant increase in antideprassant trials (Z = 2.67, p= .008, A = .40)
- Significant increase in placebo trials (2= 4.46, p < 000, /¢ = .50)
- Mo significant sewverity x group interaction (A1, 27) = 0.02, p = .B97)

Discussion. With increasing baseline scores, change in depression N

symptoms increased in both interventions (see Figure 1). Our results 18

indicate that placeho effects are important in the treatment of elderly o 14

people with different severity grades of depression. 5,[;_ 1z

Limitations. Limited to published data Rl

- Only one study of severely depressed patients et 8

- Possible regression to the mean effect E 6

- Stable physical illness and comorbid disorders were common &

Implications. We propose to combing a basic antidepressant therapy ! 4 Drug

in clinical practice with a high level of psychasocial support and 2 " Placebo

therapeutic contact in arder to enhance placebo effects and keep a

adverse drug reactions at a minimal level. 0 . H ¢ |s. 10 ® 24 26 IE
Bazelina HORS

Figure 1. Relationship batween baseline severity and mean changs in
HDAS =core among the antidepreszant and placebo groups.

References. 'Kirsch et al., 2008. Initial severity and antidepressant benefits: A meta-analysis of data submitted to the Food and Drug
Administration. PLOS Medicine, 5(2), e45. *Fournier et al., 2010. Antidepressant drug effects and depression severity: A patient-level
meta-analysis. JAMA, 303(1), 47-53. *Khan et al., 2002. Severity of depression and response to antidepressants and placeba: An
analysis of the Foed and Drug Administration database. Jouma! of Clinical Psychopharmacology, Z31), 40-45.
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Relationships between rumination and actual vs. ideal

implicit self-esteem discrepancy in dysphoria

Jonathan Remue , Rudi De Raedt and Nuria Romero

Department of Psychology, Ghent University (Belgium)

+ Rumination is a repetitive negative style of thinking about one’s problems or
negative experiences that is difficult to disengage from (Nolen-Hoeksema,
1991). Although past research has shown the consequences of acquiring a
ruminative style (e.g. poor problem solving, maintenance of negative affect),
there is less clarity on the mechanisms underlying rumination (Koster, et al.

2011).

+ According with self-regulation theories of depression (e.g. Carver & Scheier,
1998) rumination is initiated by perceived discrepancies between one’s current
state and a desired state. Moreover, cognitive vulnerability models (e.g.
Beevers, 2005) postulates that rumination would involve a maladaptive

reflective processing triggered by negatively biased associative processing.

+ In the present study we aimed to evaluate actual and ideal implicit self-esteem
in dysphoric individuals, and to evaluate the associations between rumination

and actual vs. ideal implicit self-esteem discrepancy.

+ Participants:

The sample was by 44 uni
- Low BDI group (BDI < 13) = n= 24 (54.2% female). Mean age: 20.08 (SD= 4.49).
- High BDI group (BDI = 14) = n= 20 (80% female). Mean age: 18.85 (SD= 2.94)

+ Measures:

Beck Di ion Inventory-l (BDI-II; Beck, Steer, Ball, &
Ranieri, 1996).
- Ruminative style. Ruminative Response Scale (RRS; Nolen-Hoeksema &
Morrow, 1991).
- Actual and ideal Implicit self-esteem. We used two self-esteem variants of the
Go/No-go Association Task (GNAT) (Nosek & Banaji, 2001) to evaluate
automatic associations between actual and ideal self and positive and negative
attributes: The actual self GNAT with the stimuli “I am”, “| am not” (see table

below) and the ideal self GNAT with the stimuli “I want to be”, “I don’t want to

be”. PRESS KEY NOT PRESS KEY
Block 1. 1 AM OR POSITIVE SAMPLE ITEM NEGATIVE
Positive-| am e
roctica fiak) ¢ orhfless o
(40 crifical tials] 2 om
o inteligent
Block 2. TAM OR NEGATIVE SAMPLE ITEM FOSITIVE
Negative-I am
(20practice o) |- St
(40 critical fials) 2 lom
Confident E
Block 3. I AM NOT OR POSITIVE | SAMPLE ITEM NEGATIVE
Positive- | am not e >
(20pr frials)
(40 critical fricls) o | om not
o nice
Block 4. | AM NOT OR NEGATIVE SAMPLE ITEM POSITIVE
Negalive-lamnot |~ Useless
(20 praciice tials) ! -
(40 crifical frils| 2 om nol
successiul o

Two indices were calculated for each actual and ideal self-esteem (SE) task:

= Consistent actual SE: Sum Reaction time (RT) “I am-Positive” block and RT “l am
not-Negative” block divided by 2.

= Inconsistent actual SE: Sum RT “I am-Negative” block and RT “I am not-Positive”
block divided by 2.

* Consistent ideal SE: Sum Reaction time (RT) “I want to be-Positive” block and RT
“I don’t want to be negative” block divided by 2.

* Inconsistent ideal SE: Sum RT “I want to be-Negative” block and RT “| don’t want
to be-Positive” block divided by 2.

Contact: Nuria Romero Martin. Ghent University. Department of Psychology.
E-mail: nuria.romeromartin@ugent.be

Group differences in actual and ideal implicit self-esteem (SE).
A 2 (Group: high BDI group, low BDI group) x 2 (Task: actual, ideal) x 2 (Condition:
consistent, inconsistent)] mixed design ANOVA revealed a significant three way
interaction, F(1,42)= 4.10, p< .05, n? = .09. Two separate 2 (Group) x 2 (Task) ANOVAs
were conducted.
- For the consistent condition, analyses revealed a significant Group x Condition
interaction, F(1,42)= 4.30, p< .05, 1? = .10. Low BDI group did not differ in their
reaction times for actual and ideal consistent SE. However, high BDI group showed
longer reaction times associating ideal than actual consistent SE, p< .01, indicating a
higher actual than ideal implicit SE.
- For the inconsistent condition, analyses revealed a non significant Group x
Condition interaction, F(1,42)= .11, p=.74. (See table 1)

Table1. Mean and standard deviation in actual and ideal
implicit SE for each group

High BDI group (n =20} Low BDI group [n = 24)

M 50 M SD
Actual Consistent SE 499.88 53.46 487.26 54.02
Actual Inconsistent SE 513.24 63.91 497.50 52.44
Ideal Consistent SE 526.64 68.12 489.55 56.12
Ideal Inconsistent SE 53232 68.15 512.22 62.48

Table2. Correlations between rumination and actual

Correlations and ideal implicit self-esteem
=  Global rumination correlated 1 2 3 4 s 6
significantly with ideal implicit SE 1 Rumination

. " . 2. Reflecti 57
and marginally with actual vs. ideal een

3.Brooding 8 24

SE discrepancy.

pancy. 4. Actual implicit SE 04 09 18
= Brooding cerrelated marginally 5. el implicit SE 3 .01 -2 15
with ideal implicit SE and 6. Actual vs. Ideal

S . . implicit SE discrepancy
significantly with actual vs. ideal SE N -
Note. " =p < 05; ™ = p < 001

discrepancy. (See table 2)

Conclusions

+ Our findings showed that dysphoric individuals are characterized by an actual vs.

ideal implicit self-esteem discrepancy, showing higher levels of actual than ideal

If-esteem. N indivi , however, did not show differences

between their actual and ideal self-esteem.

# Our findings support the idea that rumination, and more specifically its
maladaptive brooding companent, is associated with discrepancies between the
current self and the desired self (e.g. Carver & Scheier, 1998). And also support
the idea that rumination could be generate by a negatively biased automatic
processing (Beevers, 2005), as showed by this actual vs. ideal implicit self-esteem
discrepancy.

+ Our findings provide a better understanding about the possible mechanisms
underlying rumination, and open an interesting line of research which may be
important to develop new strategies of prevention and intervention of depressive

rumination.
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The Co-occurring Patterns of Hoarding
and Depression, and Disabilities: in a
Sample of Japanese College Students
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Introduction

Major depression is the most common
co-occurring condition in hoarding
disorders (Frost, Steketee, & Tolin,
2011), and several studies have
reported that the depression symptoms
significantly correlated with hoarding
severity (e.g. Abramowitz, Wheaton, &
Storch, 2008). These studies suggest
that the interaction between hoarding
and depression can cause severe
disabilities. Many studies, however,
have recruited patients with Obsessive
Compulsive Disorder (OCD). Although
hoarding has been frequently
associated with OCD, populations
recruited from the community have
tended to find less co-occurring OCD
(e.g. Frost et al., 2011).

Purpose

= In the present study, therefore, we
recruited college students, and
addressed the co-occurring patterns
of hoarding (HD) and depression
(DEP).

m Also, we examined whether there are
any related differences in the
disabilities.

Methods

m Cluster analysis was performed to
categorize Japanese college
students (N = 365; 43% female; M
age = 19.48) on the basis of
hoarding (SI-R; Frost, Steketee, &
Grisham, 2004), giving adequate
consideration to depression (CES-
D; Radloff, 1977).

= We studied the differences in
disabilities measured by the
Sheehan Disability Scale (SDS;
Sheehan, 1983).

Psychomed 2014 n. 1-2 Special Issue: 44rd Annual Congress EABCT Selected Posters

2,0

®SI-R WCES-D
1.5

=)

standardized scores
g g

0.0

- I

-1.0
low HIDY low HD/ high HD/ high HD/
low DEP high DEP high DEP low DEP

Figurel Result of Cluster Analysis
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Figure2 Means of the Total Score on the SDS
(*p=.05)
Note. SDS: Shechan Disability Scale, HD: Hoarding, DEP: Depression.

Results

» We identified four clusters characterized by “low
HD/low DEP" (N = 171), “low HD/high DEP” (N =
90), “high HD/high DEP” (N = 30), and “high HD/
low DEP” (N = 74).

n We compared the outcomes of SDS scores
across groups, finding highest outcomes among
the “high HD/high DEP" group.

a Moreover, the “high HD/low DEP" group had
moderately severe disabilities, which was almost
as severe as the “low HD/high DEP” group.

1
P *‘/II f

Discussion

The result showed that the co-
occurring of hoarding and
depression in a Japanese
college student sample was
related to severe disabilities.
High level of disabilities can
lower treatment motivation.
Also, Abramowitz & Foa (2000)
found that a comorbid diagnosis
of depression in an OCD
sample predicted poorer
symptoms reduction. Given that
the co-occurring of hoarding and
depression can cause severe
disabilities, dealing with
depression can be a primary
target of the treatment strategy
for hoarding.
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Psychological processes mediating the link between depression severity and

the level of behavioural activation: Assessment of a conceptual model

Aurélie WAGENER?, Céline BAEYENS® & Sylvie BLAIRY?

* Cagnilive and Behavioural Chnical Psychaiagy, University of Lifge, Belgium, ® Intervasity lsarstary of Psychalagy : Persanaity, Cogit anand Sadal Crange, Universty Fers Mandes France

According to Kinderman (2013, “bislogical factors, social factors and other environmental or life events lead to SAMPLE

Sa N=477
mental heaith problems through their conjoint effects on psychological processes, and these are the final Tablel. Sociodemographic data. e !

common pathway to mental ik-health”. sex(T/D)| swiss | s | :23p0=iim)
Our research focuses on psychological processes which characterize the depression disorder. MEASURES
L The influence of these processes on the level of behavioural actvation iz of interest becsuse the inackvity Mine different kindz of psychological processes were sszeszed using seversl gues| onnaires
[which is the behavioural avoidance) isone of the most important targets in depression trestments. [Factorial scores were computed for each psychological process)®.
L Cognitive =y sffectve =y somatic sy negstve repefitive thoughts,
Toinvesligatethe influence of the biased psychological processes on the behavioural avoidance. emotion regulation strategies, environmental reward, inhibition or approach, self-image, clarity
Taofind the psychological processes which have 3 posittve influence on the behavioural activahon. of the s=lf.
To present an integration of our resultswith Kinderman's psychological model of mental health [2013). BOi-Il, BADS-SF*, RSE, GSES, SCCS, RRS, BIS/BAS, GMS, EROS*, RPI*, CERQ, FFMQ, AAQ-2, DTS*
FRELEVANCE STATISTICAL ANALYSES.
To provide 3 model which can help cliniciansto find the impaired psychological processesinvolved Factorial scores were computed for each psychological process. Confirmatory factor analyses
in the wesk mental hesith of the padents. were conducted.

’ b

FAMILY MENTAL HEALTH HISTORY

CIRCUMSTANCES “DEPRESSION"

RELATIONSHIP STATUS

INCOME AND EDUCATION

e e e e e e e e e e o ———— ———— — ——————

‘Goodness-offit indices: X*= 56.06, df= 14, RMSEA= 0.08

*MNegative repetitve thoughts
*Poor envionmental rewards
*Maladaplive emolion regulalion strategies

Theactivation is highly influenced by
*High environmental rewsards

- s ; *Posilive salf-image r

- cai’ y the aut R . X :

R R wETR e Semel Gy mie samamoems e *Adaptive emofion regulation strategies n S
avsilsiblein French upan request by ems

. o B : 1wk e
This paster's bibagraphy is avadable andemand by smail.

According to their influence on both aveidance and aciival'on, the envirenmental reward and the emolion regulaion %
Lazia strategies sppesr to be important varisbles to work on during thetreatment of depreszsion. |

A cztreszondence comzmeming thn poster should Be
addressed to Aurélie Wagener

E-mail address: =

Uriivessite:
Limitations: Women = > > Men deLitge
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Emotion Focused Transdiagnostic Treatment for Work Stress
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BACKGROUND

+People with work stress often present with maltiple protlems within the
realm of emotional disorders.

Although stress and emotional problems are oflen comesbid,
most evidence baged CBT treatments are discrder specific.
This presents a challenge for clinicians in assessment and in
selecting treatment targats.

There is a need for
10 efectively address work stress.

and flexible

% In clinical research there have been an increased focus on shared
eticlogical and maintaining processes across disorders — transdiagnostic
procasses.

Targeting these may treal several disorders with one protocol.

< Unified Profocol for i i of
(Bartow et al,, 2011},
- Daoveloped for treating anxiety and mood disorders,
. Addresses inflexible and maladaptive use of emotion regulation
strategios,

Disordars

Tatde 1. The eight modules in the Unified Protoced, Modules in italics are
core modules.

and
2 Psychoaducation and Tracking of Emotional Experiences
& Emation Awareness Training
4 Cognitive sl and R N
& Emotion Avoldance and Emotian-Driven Bahawviors (EDBs)
s and Tolk f Physical
i Interocaptive and Situation-Based Emotion Exposures
8

Relapse Prevention

+Should be effective for other problems were emations and emation
regulation are prominent.
. Work stress is one such condition.

< Test tha feasibility of treating work stress with tha Unified Prolocol:

. 15 a unified treatment approach for ematicnal problems
perceived as accoptable by patients with work stress?

I8 it effective in decreasing levals of work sirass?

15 it effactive in decreasing comorbid symptoms of anxiaty and
deprassion?

*Corresponding author: malin.anniko@oru.se

METHOD

4 Singla subject multiple baseline design:

Baseling Treatmant
(2,3 or4 wooks) (B woaks)
Recritment | Baseling Post-
H= N=E assessment
Treatment N=6 & month
M=t Follow-up
Sereening and MN=d
Pra-assessment
N=T

% 6 individuals wilh work stress (LUCIE 0,385) + elevaled levels of ansiety
or depression (HADS 28 on 1 subscale).

& Recruited in an occupational health care facility.
% Treatment: Unified Protocol.

= Shorened (o 8 sessions,
= All modules included.

Table 1. Measures

Crenbach's
alpha

Construct Time Example question &

point Scale

(# Homs)

LUCIE: “Trouble sleeping
"In‘ Pro-  Karsson &  because of repeated 084084
(28) post  Osterberg,  thoughts about work™ . -
2010 1= Mot at all; 4= Much
Percaived PS5-14: “How oiten have you falt
siress Weakly Cohen et nervous and “stressed” ¢ 0.84 - 0BG
(14) al, 1983 0= Never; 4= Vary often
Aoty & fro. HADS: *1 fall tense and wound 6. 0
s Zgmond & (P - Mostofthe D 67 - 60
N Post Snaim, 1983 §ohover 3% S
. “How often have you felt
Anxioty OASIS: anxious?”
) Waakly Normane! oo anxety: 089
Al 2008y Constant ansety
. oosiE: “How often have you felt
{’5‘:“’“""‘ Wookly Bentiey st OePressed?” 054
Al 20M e constantly

Figure 1. Weekly changes in perceived stress, depressive symptoms and
anxioty for 2 participants

Participant 1
~&-Anxiety (OASIS) -*-Depression (ODSIS) ~+Stress (PSS-14)
EL’G
¥ 18 [ -
=2 i 0E
6 i Y
a0 7
0§
a
208
g
10 8
]
: o
Baseline  Treatment Follow-up
Participant 4
20
=8 50
S5 &
w 2
g 14 0=
12 o
0%
E 10 g
i 20 8
Q6 &
g4 |nu§,
g2
1] : 1]
Baseling Treatment Follow-up
Figure 3. Pre- and post ratings of all participants.
P Work Depression
(LUCIE) (HADS)
Pre Post Change Pre Post  Change Pre  Post  Change
1 54 06 -89 % = & = 12 4 67 %
2 3% 00 -100% - - - 9 2 7%
3 39 33 -15% o 11 +10% = = B
4 64 32 -50% 18 12 -33% 10 7 -30%
5 48 66 +38% 11 12 9% 16 16 0%
6 63 20 -G8 % 15 1 -2T% 10 7 -30%
* Mot reaching cut-off al pre-trealment assessment
Figure 4. Evaluation of treatment
Fully agree | Agree Agree Don't | Don't agree
somewhat |_agree atall
Treatment foci 23456 15
needs
Treatment gave mie 126 34 5
tools
Yes Ko
Would recommend 12,3456

CONCLUSIONS AND FUTURE DIRECTIONS

“Work stress patients found the treatment acceptable.

4 of & participant decreased in levels of stress.

w40l6 in levels of

“+Changes in stress and emotional symploms were evident at about the
same time (middle part of reaimant}.

“Need RCT:s to confirm BUT...

+Resulls indicate that it is feasible treating work stress and comorbid emational symptoms with the Unified Protocol,

“The possitility to treat work stress, anxiety and depression with ONE treatment is an imgartant advancemsnt in clinical

practice.

“+Emgloying a unified CBT approach for stress would provide flexibility and parsimony for clinicians while retaining a
strong theoretical framework and guiding principles,
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The Role of Cognitive Behavioural Therapy Scales
in Predicting Personality Disorder

Sedat BATMAZ ', Sibel KOCBIYIK 2, Semra ULUSOY KAYMAK 2 & Mehmet Hakan TURKCAPAR 2

'Mersin State Hospital, Psychiatry Clinic, Mersin, Turkey, ?Ataturk Training and Research Hospital, Psychiatry Clinic, Ankara,
Turkey, SHasan Kalyoncu University, Department of Psychology, Gaziantep, Turkey

Objectives: Although personality disorders are multifactorial, cognitions play an important role in the development
: of them. This study aims to investigate how some cognitive behavioural therapy scales may help
predict the diagnosis of personality disorder.

Methods: Participants with MDD and healthy controls were enrolled in this study, and they were asked to fill out
the BDI, ATQ, DAS, LESS and PBQ. The PBQ scores were transformed into Z-scores, and
participants with a Z-score of +1 or more were diagnosed with personality disorder, and the scores of
the cognitive behavioural therapy scales were used to predict the personality disorder diagnosis by
logistic regression analyses.

R(?su[fs: For the diagnosis of personality disorder according to the total score of core beliefs related to
personality, the duration of illness, number of hospitalizations, frequency of automatic thoughts,
dysfunctional attitudes related to need for approval, total score of dysfunctional attitudes, adaptive
emotional schemas and rigid emotional schemas; for core beliefs related to cluster A personality
disorders, the duration of ilness, being unemployed, the frequency of automatic thoughts,
dysfunctional attitudes related to perfectionism, total score of dysfunctional attitudes, adaptive
emotional schemas and rigid emotional schemas; for core beliefs related to cluster B personality
disorders, the duration of illness, not being married, being unemployed, number of hospitalizations,
the severity of depression, frequency of automatic thoughts, dysfunctional attitudes related to need for
approval, total score of dysfunctional attitudes, adaptive emotional schemas and rigid emotional
schemas and for core beliefs related to cluster C personality disorders, the duration of illness,
frequency of automatic thoughts, dysfunctional attitudes related to perfectionism, total score of
dysfunctional attitudes, adaptive emotional schemas and rigid emotional schemas were found to be
statistically significant predictors.

mm b s r or serel CluserB P s E o8 et

Age (years, MESD) 39.12:12.79 401281257 01 =omL T 0.148 <0.001 1157 1077-1.245
N § Duration of liness 0129 0012 1138 1.026.1.250 e
Gender (F,n, %) 203 (%73.8) 80 (%63) 0045 Xi=4.003
Marital Status 1868 0.008 6.482 1629.25 803
IR 1a8(%53.5) 68 (54.4] o514 x-0012 -
torenren Hositaizations 2517 oon 0760 0.1000.557 Occupation 2600 0028 13.457 1208130474
o of et 122044.) o8 pusaa) ooe2 w1471 .
ER I e -0.968 0027 0380 0.161-0.898
ATQNog 0.004 <0.001 0.011 0.860-0.955 op
Occupation (Regular, n, %] 51(%185) 63 (%50.4) <00a1 ¥i=42.793 BDI 0080 o018 1083 10131157
. , DAS-NFA 0174 0.001 0820 0.762-0.927
Paychiat [, 130(%47.3) 46 (%36.8) 0050 x=3825 o) s (O o S
) DAS-Total 0231 0001 1259 1.095-1.449
. . DAS-HFA -0.130 0003 0878 0806-0.957
ramatc Early Ufe Events
. "_"J 137 (%49.8) 27 (%216) <0.001 ¥=28288 Adaptive ES 0732 <0.001 2079 1.479-2.920
DAS-Total 0122 0008 1130 1032-1.238
Rigid ES 0126 0003 1134 10451231
Adaptive ES 0411 <0001 1508 1.310-1.738
Ouration of liness (ma, 25D} 1175410.73 Cluster A PO . » . 5% Gl Rigid ES 0074 0004 1076 102411431
i of Episades (M250) 1982108
# of Hospitalizations (M£5D) 0381084
Duration of liness 0.059 0,005 1060 10181105 Cluster € PD B P OR 95% €l
" Jth Duration of
s = , — R 1410 owe pre Tazz501 oorr <0001 to tomtem
a0 359411004 5415307 0001 33265
ATarHeg 0024 0007 0876 09500993 KTQNeg 0035 0001 0966 0.947.0.986
ATQ:Heg 836142306 483741984 000 10239
DASP -0.088 0.002 0.934 08950875 ¥ r
DASNFA 55.43:8.20 avs2s0.72 000 t=13508 DASP Cxa o= Cih REFED
AsP 825402039 450441788 <0001 137502 DAS-Total 0.085 <0.001 1089 1.046-1.134 DS Total 0122 <0.001 1130 1.066-1.188
DAS-Total 179.50:1927 1380822326 <000 ta1s22
Adaptive ES 0.107 <0.001 113 1.061-1.165 Adaptive ES 0120 <0.001 1127 10851193
Adaptive ES 90861872 53301025 <0om t=5.526
Rigid €5 86.23£12.68 60.22+13.68 <0.001 1=26.001 Rigid ES 0.035 0.022 1.035 1.005-1.067 L 0.035 0.042 1.035 1.001-1.070

The frequency of automatic thoughts, dysfunctional attitudes and emotional schemas may be
predictive of different clusters of personality disorders or a general personality disorder diagnosis.

Conclusions:

References: [1] Beck AT, Butler AC, Brown GK, Dahlsgaard KK, Newman CF, Beck JS (2001) Dysfunctional beliefs discriminate
- personality disorders. Behaviour Research and Therapy 39:1213-1225. [2] Beck AT, Freeman A, Davis DD (2004) Cognitive

Therapy of Personality Disorders, Second Edition. The Guilford Press, New York. [3] Beck AT, Rush AJ, Shaw BF, Emery G
(1979) Cognitive Therapy of Depression. The Guilford Press, New York.
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= Choosing is losing: pain-avoidanc Q\\i}\@ |
um—%m versus valued non-pain goals \\§\§\\\
NANR
Nathalie Claes®", Geert Crombez®, Johan W.S.Viaeyen?© \

\ / X
Background ( Results
= Fear-Avoidance models propose that a catastrophic reappraisal of a painful experience = Repeated Measures ANOVAs
may give rise to pain-related fear and consequent avoidance behavior, resuiting in the = Successful acquisition in both conditions and all groups:
development and maintenance of chronic pain problems [1,2] = Expectancy of the pain-US was higher for the CS+ than the CS- movement,
= The experience of pain might install the salient goal to avoid pain, whilst other life goals F(1,54)=84.26, p< .001, irespective of condition and group, F<1.
might be simultaneously pursued [3;4]. Moreover, both type of goals might possibly Pain-related fear

compete with each other, often resulting in withdrawal from the non-pain goals [5]
Little is known about the effects of goal competition on pain-related fear and associated
avoidance behavior in clinical situations as well as in experimental situations [3].
Therefore, we conducted fundamental, experimental research in healthy volunteers
Aim 1: To investigate whether a competing goal (a concurrent
reward) is capable of diminishing both pain-related fear and

= Participants reported to be more afraid of the painful movement compared to the safe
movement, F(1,56) = 58.26, p <.001. Adding the concurrent reward did not result in
changes in pain-related fear. There were however small differences between groups in
overall reported pain-related fear, F(2,54) = 4.33, p=.018.

10
avoidance of a movement that predicts pain (CS+) 5; 4 —* *
Aim 2: To investigate how goal preference impacts pain-related gg 14 | [
fear and avoidance behavior in a context of competing goals H H = ; = :ZZ‘S.?,“.’E‘JSEM
2% i
0 i
N cs+ cs- cs+ cs-
Meth Ods Control condition Experimental condition
Participants Stimuli ' )
= 65 healthy volunteers, after exclusion: 57 Pain-US: painful electrocutaneous Choice behavior
= 21 male; Mean age= 22.26 years (SD = 6 stimulation, individually determined = Participants chose to perform the painful movement more often when a concurrent
1.64) at tolerance level reward was presented compared to when it was absent, F(1,54) = 166.03, p<.001. This
= Categorized in three groups, based on e Reward-US: lottery tickets, effect was influenced by goal preference, Group x Condition: A2,54)= 11.53, p< .001
preferred goal (self-report, a priori): &[. 2 ! representing a prize of participants’ = All groups show an increase in the number of painful movements performed
= Pain-avoidance (n = 19) choice, worth approx. € 100 = When a concurrent reward was presented, the pain-avoidance group performed
= Reward-seeking (n=21) ¢=m yemp CS movements: performed with less painful movements than the equally important group, which in tum performed
= Equally Important (n = 17) é; a joystick in the vertical (up/down) less painful movements than the reward-seeking group
and horizontal (left/right) movement

*

plane. Movements are either

Joystick movement paradigm followed by one or both USs (CS+) % § 5 =
* 8000 ms intertrial interval ornot (CS-) gs 0 T
= Fixation cross indicates start of movement g 8 mEqually Important
= Signaled trials E - = Reward:Secking
= The to-be-performed movement is signaled by a purple target (figure left) H § 2
= Choice trials %-3; 3
= Participants can choose which movement to perform (figure right) (g T 117
= Successful completion of a movement (yellow coloring target) is followed by administration Control condition  Experimental condition

of the pain-US alone (control) or with reward-US (experimental) for CS+ movements

Conclusions
Inclusion of a competing non-pain goal — a concurrent reward — did not result in
changes in pain-related fear, but did result in attenuation of avoidance behavior
Design (cf.Aim 1)
* Within-subjects crossover design Goal preference was associated with differences in overall level of pain-related fear.
= Control condition: CS+ accompanied by pain-US (- CS-: no US) The impact of a opnwrrem reward on avoidance behavior is further explained by goal
= Experimental condition: CS+ accompanied by pain-US and reward-US (competition) preference (cf. Aim 2)
= Reinforcement rate in acquisition and test phase: 50%, in choice phase: 100% We found experimental support for the importance of both pain and non-pain goals,
as well as goal preference in the attenuation of avoidance behavior.

3 6smA s 12TEC§I es. g*:o'cﬁ « Cognitive-behavioral interventions that include both pain and other life goals in chronic
Practice Phase ¥ - ) 1 . ¢ ) pain management, rather than limiting focus to pain reduction only, might be warranted
&Pain > 22*_'5_.'11 choice — R | : in order to encourage patients to resume life goals despite fear of pain.
L } ACQ c°'TEs.r'°°c° L CHOICE = However, more research is needed to uncover the effects of non-pain goals and goal
\ 3(4CS+ 4CS) 12CS+ 12CS- 3 (4 choices) | preference on pain avoidance
@ A

References. [1]LeeuwM, Goossens MELB, Linton SJ, Crombez G, Boersma K, Viseyen JWS. . Bahen: Med. 2007 30:77-94. [2) Viaeyen JWS, Linton S, Fear-avoidance model of \
chvonic muscuosieletal pain: 12 years on. Pan 2012:153:1144-7 3] Crombez G, Ecdeston C, Van Damme S, Viaeyen JWS, Karoly P [ [4]Van Damme S, Crombez G, Ecdeston C. Coping
With pain Pain 2008,138:1-4, ), Ozer DJ. Goal confict, goal stiving, Mot Emot 201237433443,
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The Relationship Between Acceptance and Post-Event Processing

o o mg&:!’ 4 . HEcineicc F Diana Coelho & Maria do Céu Salvador | 2014
EABCT § - v o s citncn el dianacscoelho@gmail.com & ceusalvador@gmail.com

Unlike other phobic disorders, social anxiety in social anxiety disorder (SAD), does not decrease through exposure to the phobic stimulus in day to day life.
PEP, a process that feeds on information coming from self-focused attention, has been pointed out as one of the explanatory factors for this fact and,
consequently, as an important factor for maintaining SAD (Clark & Wells, 1995).
On the other hand, Herbert and Cardaciotto (2005) postulated that lower levels of acceptance would increase levels of SFA and experiential control, and
inevitably social anxiety.

According to this model, will acceptance have a mediating role in the relationship between social anxiety/SFA and PEP?

| PARTICIPANTS | | MEASURES

65 adolescents aged between 14 to 18 years Diagnostic Interview:

Anxiety Disorders Interview Schedule for DSM-IV, Child Version: ADIS-IV-C
/\ (Silverman & Albano, 1996; Cunha & Salvador, 2003)

(N}
- . Self Report Questionnaires:

34 with SAD 31 without psychopathology Social Anxiety Scale for Adolescents: SAS-A (La Greca & Lopez, 1998; Cunha et al., 2004)

Social Anxiety - Acceptance and Action Questionnaire: SA-AAQ (Mackenzie &
Kocovski, 2010; Vieira et al., 2014)

& @ Post-Event Processing Questionnaire for Adolescents: PEPQ-A (Fehm et al., 2008;
N=7 Q 27 N=14 2 Coelho & Salvador, 2014}
i Focus of Attention Questionnaire: FAQ (woody et al., 1997; Fontinho & Salvador, 2014)
With comorbility : N = 10 (29.4%)
In treatment : N = 2 (6%) Children’s Depression Inventory: CDI (Kovacs, 1985; Marujo, 1994)
INTER GROUP ANALYSIS | | INTRA GROUP ANALYSIS I
;'?:lljep:.. Significant differences between | Correlations | | Mediations l
Medidas F n? Table 2. Correlations between PEP, SA, SFA, acceptance
SAS-A 108.27*** .63 and depression, in a sample with SAD B =-59u
FAQq 47.67%** .43 .
PEPQ-A Total 52.96*** .46 SA--
a SAS-A | FAQ,,, col Social Anxiety - PEP
SA-AAQ eptance 48.10*** | .43 AAQ, (SAS-A Total) cp=.33 PEPQ-A
v c:p=.16
peoot 3 PEPQ-A| .42* | 57+ -68** 32
N . Acceptance
As expected, the groups differed in P <05 *p<.01 (SA-AAQ )
every variable. Adolescents with L ! ap=-69%* :B=-59%*
SAD obtained higher scores in all The positive correlations between social
variables except in the acceptance anxiety, SFA and PEP, as well as the oA a7
variable where they obtained negative correlation between acceptance o B - 08 ABEREA)
significantly lower values. inli i i o
B! Y and PEP are in line WI_th ex,pe‘:tahons' Figure 1: Regression coefficients for the relationship between Social Anxiety/SFA
The fact that depressmn did not correlate and PEP mediate by acceptance, controlling for gender, in a sample with SAD
significantly with PEP seems to meet the ‘

literature that sees PEP and depressive

rumination as distinct constructs. In both analyzes Acceptance revealed itself as the only significant

predictor, removing the significance of Social Anxiety, SFA and
gender in predicting PEP.

REFERENCES
Clark, D.M., & Wells, A. {1995). A cognitive model of social phobia. In R. G. Heimber, M. Liebowitz, D. A. Hope, & Schneier. Social phobia: Diagnosis, assessment and treatment (pp. 69-93). New York: The Guilford Press ; Herbert, 1. 0., & Cardaciotto, L. (2005). An acceptance and mindfulness-based
perspective on sacial anxiety disorder. In 5. M. Orsillo & L. Roemer (Eds.). Acceptance and mindfulness-based approaches to anxiety: conceptualization and treatment pp. 189-212). New York: Springer.
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Self-Efficacy in People with

Mild Dementia and

their Carers

Tonga, J.B 123, Hjemli, L.M 4, Gordner, V. 56 Sgnstebg, S.L.5,

Karlsgen, B.N ! & Ulstein, I.D. 17
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S

© Old Age Psy:

v

Network,
?Unlversity of Oslo, Faculty of Medicine

elfEfficacy,
/ BACKGROUND
Self-efficacy is the belief in one's own
ability to complete tasks and reach
goals, and can influence how a person
cope with a severe disease (1). New
research demonstrates that self-
efficacy is important for how a person
with dementia cope with memory
decline (2, 3).
However, few studies have examined
the correlation between self-efficacy
and other psychiatric symptoms of
people with dementia and their carers.

RESULTS

When controlling for age and gender, we found
a negative significant correlation between
patients' self efficacy and depression/anxiety
(R2=40 %) and between carers' self-efficacy and
quality of life (R2= 25 %).

CONCLUSION

The aim of this study is to increase self-efficacy.

We found:

* Low self-efficacy was associated with
increased depression and anxiety in people
with dementia

* Low self-efficacy resulted in low quality of life
in carers.

As a consequence, it is important to target self-

efficacy when conducting psychotherapy for

people with dementia and their carers.

*University of Oslo, Institute of Psychology, Oslo, Norway
“Innlandet Hospital, Old Age Psychiatry, Hamar, Norway
5Vestiold Hospital, Old Age Psychiatry, Tensberg, Norwa
i ital Trust and

y,
Vestfold Trust

METHOD AND MATERIAL

The study is based on the German Cordial-study (4), which is a
manual based approach that consists of cognitive behavioural
therapy . The aim is increase self-efficacy in persons with mild
dementia (MMSE > 20).

Sixty patients with dementia (52 % females , mean age (SD)
70.6 (8.0), mean MMSE (SD) 23.3 (3.0)), and their caregivers
(62% females and 80 % spouses, mean age (SD) 67.0 (12.7),
which are included in the study, completed standardized
measures of self-efficacy (GSE) (5), depression and anxiety
(HAD) (6) and quality of life (ADQOL) (7).

Thereafter, descriptive analysis, t-tests, correlation analyses
and linear regression were completed in SPSS.

Cognitive behavioural therapy and cognitive rehabiliation for

ple with mild d

ia (the Nor CORDIAL study)

* WHAT? A randomized, controlled trial which will include 200 people with dementia and their caregivers.
The par will be r d into treatment as usual (n = 100) or a manual-based cognitive
behavioural therapy and cognitive rehabilitation program.

* WHY? People with mild dementia are in need of psychotherapy to handle the diagnosis, to structure
their daily life with memory aids and to increase pleasure events to decrease depressive symptoms.

* WHO? People with mild dementia (MMSE > 20) who are living at home and have regular contact with a
family carer.

* WHERE? Patients that fulfil the inclusion criteria are recruited from outpatient clinics in Norway.

1) Bandura, A. (1993) Admoviod
2)Chol, . & Twamiey, EW. (2013).
engagement and seif-effcacy. Neuropsychological Review, 23, 48-62.
3) Zgang. S, Edwards, H., Yates, P. U, ., & Guo, Q. (2014).

28,117-149,

pistand

tothe study.

s study

3444,
4)Kurz, A, Thane-Otto, A, Cramer, B, et al. (2012).

d the Ok Age Psychiatry
rust and Vestloid Hospital

. X 26253,
5) Schwarzer, R, & Jerusalem, M. (1995). Generalized Seif-Efficacy scale. In J. Weinman, S. Wright, & M. Johnstc
psychology: A user’s portfolio. Causal and control bellefs (pp. 35-37). Windsor, UK: NFER-NELSON.
©) Zgmond, AS. & Snaith, R?. (1983), e

7) Logsdon RG, Gibbons LE, McCurry SM, Ter L. (1999).
Ageing s, 21:32
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Resilience and Social Support as protective

factors: Cross-Cultural compare of RUMR-UNVERSTAT B0
Germany, USA and Russia "4
Brailovskaia, J., Bieda, A., Schénfeld, P. & Margraf, J. Forschungs- und Behandlungszentrum F B Z
Mental Health Research and Treatment Center, Ruhr-Universitat Bochum, Germany fiir psychische Gesundheit

Introduction Research Question

= Chronical stress is a main cause of Are resilience and social support protective factors against depression,
depression and anxiety [ref. 1, 2] anxiety, stress in representative population samples and different cultures?

= Stress effects are moderated by individual m

resilience and social support [ref. 3, 4] » Part of “BOOM” (“Bochum Optimism and Mental Health Studies”)

= But research is almost limited to western * Representative population samples: Germany (N = 1894),
student samples USA (N = 2755), Russia (N = 2578)

» Materials [ref. 5-7]: Depression-Anxiety-Stress-Scale 21 (DASS-21),
Resilience Scale (RS-11), Social Support Questionnaire (F-SozU K-14)

|__Results | Means e

Correlations Depression, Anxiety and Stress Hedge's g:

= Depression, anxiety and stress correlate significantly gg i ;'Zg:lum
negatively with resilience and social support Germany "USA ¥ Russia e

B0s:large |
= Germany, USA: correlations are equally strong
= Russia: correlations are markedly weaker

6 33 .33
Table 1. Correlations of resilience, social support with depression, anxiety, stress .55 .28 .55 .28
(1) res*depression -46* -40* -.29*
(2) res*anxiety -.36%* -33 20
(3) res*stress - 33 33 -22%
(4) soc sup*depression =37 =37 > 29"

(5) soc sup*anxiety -29%* -.28** -19* depression anxiety stress

(6) soc sup*stress -.24* -.28* -22% Note. Scale range: DASS-21: 0 - 21; all comparisons: **p < .001
Note. res = resilience, soc sup = social support; **p < 001 Figure 1. Comparison of the distribution of depression, anxiety and stress

Social Support: high vs. low Resilience and Social Support ] Effect size:
= Germany, USA: negative correlations of resilience with Hedge's g:

: . . <:
depression, anxiety and stress are stronger when social Germany ~ ®USA  ®Russia 'gg = rsn'gzlllum

support is low % rd 805 : large
= Russia: negative correlations of resilience are stronger *

when social support is high
Table 2. Correlations of resilience with depression, anxiety, stress when social
support is high or low

Germany USA Russia
_ SOC sup SOC sup socsup |
hight [low hight llow high? |low

(1) res*dep L32% .45 .25 36T .24 .21%
(2) res*anxiety -21%(< -38* 20" (< -31** 18" > -13% resilience social support

(3) res*stress  -.26"*  -32% -25* -28% 217 - 14¢ Note. Scale range: RS-11: 11 - 77, F-SozU K-14: 14 - 70; all comparisons: **p < .001
Nate. res = resilience, soc sup = social support, dep = depression; **p < .001 Figure 2. Comparison of the distribution of resilience and social support

[1] Shea, T.L., Tennant, A. & Pallant, J.F. (2009). Rasch model analysis of the Depression, Anxiety and Stress

= |n all three countries, resilience and social support protect Scales (DASS). BMC Psychiatry, 9, 21.
z q . [2] Shkolnikava, M., Shalnava, S., Shkolnikov, V.M., Metelskaya, V., Deev, A., Andreev, E., Jdanav, D. & Vaupel,
agalnSl depreSS|0ns anXlety and StreSS J.W. (2009). Biological mechanisms of disease and death in Moscow: rationale and design of the survey on
e = . Stress Aging and Health in Russia (SAHR). BMC Public Health, 8, 293.
= Resilience: highest in USA 3] Ungar, M. (2008). Resilience across cultures. British Journal of Social Work, 38, 218-235.
q c q [4] Seeman, T.E. (1996). Sacial ties and health: The benefits of social integration. Annals of Epidemiology; 6,
= Social support: highest in Germany el o g
" B . 5] Lovibond, S.H. & Lovibond, P.F. (1995). Manual for the Depression Anxiety Stress Scales (DASS). Sydney:
= Depression, anxiety and stress: USA > Russia > Germany Ls]ycnmogymmuauon : / ash SR
) g . e . [6] Schumacher, J., Leppert, K., Gunzelmann, T., StrauB, B. & Brahler, E. (2005). Die Resilienzskala - Ein
= Partial compensatory relationship between resilience and social | Fragsbogen zur Erfassung der psy fahigheit als P Zeitschrit i Kfnische
q - I 2 Psychiatrie und Psychotherapie, 53, 16-39.
Suppor‘t n USA and Germanyl bUt nOt n RUSSIa' Reasons - [7] Fydrich, T., Sommer, G., Tydecks, S. & Brahler, E. (2009). Fragebogen zur sozialen Unterstiizung (F-SozU):

Normierung der Kurzform (K-14). Z Med Psychol, 18, 43-48.
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Eviré & KamoSiotpiaks Mavemoaripio Ay
e The Disgust Scale - Revised (DS-R):
! Preliminary Reports of the Psychometric Properties in Greek Population

. _Chalimourdas T.", Ganidakis F.' , Matsouka E.! §eﬂraesnl9u P!, Etattauadsu K.", Stachtea X."
Mourikis I.", Vaidakis N.' & Papadimitriou G

i 1-0thens Koixersitx Mediea| 2ehss) Eainitisn Hesrifal Rerariment sf Psxeniatn: Hipsns. Greses ]

iintroduction

:-Disgust is a core emotion that has been intensely investigated the last few years. Disgust is defined as the repulsive feeling caused by the prospect of eating a
Edetestable object. From an evolutionary point of view disgust seems to act as the keeper of the mouth.

:-Disgust is regarded as a multidimensional emotional state that comprises of three dimensions: core, animal reminder and psychological infection.
:-Although pathological disgust is not included in DSM-V, there are studies that report a link between obsessive-compulsive disorder, specific phobia of little
ianimals, blood/needle phobia and disgust.

E-One of the scales that are used for the measurement of this emotional state is the Disgust Scale Revised (DS-R).

1
iAim Current Study

:The aim of this study was to validate the psychometric properties of the Greek version of DS-R.

:2 = Neither agree nor disagree 4. The level of religiousness correlated positively with the measurement of disgust while age presented a negative
:3 i correlation with the contamination disgust.
|4 = Strongly agree (very true about me}

S (S S L N N N L L L R D L D s - -
1 I 1 1
:Method RESI.I Its :
: :1 Preliminary results showed that the Greek version of the DS-R possesses satisfactory psychometric properties:
:Partlclpants 1 :(sensitivity and specificity) as compared with published results from other countries. :
1
:The participants were 251 students) :2. The three factors model that is proposed by the creators of DS-R (core disgust, reminder of animals and:
1 1
:(170 women, 81 men) :contamination disgust) has also been confirmed for the Greek version of DS-R as the results indicated that there was}
:The age range was from 18 to 36. : :saiisfactory reliability of the model, medium relation among the three factors and strong relation with the total scale. :
1
: 1 Core disgust | Animal Reminder Contamination :
:Deslgn : Pearsonr| p-value Pearson r p-value Pearsonr p-value :
1 1 1
:Each participant answered the DS-Ri : Animal Reminder 0.5 <0.001 :
:and a Demographic Questionnaire. : Contamination 0.5 <0.001| 0.4 <0.001 :
! ! [Total 0.9 <0.001] 0.8 <0.001 07 <0.001 !
IMaterial H i ) 1
: 13- Women had higher measurements of disgust than men. :
11. The DS-R consists of 27 items, each ; . i
L = . Men Women Independent samples t-test 1
litem is rated on a 5-point scale,l 1
1 DS-R Standard Standard 1
Era"gi"g from O to 4. ! Mean value. deviation| Mean value. deviation| t df| p-value i
:1 5 of the items rate the agreement with Core Disgust 23.6 7.7 29.5 7.8 -5.69 249 <0.001 !
Ithe statements, on a 5 point scale: Animal Reminder 15.6 6.4 17.8 6.6 -2.57 249 0.011 1
i ! : ! | | | I H
10 = Strongly disagree (very untrue about me) Contamination 8.2 3.8 9.1 3.7 -1.85 249 0.065 :
11 = Mildly disagree (somewhat untrue about me) Total 47.3 15.4 56.5 14.8 -4.53 249 <0.001 :
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

IN . Age Income Religi ness

jNext 10 items rate the degree of;

H rho p-value p-value p-value
:dISQUSl on a5 point scale: Core Disgust 0.853 0.304 0.001
10 = Not disgusting at all Animal 0.095 0.370 <0.001
:1 = Slightly disgusting Contamination 0.031) 0.240| <0.001
12 = Moderately disgusting Total 0.985' 0.212 <0.001

:3 = Very disgusting

:4 = Extremely disgusting

[}

:Moreover, the DS-R includes 2 "catch"

:questions (identification of people who i
1 . ) 1* The results were satisfying (in accordance to previous research)
j1are not paying attention or are not:

1 = The three factors model (core disgust, reminder of animals and contamination disgust) has been confirmed
:taking the task seriously). :

1
:2. Demographic data was collected for
1

Limitations of this study:

ts, thus we cannot generalize the findi in general population

g

= The participants were stud

=each participant (sex, age, education,]!= Not age-represantative sample (mean age: 21.5)

:work status, family income, religion,;; Future research

1
lreligious ness).

= An assessment of test - retest reliability and a larger sample are needed

|Re|'erem:e; 1
IHaidt, J., McCauley, C., & Rozin, P. (1994). Individual differences in sensitivity to dlsﬂust A scale sampling seven domains of disgust elicitors. Personality and Individual Differences, 16, 701-713. Olatunii O. B, Haidt J, McKay D., David B., (2008). Gore, animal 1
Ireminder, and contamination disgust: Three kinds of disgust with distinct and clinical lates. Journal of Research in Personality 42 1243-1259. van Overveld M, de Jong P, Madelon P, Shouten E. (2011). The Disgust 1
IScale-R: A valid and reliable index to investigate separate disgust domains?. Personality and Individual Dlﬂerences 51(3): 325-330. 1
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Mental Health and Mental lliness Across the Lifespa
Transnational Comparison in Germany and Russia

Schonfeld, P., Brailovskaia, J., Bieda, A., Zhang X. C. & Margraf, J.
Mental Health Research and Treatment Center, Ruhr University Bochum

Introduction Methods
Indepepdent but correlated concepts of psychological symptoms and Two representative cross-sectional samples:
well-being (e.g., Keyes, 2007) Germany (N=7583, Min,,,.=18, Max,,.=99, M,,,=47,64, 49.9%
Inconsistent evidence for age differences in mental health and illness: female) )
Russia (N=2606, Min,4,=18, Max,,,=100, M, ,=44.02, 54.5%
Increased mental health (Happel, 2011)——"> Australia female) o
Unchainged mental health (Hanmer et al., 2006)—,> USA Self-report questionnaires: &
Decreased mental illness (Westerhof & Keyes, 2009) > Depression Anxiety Stress Scales (DASS=21}), 2 -
Netherlands Positive Mental Health Scale (P- Iey- i
Marital Status . .
School education
Issue: What are the differences of mental health and mental Data collection:
illness across the lifespan in a transnational comparison Face-to-Face
for Germany and Russia? Online
Offline Panel
Results

Overall differences:
Mental health is higher for Russians (M=20.90, SD=5.24) than for Germans (M=20.00, SD=5.18; p<.001)

Mental illness (including the subscales depression, anxiety and stress) is higher for Russians (M=11.18, SD=10.58) than for Germans
(M=12.05, SD=11.11; p<.001)

Main finding:
Opposed directions of the relationships between age and mental health and mental illness
in Germany and Russia

23 15
#Russia  Germany #Russia " Germany
14 A
22
13 A
22 : Hz ] :
8] . I b
i a <11 A ._’/ T B W
Q20 | o : |
| \\/. 10 A .
19 0 |
18 r T T T T r 8 T T T T T T
18-27 28-37 38-47 4857 5867 6877 7899 18-27 2837 38-47 4857 5867 6877 7899
age (years) age (years)
Figure 1: Means of the P-Scale across the age groups Figure 2: Means of the DASS-21 across the age groups
Age remains a significant positive predictor of mental health in Age has a negative effect on mental illness in Germany (B=-.132, p<.
Germany (p=.074, p<.001) even after controlling for gender, 001), even when sociodemographic variables are included in the model
school education and marital status; by contrast age is a negative | while it has a positive effect in Russia (B=.054, p<.05)
predictor in Russia (B=-.167, p<.001) The same results arise for depression (8=-.107, p£.001), anxiety (B=-.
Both in Germany (B=.050, p<.001) and Russia (=.059, p£.01) the| 062, p£.001) and stress (B=-.170, p<.05) in Germany and for anxiety
relationship between age and mental health is curvilinear (B=.103, p<.001) in Russia
| .
Conclusions ‘

Substantial differences in the association between age and mental health and mental illness between the two cultures:
Today's older German people experience more mental health and less mental illness including depression, anxiety and stress
Conversely, older Russian people are less mentally healthy and report more psychological symptoms

L -

In Germany, health increases with age. In Russia, however, mental health decreases and illness
increases.

|References
Hanmer, J., Lawrence, W. F., Anderson, J. P., Kaplan, R. M., & Fryback, D. G. (2006). Report of nationally representative values for the noninstitutionalized US adult population for 7
health-related quality-of-life scores. Medical Decision Making, 26, 391-400.
Happell, B. & Koehn, S. (2011). Effect of aging on the perceptions of physical and mental health in an Australian population. Nursing and Health Sciences, 13, 27-33.
Keyes, C. L. (2007). Promoting and protecting mental health as flourishing: a complementary strategy for improving national mental health. American Psychologist, 62, 95-108.
Westerhof, G. J., & Keyes, C. L. (2010). Mental illness and mental health: The two continua model across the lifespan. Journal of Adult Development, 17, 110-119.
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Next Conferences

V ¥ Societa Italiana di
Psicoterapia
SIPSIC
Terzo Convegno

La Psicoterapia in Evoluzione
Disagi Emozionali:

Regolazione e Disregolazione
degli Affetti nel Tempo della
Crisi

*I pescatori sanno che il mare é pericoloso e la tempesta terribile, ma
non hanno mai trovato questi pericoli, una ragione sufficiente per restare
arnva.”

Vincent van Gogh

Roma- Hotel Ergife
21-25 Ottobre, 2015
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Call for Papers

JERUSALEM 2015

European Association
for Behavioural and
Cognitive Therapies

45th Annual
EABCT Congress

Jerusalem, Israel
August 31-September 3, 2015

CBT: A Road to Hope and Compassion for People in Conflict

A
Jerusalem, the urique aty chershed by milions

of people throughout the world, ks a spirtual
center of great interest and beauty

Jerusalem the ancient... with numerous holy
places and treasures that have drawn pilgrims
and tourtsts throughout the ages.

Jerusalem has been the focus of mankind for
more than 3,000 years. Sanctfied by religion
and tradition, Jerusalem & a city revered by the
theee monothetstic faths - Judatsm, Chetstianity
and sam

Jerusalem the modem... a thriving city that
offers both the mystery and magnificence of the

www.goisrael.com
httpJ/Awww.aboutisrael.co.ilfeng

past and the luxury and efficiency of the 215t
Century.

Jerusalem Is the Ideal ity for corwentions,
congresses and intamational gatherings. it offers
splendd faclities and 2 wide variety of tourst
accommodations enhanced by 2 mild dimate
and beautiful landscape.

The city Is also an ideal base for Interesting
excursions. In less than an hour one can reach
the Mediterranean, Dead Sea, histork Galllee or
the "asma'.lnﬁ desert. Full or multiple-da
excursions will take you to the sun-d

glory of Ellat or the beautiful landscapes, nature
resarves, waterfalls and religious sites of the
Gallee and Golan.

For more information on Israel and Jerusalem M

www.mfa.gov.il

http:/fisrael2 1c.orgftravellexperience-israel REsbrmmne - @

www.itraveljerusalem.com

s
Adgrel Aestbsad

www.eabct2015.com
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‘Rome, Italy
March 24-28, 2015

ATTEND THE BIOFEEDBACK FEDERATION OF EUROPE'S ANNUAL MEETING IN ROME

Participate in the upcoming Biofeedback Federation of Europe’s annual meeting.

It is an ideal place to present your research, attend workshops, participate in sci-
entific sessions, network with colleagues from around the world, and expand
your knowledge through a wide range of presentations by internationally recog-

nized leaders in the field.

CLINICAL & EDUCATIONAL WORKSHOPS - March 24, 25, 27, 28

Drs. Linda and Michael Thompson
5-day BCIA Neurofeedback program
(sequentially translated into Italian)

Dr. Steven Baskin
Headache Disorders

Dr. Richard Gevirtz
Heart Rate Variability Biofeedback: Principles
and Applications

Dr. Diana Martinez

Optimization Therapies: Quantitative EEG
Analysis, Bio & Neurofeedback in Combina-
tion with Noninvasive Brain Stimulation

Lothar Niepoth, Dipl. Psych.
Biofeedback in the Treatment of Insomnia

Dr. Erik Peper

Building Hope: Integrating Biofeedback

and Somatic Feedback with Seif-healing
Skills Resolving Chrenic Disorders from Test
Anxiety to Severe Chronic Pain

REGISTER AT WWW.BFE.ORG

B TR

Dr. Paul G. Swingle

ClinicalQ and Braindriving: Neurctherapeu-
tic Treatment of Depression

ClinicalQ and Braindriving: Fundamental
Neurotherapy for Professionals

Dr. Lindsay Thornton
Applied Work with Athletes in Peak Per-
formance and Sports

Edna Tune, B.Sc.. MA

From Disabilities to (Learning) Differences
Over to Abilities & Control and Leaning
Gifts in Correlation With the Frontal Lobe

Ralph Warnke, Dr. Christel KannegieBer-
Leitner

HEG based neurofeedback practically intro-
duced as a training method in ADD/ADHD,
dyslexia and other learning disorders.

More coming soon...

SCIENTIFIC SESSIONS: March 25-26
Delve into the latest research in the field
with In-depth scientific presentations.

R L T

Accepting
Submissions
Submit your proposals
for symposia, paper
sessions, posters and
oral presentations.

Submission
Deadlines

Symposia, paper sessions
and oral presentations
November 15, 2014

Posters
November 30, 2014

For more information,
please contact:
conferences@bfe.org,
44-20-3289-8033

or visit our meeting page
hitp://bfe-
meeting.blogspot.ca/p/
welcome-to-bfe-annual-
meeting.html
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New Publications

FrancoAngeli
||

i A cura di
30 storie cliniche «

b Lucio Sibilia e Stefania Borgo
oogmtm-comnortameuntal_eu

Lucio Sibilia e Stefania Borgo
2

T 30 STORIE CLINICHE
DI PSICOTERAPIA
COGNITIVO-
COMPORTAMENTALE

PSICOTERAPIE

FrancoAngeli

Presentazione di

Codice: 1250.238 Giorgio Rezzonico
pp. 400
La psicoterapia cognitivo-comportamentale ha una solida tradizione scientifica e la
€38,00 sua efficacia terapeutica, per la maggior parte dei disturbi psichici, & sostenuta da
. numerosissime ricerche sperimentali. Meno nota € I'attenzione data alla vicenda
Qollana.. umana. Queste “storie cliniche”, invece, comprendono non solo il resoconto tecnico
Psicoterapie delle terapie (il lavoro svolto nello studio del terapeuta), ma anche gli aspetti perso-

nali ed interattivi delle persone che ne fanno esperienza viva, nei due diversi ruoli: il
libro evidenzia con linguaggio immediato come questa esperienza abbia inciso sulla
storia di vita dei pazienti e, spesso, anche dei terapeuti.

| casi sono stati scelti fra quelli presentati dagli allievi per I'esame finale di diploma in
psicoterapia. Il libro presenta quindi un interesse diretto per tutti i colleghi in formazio-
ne che stanno per prepararsi a questo importante passaggio.

La selezione dei casi, tuttavia, copre un'ampia gamma di disturbi e, pur con la viva-
cita della narrazione soggettiva, mantiene I'accuratezza del resoconto clinico. Per
questo, anche lo psicoterapeuta esperto pud trovare numerosi spunti di interesse in
questo libro.

Infine il linguaggio scevro da tecnicismi rende la lettura agevole anche al profano
che voglia soltanto curiosare o esplorare dall'interno la psicoterapia cognitivo-
comportamentale.

Lucio Sibilia, professore a riposo della Sapienza, Universita di Roma, dove ha insegnato psichia-
tria e psicologia clinica. Nelle sue ricerche, pubblicate anche su volumi e riviste internazionali, si
€ occupato dell'efficacia delle psicoterapie, dei metodi di gestione dello stress e
dell’autocontrollo delle abitudini consumatorie, per il frattamento dell’obesita, del tabagismo e
per la prevenzione dell’abuso alcolico.

Stefania Borgo, neurologo e psichiatra, didatta nelle due maggiori associazioni di psicoterapia
cognitivo-comportamentale (SITCC e AIAMC), direttore del Centro per la Ricerca in Psicotera-
pia e della Scuola di specializzazione in psicoterapia cognitivo-comportamentale e intervento
psicosociale. E autrice di numerose pubblicazioni nell'area della ricerca, in particolare sulle
emozioni, e nell'area della formazione con due volumi sulla supervisione clinica e sull'analisi
formativa.
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Contributing to Psychomed

Psychomed is a triannual on-line journal on psychotherapy, behavioral medicine, health
and preventive psychology, published by the Center for Research in Psychotherapy (CRP),
jointly with the Italian Society of Psychosocial Medicine (SIMPS), the Italian Association
for Preventive Psychology (AIPRE), LIBRA, ALETEIA.

All issues of Psychomed are available on-line at http://www.crpitalia.eu/psychomed.html

Contributions for Psychomed can be sent by email in Italian or English to: Dr. Dimitra
Kakaraki at: psychomed@crpitalia.eu.

For information about the editorial norms, please read
http://www.crpitalia.eu/normeautori.html.

The works will be shortly read by the Editorial Committee and the sending Author will
receive a prompt feed-back.
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