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Previously found sfccessful.clinical-resuitslleax
gxto a proposal that 1mprovem nt 1n obsess1ve compu151ve

symptoms could be effected b the appllcatlon of* an .aveérsive

v

stimulus (Faradie Dlsruptlon) “to the images ang houghts

J

that patlents expressed about thei\\symptoms (obse331ve
hY

3

. . .

- ' -
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,1deat1Qns).

.. A controlled study was initiated in which an

' ~i.,
reurosis received 30,sessions of Faradi

R4

Disruption over a ‘'
three—month perlod and a waltlng llst control group with

\\the same dlagn051s was delayed by three months before

receiving treatment. An attempt at complete‘matching of

subjects was only partialiy'successful and'a final total

4 ~
u

of six sub]ects in the experlmental group and four in the

control group. .was achled%d

v R . .

fn
Assessments.of treatment progress,were made through

the use of patlent sub]ectlve ratings of their symptoms,

N

an 1ndependent psychlatrlc ratlng of symptoms, a psychlatrlg

ratlng of general adjustment and two psychometrlc tests,

r!

the IPAT Self- Analys1s Questlonnalre and the r Survey

»

Schedule. The latency of 1mage.formatlon,.1.e. the length

a

of timeﬂtaken'by the patient-to,form an image on command,

\ *

was used as the main experlmental measure. Assessments were

made prior to treatment, after 10 treatments (or 1 month‘

waiting control), after 20 treatments (2 months waltlng_



.con?rol) and after 3O;treatmentsV(3 months,waitihg'control}.

.FéliOqup was initiated_on;all patients successfully com- .’

" pleting the treatment e,

., .

-+

)

Cllnlcal and experlmental results showed that

o '.Féradicﬁnlsruptlon qu-partlcularly effectlve in ‘the

ot

.reduction of target-symptoms'and broduced a‘borrésﬁonding
;large lncrease in the latency of formatlon of experlmentally.

treated 1mages. The treatment also produced a- ieneral'

"

. 1mprovement an patlents adjustment 'and there was a tend— :
T " ency %orlthe treatmemtleffects toleXtend_to nonrtarget

‘symptoms. There was no evidence.that' e therapeutic
‘ 'f',endeauour resulted in changes in general. situational or
trait anxiety. C I “oe

Ld

Follow—up for a.median‘period of three-months showed -

‘that clinical 1mprovement per51sted but some relapse was

noted in one patlent ( . A ,

; . t.

‘In all, six of seven patlents who completed treatment.

L] L0

'were rated as helng con51derably amproved whlle one patlent

falled to_lmprove.
. ) . - ® -

) - . N

S, The nature of obsessive ideations in obsessive

- . v \ . N ’

neurosis and the nature of the Faradic Disrlption treatment

o c , )

. are discussed. A A '; : " IS

. ) ' * N R . .
.
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" disorders (American-Psychiatric Association, 1968)~defines

'-ofgbehav;our modlflcatlon techniques have now been applied

e . -~ 4
L TR
N ' AR . . - l 1)
: : SECtION T . .+ . . |
T ~ INTRODUCTION ~ . = o
o AN ) . /{ L Vh\
’ Thé Diagnostic-and Statistical Manual for- Mental ) on
T - v - €. y b . )

J

an obse551ve compu151ve neur051s as a

..... dlsorder characterlzed by the per51st-

. ent intrusion of unwanted thoughts, urges, or,

" -.actions’ that ‘the patient is unable to*stop,
The thoughts may consist of single words -
or ideas, ruminations, or trains of thought ,

" often perceived by the patient as nonsensical.
The actions vary from simple movements tO
complex rituals such as repeated handwashing.
Anxiety and distress are often present either -
if the patient is prevented from completing
his compulsive rjitual or if he is concerned
abolit being unable to'control it himself."  ° .

In relation to other psychlatrlc dlsorders, obse551ve

o

-neurosis 1s generally con51dered to be one of the most chronlc
A

b

.and severe (Mayer- Gross, ‘Slater & Roth 1954) and has been -
faund to be partlcularly re51stant to therapeutlc 1ntervent- ’

1ons of all types (Goodw1n, Guze & Robins, 1969). The most

o recent endeavours in -the treatment of thlS complex disorder

have come from the fleld of behav1our therapy and a dlver51ty

2

-with varying degrees 'of success.

7 N [ . . . -

THe Anxiety/Drive Reduction  Model
' Research into the behaviour modification of‘oBsesSive}

compulsive neurosis, spanning the past two decades, has

proceeded prlmarlly along one main theoretlcal piane: the

anxlety/drlve reductlon modeI’(Metzner, 1963) In thlS

paradigm, obse351ve-compulsxye behav10urs are essentlally S ’
. S Wﬂf,,4f4-__'- B v L T
. ’ . . ‘ \ N ./ ) a . . -

- ' .o - ' I . : R o -
- ' S : : S N\
. - 3 a N . v

C oy o
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- N
regarded' as ideational or motor acts which arise'in response:

to anxiety provoking cues and which become'fixated* as a. -«
) " ) e " . .°Q . . .y

resuit_of strong negative reinforcement in ‘the form of anxiety/
arive'reductioh. To use a simple hy?othetical example, ‘a.

'partlcular substance such as urlne mlght evoke an except}oa:
.ally severe- anxiety response in a glven 1nd1v1dua1 Subsequeat
washlng oehav1our/.arlslng in responseé to that .cue may result

'ﬁh a decrease in the "anxiety, thireby causing an. increment ‘ h

in xts-haglt strength Contlnued repetitions - of the cycle R
\.\

mlght eventually lead to a flxatlon of the washlng behaviour

- ~

and the processes of stlmulus and response generallzatlon may
a, »

lead to a flxatlon of. washing behav1our to other cues, or Lead

- to other_rltuallstlc behav1ours developing in response,to
[} & ) ‘ ® '

the original-cue(s). . : C, N

Early in the historical development of this model,

©

various authors ZWoipe, 1958; Metznexr, 1963; Eysenck_&'Rachman, A

e
&

'1965; Mather,'l9§0) felt the need to bro&ide laboratory
analogues- for the dévelopment of.obsessiﬁe—coﬁpulsiVe.
behaviour based on experimental research in humans and
animals. Aithou;h never directly-stated,_it~appearslthat
this need:arose in response to two perceived problems: a)

that there were examples of' 'compulsive' behaviours which

did pot appear to fit the anxiety4grive reduction model; and

Q

*The term 'fixation' or .'fixated responses' is presently
being used in the context found in most current discussions
of the, avioural modification of obsessive neurosis and.
should. be roughly. interpreted as referring to behaviours
that are strongly conditioned, performed repeatedly and
apparently without motive (Metzner, 1963), stereotyped and
rigid (Eysenck & Ra an, 1965), etc. : :



‘-

. . .' N . . 0' | * R .I:-y- . Y 3‘.‘; -
¢ \ S .
b) that some explanatlon was necessary to dlfferentlate tﬁe
. &1 e ¢
obse531onal patlent who engages in elaborate rltuallStLC/

behaviour "from the phobxc patlent who presents much131m§¢er.

avoidance. behaviour.

Consequently the diséussions have ranged from a review

- ) .. ~
of superstitious behaviour in animals.(Skinner, 1948) to

flxated responses to i soluble problems in humans (Marquart

& Arnold 19;5) - Probably the most popular analogue'among'

\ . . ) ., .
-all-the reviewgrs,.i based on an .experiment with dogs (Fonberq,

1956} in which previbusly learned'avoidance resanses (leg

- %

“llftlng, head shaklng) reappeared under condltlons of an

experlmental neurosis which bore no dlrect_51mllar1ty to the

original learning s;tuatlon. The 1mp11catlon is that in \:'
' - 3 Vi ° . ‘
patients-suffering from obsessive neurosis, the rituwalistic

N

responses are precisely such:earlier—learned avoidance responses‘
which arise (:@féer new stress conditions,."_

Later theoretical'diecﬁssions of the model have tended
to drop most‘ofpthe e rimental analogues presumabl§ because

it has been realized that the human clinical population itself

prbvides'enough material. and problems to warrant analysis. - 2}

" Even Metzner (1963) who originally proposed most of the

analogues, stated ".....in many cases of obsessional neurosis
.....the behaviour is still elicited by definable situations

and reinforced by obvious rewards" (p.232), implying that the
> . ,

«
-

use of analogues was unnecessary in these cases. In fact, most
4 R P
of “the cases which were presented as Texceptions to the rule'

did not provide enough information that one could'adequateiy' . ‘ .

<
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~ ot . -

determine whether or not the anxiety/drive reduction.model °
could. in fact be applied. As to the differentiation of

.obsessives and phobics, it a%so presently abpears.that this ,

.can be adequately made at a ‘clinical leVei (c.f. Worsley, _
1976). . "; oL .ld_ cﬁ/ﬁfff 7o .
?erhaps even mare rmportantly,-eariier_theoretical
'formulationﬁwtended toidfift away from the existing noSology
for obsessive-compulsive\neurosis Many of the cases which

appeared dlfflcult to analyze were such dlsorders as exhibit-
aonlsm, compulsive eating and other behavioural problems which
although they apgeared_tO'have a 'compulsive' element to them;v
were not strictly speaking_opsessive—compulsive disordets. .
It*js now being realized that the.lack of delineation of Whiohb
* problematic behaviours should and ﬁhich’should ndb be con-=
sidered obse551ve neuroses 1is a major obstacle to the provision

{bf a cogent theoretlcal framework (c.f. Yates, -1970).

Thus, while ituis not being suggested that laboratory.
r 4

analogues have no Valué°in a discussion of this disorder, it .

is probably better to restrlct conceptuallzatlons to the
cllnlcal population at least untll there is. an overall clar-

;fication.at this- level.

Anxiety/Drive Reductign €riticisms

The anxietY/drive'reduction moael, for the clinical ‘.
population, has in fact reoeived a considerable nu@ber of
cogent criticisms. The‘first criticism stems from an ohserv-
'atron by ‘Wolpe (1958) that some obsessional patients,exhibit

" compulsive ritualistic behaviours which appear to augment :)

]

/

3
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* i ‘.. '. » l ’ T : . ' ~‘ 5‘.

their anxiety rather than reduce it. It is suggested that

, / . .
the anxiety/drive reduction model cannot -in fact be applied

5 in these cases. The second criticism comes from observations

»

by Walkér'&.Beech (%969)'that some obsessionals do not appear

to be distressed béforefthey carry out their %ituals and

P

therefore there is no anxiety_to Be reduced. They also, v

suggest thet in some qbsessibn?l patients, mood is an important
féctor.and that Qerforgance of ritualistic behaviour sometimes
imétetes‘the %ood SEate,-especially if the fitual is of short
duration,. but it "is similarly noted that 5he mood state also ’
deterlorates under these condltlons. The& suggest (see also

Beech, 1971) that these are clear exampbés which'directly

violate ‘the anxiety/drlve reduction model.
. - L4

A third criticism stems primayily from the experimental

literature on avoidance behaviour ' (Herrnstein, 1969) in which
. : \ < )
- it has been found that -avoidance behaviour can develop in

reséonse to environmental“cues without interven’ing anxiety
or anxiety reduction. It is argued that.avdidance and auto-

nomic behaviours are in fact independently occurring respopses
; " .

te these cues. !

A To this list of criticisms can be added a fourth -

o~ ..

problem,. which is implicit in many discussions,-nameiy, the

prev1ously mentloned dlscrepancy between phobic and obse551ona1

. - -

patients and why such divergent forms of -behaviour are
. -/ . . '

" developed. _ - a . s

In response to-these criticisms, the first experimental

studies of clinical obsessional behaviour were initiated by

2



'Rachman-and hiS‘co—wdnkers at the Maudsley,Institute;

-
w .

. . . ) o < ' )
.In the first experiment. (Hodgson: & Rachman, 1972)

12 obsessive—compulsive patiehts characterized by contaminatioh

q

" fears and rltuallstlc washing behaviour were asked to rate

the degree of subjectlve anx1ety/dlscomfort that they exper—’

'.1enced in response to each of the four following conditions

g
that they participated in: 1) touching a contaminated object;

2) washing immediately-after touching the object; 3f being

delayed by one-half hour before being perﬁitted to wash; and

’4) having the wash interrupted. The term anxiety/discomfort ,

was.used in this study as many of the patients did’not feel

v

that the term ‘ahxiety'.adequately described what they'felt
whereas the term 'dlscomfort' was more appropriate for them.
The authors argue that the two terms in, reallty refer to the
same process of autonomlc arousal .

. Each subjéct served 5! his own control in a- balanced

design by touching ‘a neutral object. Pulse rate fluctuations

.were also recorded at the time and the following conclusions

were made:
“"Touching a contaminated object does produce
an increase in subjective anxiety/discomfort =
and there is a trend for pulse.rate variability:
to in‘crease. The completion of a washing ritual
after such contamination does produce a reduction
o in subjective anxiety/discomfort’and a tendency
' for pulse rate varlablllty to decrease. The
interruption/of a washing ritual after such
contamlngtigg produces neither an increase nor
a-decrease in subjegti anxiety/discomfort.
¢ nor an 1ncrease or decre se 1n pulse rate
varlablllty (p. 115)“

. " In‘the second experiment® (Roper, Rachman & Hodgson,

’1973) fﬁ obsessional patients.characterized by pervading doubt

¢ 1y
v . . CY

0 N\
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coupled with’ compu151ve checklng rltuals were studied in a

manner ‘fdentical to the first experlment except that these
" patients were asked to engage in a potentlally harmful
= ; \ ?
activity instead of simply touching a contaminated object.

_,in a“similar fashion it was concluded that performihg'these

acts does lead to an increase in subjective anxiety/discbmfort

.-

and that subsequent checking does reduce it!
This second ‘experiment also presented a comparison

bétween the results found with these obsessional "checkers"
PR . . . ..

and the obsessignal “"washers" studied by'Hodgspn & Rachman

-
<

(1972) . It was found that interacting with the feared object

+  produces greater increases in" anxiety/discomfort among the

o

» washers than "among the checkers but’ that decreases in anxiety/

d;scomfort follOW1ng completlon of the r1tuallstlc behav1our

-

were roughly equal. ‘The authors explalned this discrepancy . by

.suggestlng that the checkers may have viewed themselves as

“
’

. not greatly threatened as they were in a relatively safe
’ : ~

'

'envirdnment,(the.hospital) where the’ consequences they usually ..

feared were not likely to' take place.

Perhaps most importantly, on 7 of the 36 occasions
in %hich obsesgional checkers were studied, completion of the
checklng rituals was rated as, cau31ng an 1ncrease in subjectlve

anx1ety/dlscomfort. No- instances of thls nature were found

3

among the obsessional washers.

~

T These  two experiments- appear'to confirm, at least for

these two types of obsessional disorder, that anxiety/drive
- ’ . A I .
I 2
reduction is the primegmode,of reinforcement; of ritualistic

Voo gt e
N2 .
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behaviour. On the other hand, the fact that” sof&"tases of . &
ankietyjaugmenting'rituals were” found, still poseés problems
for the model.’ The authors' rejoinder is that the findings

do not in fact contradict'the basic.hypothesis, for "..,..-

'f'lf checking glves rellef or av01dance of dlscomfort .0on some

I

',occa51ons then"it may fall to extinguish.even though on other

occasions repetitivé cheching increases discOmfort."«(Roper
et al., 1973). This appears-td'be,basically a statehent of
the effects of partial reinforcement. . ¢

v .
In response to the criticism that avoidance behavlpur

-

L2

'often deve10ps in the absence of anxxety, Hodgson & Rachman

. ~

N
(1972) state that thlS does not necessarlly mean "that the

anxlety/dﬁlve reduction, phenomen0n<1s not.occurrlng in ‘these

'1nstances Essentlglly these authors do not deal with the .

3

questlon of dlfferentlatlng obseSSLOnal patlents from phoblc
.
patggnts on behavioural grounds.

[ .

-

. An excellent dlSCUSSlOH of the anx1ety/dr1ve reductlon

'hypotheSLS 1s provided by wOrsley (1970) although it is some-
» . what hampered by the fact that he falls to use conventlonal ¢

termlnology-ln some 1nstances ersley first tackles the

% 3

‘question of the’ dlfference between phoblc and obsessive

patlents. He suggests that both engage in escape behav1our
when confronted‘by“the anxlety—triggerlng~stimulus and the

two only dlffer in the loglcal relatlonshlp of the escape-

'Nbehaviour to the cue (e. g. bus phOblCS physxcally leave the

‘ 51tuatlon while obsessives who cannot do so engage in behaviour

v Wb . -

. like washing which may rid them of the feared substance) .
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'Both phobics and obseseives suhsequently learn to avoid tie

' . | . - .
anxiety-provoking cues!. Anticipatory avoidante in bus phobits
would-'entail taking steps to stay clear of buses and finding
[ ) - " * .

other modes of travel; whereas in” obsessives anticipatory

!

avoidance®of contamination would involve more washing and

. cleaning rituals very much like those-which they exhibit in

'escape situations. Worsley theh appears to be‘suégesting that‘

. l\l' : L3 L] ; 'l .@ . * .
confusion arisé&s because in some instances ritualistic washing
is escape behaviour and in othey instances ‘avoidance behaviour. .

This explanation would suggest that those cases observed by
¢ T

Walker«s Beech (1969) whose rituals were initiated. without -

- v
-

previous discomfort, were cases of anticipatory avoidance.

L4

Worsley goes on to state that there is no reason to

assume that anticipatory avoidance behaviour should be mood-

“~ e -,

'”thrOV1ng and that the 1nstances where anx1ety reduction does

take place 1s, through partial reinforcement, more than enough

to provide adequate reinforcement for the fixation of the

<7

behaviours. ’

-

Overall Worsley has provided'an excellent account of’

_5\\\\2pbse551onal behav1our 1n terms of the anx1ety/dr1ve reductlon f>

model .and his_explanation seems to counter the criticisms

~

which were offered previousl;.

- One comment would appear warranted, however;'ﬁorsley

- describes the anticipatory avoidance. behaviour of obsessio ls..

as a 'threat of failure to-act im a certain way'. Althou
- L4

~

this is an interesting interpretation, it does not seem to be

necessary in behavioural terms and his simpler explanation

——

< 14 » - t
/w ’



in terms of anticipatqry.avoidance seems adequate at least

untll ‘'some other flndlng requires addltlpnal postulatlons. _N\j

A frultful expan51on of the anx1ety/dr1ve reductlon
model has been praposed by Walton(& Mather (1963 In a

study of 51x-obse551onal patlents, they found that tfeatmént,

.of the conditioned autonomic drive (C.A.D.) in the'acute cases

was much more successful than in the chronlc cases. They drew

-~

the conclu51on that thlS result occurred because in the chronic

cases the compulsive behaviours had become conditioned to the

.C.A.D. jtself .and thereby became functionally autonomous from

the original anxiety-eliciting. cues.

Bahaura (1969) argues against this formulation,
however, prlmarlly on the basis that the experlmental llter—A
ature suggests that av01dance and autonomlc aspects of fears
act relatlvely lhdependently and ‘that there is no (experimental)
eVidence Bhat one can becgme conditioned to the other. Bandura .,
suggests that the difference lies in the’fact that pver a loné
period of time, the_chronic'patients have'fixated their com-

pulsiﬁe'béhaﬁiours to a number of other (than the original)

cues or set of cues through the process of stimulus general-

" ization and that many of these cues were not presented when

tteatment of the C.A.D. took place in the chronic cases.

This is a dispute which on the face of it should be
directly expertmehtally testable but‘again the argument used
by Hodgson &VRachman (1972) in rebutting a similar criticism
would also apgear to be relevant; that is to argué that the | L

. . L .
principle does not hold for experimental studies does not,,

-\

Rl
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necessarily preclude it from applyiﬁg to.cases enéoungeréd 
cliniéally. '

. Overall'then, the anxiety/drive reduction ﬁodel seems
- to have4con51derable value. in explalnlng the flxatlon of
compulgizg behaviours to anx1ety provoklng cues partlcularly

S "é-..ﬂﬂ
if: some of the quallflcatlons pfoposed by Worsley and. Bandhra

are acknowledged. The model does not explain how the anx1et¥j 3

pibvékipg cues evolved in the first place although. it is - :'mﬁad

generally implied that this occurs in ‘the same manner as hasi -

3

been described for phobias (c.f. Worsley, 1970). . &w//;,,f_g
' By the very nature of the model, the anxiety/drive |

reduction theory leads one to focus on§the anxiety-provokinq“”,

. V ’ ' h L . o
cues as the target for treatment. It is predicted that if

1] .
Enxiety responses to thpse cues are reduced or eliminated

>

then there should also be a corresponding diminution of
. i : 1 .-
associated compulsive behaviours, except perhaps in thoseé

cases where the compulsive behaviours have become functionally

autonomous (depending on what point of view is taken for this

)

phenomenon) . In these latter cases somé édditional_therapeutic—

measures will be necessary if it is assumed -that functional
autonomy has' taken place.*

Treatment Methods " .

Initially two treatment technigques, desensitizatidn
(Paul, 1969),and aversion relief (Solyom, Kenny & Ledwidge,-
1967) both of which have shown promising results in the

t;eaﬂment of ba51c phoblas, were applled to obsessive fears.‘.

In two reports (Bevan, 1960; Walton, 1960) the desen31tlzatlon

~

s. : . . kﬁ
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procedure was a manlpulatlon of anx1ety u51ng psycho—

e

tropic drugs based on a rec1procal 1nh1b1tlon nypothesis

)
T

(Wolpe, 1958). 1In instances where some attention has”been

paid to functlonally;autonomous behaviour, either JUided
1’

'response preventlon or punlshment (electrlcal aver51on) has*
e
‘1 R .

..been‘applaed subsequent to treatment of the .K.b.:‘gf,f
h

o m s ”

In single case stud1es-1mpro@ement bgen regortéd‘

by Lazarus (1958), Bevan (1960), Walton (1960), Wolpe (1964) , .
Ha: lam (1965), Lazarus (1965) , Solyom (1969), Gentry (1970),

chkramasekera (1970), Tanner (1971) and Rackensperger &

Feinberg (1972). In several multiple case studies the results
haue shown considerable varlablllty; improvement has been
reéortedAby Walton:& Mather (1963) in three of six.cases,
by qooper, Gelder & Marks (1965) . in only three of ten’cases,

by Worsley (1970) in two of four cases, by Saper (1971) 'in Y

v

‘one of two cases and'by Solyom, Zamenzadeh, Ledwidge & Kenny

'(1971) {; 11 of 15-cases. On the other hand definite‘lack

— . kS

r“bf “improvement (w1th desensitization). has been noted by

“,

Schmldt Castell & Brown (1965) .in three cases, by Meyer (1966)

»

in two ca\es, by Marks, Crowe, Drewe, Young & Dewhurst (1969)

in one case, by Furst & Cooper (1970) in two cases and by
d 7

.WlSQCkl (1970)- in one case./\To date no controlled studles

of these methods has been undertaken for obse531ve neurosis. ’
By simple addition, the above cited studies show that

31 cases improved and -26 were'unimproved. These results are -

not oveﬁly impressive and. some detailed>studies'would appear |

warranted at this point if these techniques are ‘to be consgidered
. o . Y -

<

-?
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similar’ to the technlque desrgned by Bandura (1969) Was

-

»

. working. up - a hler rchy of ltems

°

\ & e,

for regular use with this type of disorder.

' ¥ Flooding and Modelling

L] . -

-
-
4 v

P I

v oo .

. A" more recent set of studies has explored .the use-

fulneSSLof modelling and f£looding procedures in the tregtmentg
. e : A3 i . :d‘;'?‘

of'obsessional disorders. aAn initial case

-

studycﬁy Rachman,

Hodgson & Mar21lller (1970) showed that a modelllng procedure,

v

Y
-

partlcularly effectlve in reducing the obse551ve fear’ef s

dlrt and excreta in a 20-year old male. In thlS treatmema

-] A

‘theqexperlmenter modelled a varlety bE the
g

patlént s feared

objects ke g.} a smear Jof dog excrement) and subsequently

1

K]

encouraged the patlent to gradually apprqach 1t and then tduch

it hlmself beglnnlng W1th the least anX1ety provoklng and,
r

L3

GUlded response preventlon'

was also used“to delay compu151ve handwashlng and the(combr\\

7

*ation of the two procedures resulted in a large decrease An

@ e

Ehl

ischarge showed a maintenance of improvement. . .,

Baum & Pogser (1971) described the"treatment ofitwo o

. ]

both the obsessive fear and the handwashlng. .Follow—up on

1)

- L]

. patlents "with obse831ve problems using floodlng, a.procedure <

. Whldh prevlously had been shown to be effectlve in the treatment

Q&

of. phoblas (Boulougoufls, Marks & Marset 1971)

N In floodlng, patlents are confroénted 1ﬁ vivo w1th

L
. @ ‘.—

I3

' %he feared Objedts and encouraged to- 1nteract with the obJects

without av01dance or: performance of r1tuals. In the two cases

o .

_r,;\-,‘
2

Y
was obtained and subsequently malntalned

T .

" Other successes,

. , “'

' reported by Baum & Poser, con51derable symptomatlc 1mprovement



with,floodingihave beedVreported.byiRainey (1972) in one
‘-. . . 4. "r . . ; ‘ " . LN ‘ . , '\‘
s case and by Boulougouris, & Bassiakos (1973)'in three cases.- v

L

- .-‘.7" Rachman, Hodgson & Mafks (1971) 1n1t1ated the flrst

‘of . three studles o codpare the results of floodlng and 'f'ﬁ (: '
modellxng 1n the treatment of obse551onal dlsorders. Ten ) L
B B e

patlents w1th longstandlng obse351ve compuls}ve neuroses were
studied in a\cross-over de51gn.' All" ten patlents flrst

“wﬁreceiVed315 sessions of relaxation't 1n1ng over a three—week

' perlod follow1ng whlch flve gﬁjthem recelved floodlng in: ‘vivo

(15 se551ons) and five recelved modelllng (15 sessxons) .In
.. ‘ \ . 1:'.

:both whe floodlng and modelllng procedures response prevent}on'

» LA

:'was encouraged for 1ncrea51ng perlods of time follow1hg the o
treatment se531ons A number of méasures were taken to assess’
the - therapeutlc effects including cllnlcal ratlngﬁscales, *

attltude scales, an overt av01dance test of patlent S ;beclflc_

N fears,'a sub]ectlve fear thermometer (1n response to the

oL _ phobic object) and two psychometrlc tests, the Leyton Obsess—~
R -‘ _A‘ g
' . 1onal Inventory and the-P.E.N. (Psychotlclsm/ExtraVers1on/
¢ ,,“@ ' . "' ¢ ) L
Neurot1c15m) Scale.

°

-

The overall'results showed that wh11e none of the’

N e 'l e

' patlents'lmproved°w1th relaxat}on alone, three of five 1mproVed

Ly .

/ 1 ‘. w
—

oo, s1gn1flcantly with modelllng;and three Qf flve 1mpr3yed w;th "

] . T« . : - —y
, .

. flooding. . Those who improved centinued to do so us“to_three
K . ~—— ) '.‘_ s ' .

- ponths follow-upz" ) . ﬁ%&, '5' . . o
On the treatment measurements, the.scores of the .

o .

T

S i_vnmodeliing and flooding_Sessions were combinﬁd_and found to.'p: b

. . . . ’ ' . * L . N l‘.\'.
- ~bezsignificantly'superlor to the relaxation sessions for
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«almost all the ratings‘ Whlle modelllng alone and . floodlng
alone Jwere - both superlor to relaxatlon on mbst measures,.
ﬁ? they dld not appear to d1ffer rn effectlveness when compared

° . . . - a

5 with each other.‘- o L-,. =

°:‘.;§!»

|.

’ Thus both modelllng and floodlng produced large

decreases in phoblc anx1ety and phOblC av01dance (as rated

h_by,anilndependent.assessor); large-decreases-;n phoblc‘av01d-
ance &nd phoblc anxiety feelings twoard the phobic object .
(fear thermometer), a large decrease 1n overt phy31caI av01d-

the of the phOblC object (tested ln VlVO), and other var1ous \\\

attltude changes. . . o 2 .

In the second study- (Hodgson, Rachman E‘Marks;_1972)

,a.new'grouptof five'patients was treated with a technique which
%cOmbined modelling and floodind. ,This treakmentJfollowed'the

'procedure for modelllng except that 1nstead of starting with
items low on the fear hlerarchy, the order was reversed and

o the most severe 1tems were presented first, - - ¢ .
T The cross-over design, treatmentf~measuremeﬁt and

LS

statistical procedures were the same as in .the preV1ous study.
Four of the five patients treated by the new technique 1mproved-

- considerably while one did not. The results of this study

-were combined with those of the.original study'and showed that

this new procedure plus\theoother two- treatments combined were

¢ 5

SLgnlflcantly superlor to relaxatlon alone and that modelllng

.plus- floodlng 1tse1f was superlor to relaxatlon alone on most

0
v

-measures.‘:A'comparlson of floodlng;‘modelllng and.modelllng_

.'plus flooding showed that the lest’of'these'Was superior to the,
J.\. V . « e N

J
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h-others on - several measures.f Flnally, follow—up on all 15

., A
patlents was carrled out to’ six months and showed that the

'lmprovement7ach1eved in the therapeutlc sess1ons had been

'malntalned and even 1mproved upon in some cases.'

In the latest study (Rachman, Marks & Hodgson, 1973)

¢ AR

‘ flve more patients were studled W1th the modelllng plus flood—

ing technlque. When the results were comblned W1th “the results
of the preV1ous 15 patients, it was found that whilke all three

types of treatment were signifioantly\supérior'to relaxation

- alone,'the sdperiority of modelling plus flooding over’the

other two treatments had disappeareds: . - : .
. v )

,
.

; Thus it appears that modelliné, floodlng, and’ model-

llng plus floodlng are equally effective treatments for )

obsessional neurosis.: It is 1mportant,.howeyer,,to make some

»

'quallflcatlons of. the results “First, the treatment procedurd

ltself is somewhat confounded W1th the effects of response
preyention which Was carried out simultaneously with the

treatment. Secondly, many of the patients reQuired a con-

) : : . L ,
siderable number of booster treatments before they were
. \ . . 1 P

.\‘(

considered eliéible'for disoharge;_.&hirdly, these'treatment
forms appear to require that>pat1ents be hospltallzed during

the treatment sessions. Fourthly, many of the patients- dld -

"not improve,with the treatment the final results being 13

much 1mproved one somewhat improved and six unlmproved
"

,Flfthly, as Rachman (1971) points out patlentS'who compLained

primarily of opse551onal rumlnatlons without a -great deal of p

v < 2 - R .

.overt obse551ve compulsive behav1qur were dellberately exaluded

-

from the study. '\V-' L '
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~'washing rituals focused upo

e fleld of study may have been even more narrow.’

it appears hat 18 of the 27 cases reported above as hav1ng

-been treated with floodlng, modelllnq, or.modelllng plus_

floodlng were of the contamlnatlon fear/compu151ve.wash1ng
type,-whlle on nlne were of other varletles such as com-
pu131ve checkin \ fear of harmlng others, etc. &

Thus ther may’ be not- only a qualification by type-.

for the ‘outcome . of\ these treatments but the studles also
suggest that a majo

stimulus situations which provoke compulsive rituals. .As:

Rachman et al.. (1973) concluae " in our opinion ‘the most

»

reat ..... are those with repetitive

-

difficult patients to

in a large variety of si

%

- prognosis appear to be thoij with contamination fears ané-

A

situatjons (p. 470).

Overall then, taking"nto account a few of the.above

'cited qualifications, either m delling, flooéihg or a combin~

atlon of the two treatments appear to be at present . the most.-

efflcac1ous methods of treatlng at least onewtype of thls

'compllcated dlsorder: It is Bkob bly 1mportant to note that

A

as none ‘of the three methods has been shown ‘to be really
N

superior to the others, the prospec\lve theraplst may choose

the form ,of treatment that he feels 111 be least stressful

L]

to his patkents. , vt

¢

\

prognostlc.factor lies in the’ number of’

uations. The patients with the best

a testricted number of stimulus

"than thlsﬂ however. Although detalls of the cases are scanty,.

pervasive checking rituals, involving SO—Ldﬁﬁchecks every day,
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oy
The theoretlcal formulation of obse551ve compu151ve

'_neur051s based an anx%ety/drlve reduction theory and the
. P |
subsequent dpproaches to its treéatment do not exhaust . the

"behavioural technlques that have been applled to thls dlsorder.
Apart from the strlklngly dlfferent approaches taken Wwith

"

obse551onal rumlnatlons (to be described) , some isolated

technidues have been reported and will be,mentionedyvery
_briefly here. Thesevlnclude 'modiflcation of'expectation%,

a technique_described by Meyer (1966) and one which has-‘many
fsimilar}ties togthe.flooding procedures in practice if not in-.
theoretical e;planationj discrimination learning and reinforce-
ment of decision making (Mather, 1970); and the use of operant
reinforcement procedures (Bailg; &-Atchinson, 1969; Yen, £97l).
:Whlle there are some lnterestlng ldeas presented in. these cased

&

studies, they do not warrant an extended dlscu551on at thlS

p01nt as the number of reported cases is very small and
the theoretical analyses of the cases, treatments, and /results.

are quite limited.

Treatment of Obsessional Ruminations
As noted (Rachman, 1971) obsessive ruminations have
been excluded from studles on flooding. and modelllng Although
obsessive rumlnatlons fre con51dered an obses51onal dlsorder'
(Yates, 1970) approaches to its modification have been quite--
dlfferent “from the previbusly described treatments. Two
partlcular treatments that have evolved for deallng w1th them

{ n
are electrlcal aversion therapy and,thought stopping.
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Electrical Aversion

o
»

The first use of electrical aversion théfﬂpy'is
dcscribed‘ﬂ&'Wolpe (1958) .. lle had patients ‘clearly imagine
their obsessive thohghts-andhraise their finger w@pn;they .

. . : T a

¥ had_done s0. 'Raisingndf-thc‘finger.was folloﬁed by a painful . ‘f
electriC"sﬁqqk'whic% was terminated when the suhjecé_lowered
his finger indicating that he could not bear the shock any’

--ionger. ,WOlpé only described .one c?se in detfil, a womad N
with a ’food obsession', §nd the QGthod a&peared to be success- - .
ful iQ :educiné the obsessive brooding about food. Three
dther«éases are mentioned; oné having.achigved moderate -
shccéss, one slight gucéess, and one wﬁich failed to improve.

McGuire & Vaiiance (1964) also describéd thébtreatQ

ment of a gase of obsessional -ruminations in this manner

E apparontly wigh good success. Théif mebhod'diﬁfercd from
Wolpe's, howevér, in that after the7first~session the patient
was .given his own shock apparaéus aﬁd asked to'd&liver the
punishment by himself %hen the rﬁminations came to his mind;
Ku%hner & Sandler (1966) describe the successful treatmenit
of a case of suicidal ruminations ﬁsiﬁg Wleg'gzteéhniqueL .
Mahoney, (1971) approached the problem in a similar fashion. -
uowevef,linsteadfof electric shock he had the patient pﬁnish ‘
himself by flicking a large rubber bahd attached to hié‘

’

wrist each time an obsessional rumination came to his mind.
. N ;

This study also dfffered in that'positivé~thoughts were

systematically .reinforced through self-administered
\ . o '
rewards. ’
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Thought Stopping

7

~ Thought stopplng has been. applled to obse351onal

rumlnatlons in a similar fashion (i.e. with a punlshlng

stlmulus). En this technique the patlent is asked to re-

imagine—an>obsessive_tnought and after he has obtained it '
clearly, the therapist suddenly shouts (STOPJ and sometimee
t L ’ -
makes a 1oud.no§se Zt the same time. -With repetitions he
tries to'demonstrate to the subject that this procedure does

drive out tHe thought at least temporarlly .The theraplst ,
then 1nstructs/tne patlent to, usei%pe method hlmself by

shouting 'stop' in his Q&nd each tlme he experlences an -

obsessive thought. Some back—up sessions are provided by

the patients.

]

This. technique has been described in detail by Wolpe

3

and Lazarus (1966) and positive results in single instances
.have been reported by Stern (1970) and Yamagami (1971) The
. flrst COntrolled trial has been reported by Stern, Llpsedge

& Marks (1973). Eleven patlents were treated w1th,thought
stopplng and relaxation. tralnlng 1n a cross-over design.

Only four of them experlenced what can be con51dered as
deflnlte improvement resultlng.from\thought stopplng and_
‘consequently the‘effeotiveness of.tHis.techniqdé has not oeen
'adequately demonstrated . The authors suggest that the over-
all lack of effzcacy could have arisen from the fact that a

Yie

. limited number of treatments was given and that treatment

. was given‘by tape recording, so a final‘judgement must

~

presently. be reserved.

)
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The Nature of Obsessional Ruminations

The” focus of this thesis is a consideration of -

obsessional ruminations. ;Rachman (1971) deecribes them as

"repetitive intrusive and unacceptable thoughts. They'may o

be distasteful, shameful, worrylng ‘ox’ abhorrent or a combin-. -

-ation of all these characterlstlcs. In content, they generally

comprise thoughts of hafming others (partlcularly relatives

or chlldren), causing ac01dents to- occur, swearlng or dlS';
tasteful sexual or rellgloqs ideas (p. 229). To this "
definition we may add the quality of’iﬁternal reeistance'
(Mayer—Grose et al., 1954, as‘pbsessionelfpatients,_while
recognizing.ruminations as their ohn thoughts, feel that they
come agalnst their will and consequently re51st them, usually
unsuccessfully. Rachman (1971) ‘believes that patlents w1th ,
obsessional ruminations, also éngage in surreptltlous avoidance
‘behaviour _such as hiding sharp'obiects; heeping their hands

in the}z/;ockets, refraining &rom driving or even remaining L‘
housebound in some~extreme cases.

dn the ‘present context it 'is important to consider

the questlon of whether .obsess'ional ruminations or rumlnatlvq—

llke thoughts gre present 1n other types of obse551onal dls-
.order and if so, whether they h@ve any-lmportance‘ln-the.
e ) '
genesis and maintenance of the disorder.
\ .

~ Many authaii hdve given an 'ideational’ expianation

for the nature of obsessional disorders. For example, as
: ; oy .

, mentioned, Worsley X1970) describes patients ag behaving'as

.if there were a threat that they'will not act in a certain

! . . ’
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of overt behavioural events. : .

_of all types. . ~ .

~e 0 22,

way'. This type of explanation, although stated in an 'as if'

manner, implies that obsessional patients think about possible

future events and engage in ritualistic(&aﬁaviours as a result

of these ideas (cognitions) rather than strictly as a result

‘ Rl
L]

These types of_ideational hypqtheses are, however,
too global for a specifit analysisvof the mechaniems under-—
lying obsessional behav1our. While they appear to engender
“an understandin f the behav1our, they do not lead to spec1flc
postulations qéj:: selective modes of actlon for 1deatlonal -

processes.

Obse551ve Ideatlon

The present the51s takes the p051t10n that 1deatlons

+ are present in obsessional dlsorders, that they are rumlnatlonﬂ

llke in characterland that they play an 1mportant functional

role in the genesis and maintenance of qbse551ona1_dlsefders

'/(ﬂ‘ The author has stated elsewhere (Kenny, Solyom &
Solyom, 1973) that reports have been obtalned from obse351ve;
eompulsive patients describihg the presence of ruminative4
like thoughts which seem.to share all the characteristics of
rumrnatigns (as previously‘described); The term 'obsessive
ideation' was coined to refer to-these‘thoughts.in’general,
regardless of ‘the nature'of the remaining symétom'pattern.

Obsessive,ideations appear to incorporate any or all

‘ . . o .
of the following types of cognition: 1) obsessive images;

» 2) obsessive thoughts‘or ideas (verbal); and 3) obsessive

/ o ‘ ot
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memories in the visual or auditory mode.  An example of thé?

first type, obsessive images, is illustrated in a.case. seen

by:the author, in which a young woman repéatediy‘eXperiénced

the image of an eregt penis. Another égﬁk involved a man who

continubusly had -a series of pictures of his wife in bed with

]

another man. Interestingly,'although images are often seqg-

uential, they are reported by patients as being like 'singlel,

-frame shots' rather than like a moving picture.

Verha}/ggsﬁggnve thoughts and ideas refer to unwanted

\

u;ntru51ve cognltlons whlch appear.to occur 1n a verbal modeb

that is, the thoughts come like ‘words and’ phrases.' Most of

the.descriptions of ruminations” quoted from Rachman above -

(3

are examples of thlS type.‘ They occur in other'obsessional

dlsorders in-a 51m11ar fashion and are often‘éhalned A.young
. f

+

£|

woman with contamlnatlén fears and compulsive washlng rituals

descrlbed constantly present thoughts such ag "There may be

urine onlthe toilet 'seat; I may have accidentally touched it;

I may have touched the table with it; I might have contam-.

inated  someone (a member of the family), etc."

¢ A qualification-mnst_be made at this'point;dwhile

34

o R 1

most patients seem to destcribe their obsessive ideations$ as

images or verbal thoughts, thére are some for whom neither

~ category seems -to fit. These patients appear to havf ideat-

ions 'in the nature of conceptdalizations-Whioh do not -fit

either desoription.

has‘obtained some success by combining images and verbal

phrases’ (in the treatment to be described). Y

§

-

In dealihg with these patients the authon\‘
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Finai*l’y',l some patie‘nts experience ob‘sessivehbm'emories;
‘usually- in the form of 1mages but rnot always. One patient
was cont1~nuously obsessed w1th seemg himself' at hlS
brotyher,:(s funeral whic'hchad taken place many years bef_ore'.

Another 'patien't could 'héar as if she were here now' \her

. mother's words about -how much good there was in a single drop

% of cleaning water.-

fa -

»

+ o

The fact that obse551ve J_deatlons can be discussed

ln three separate categorles does not mean of course that the
boundaries never pverlap nor that comblnatlons do not occur.
This does happen but .the author's ex.p'erien'ce suggests that'
there 1s usually a dominant mode. |

. ~There will probablye.be little argument whether such
ideations enst. What characterlsrélcs they share w1th rumin- '

ations and what forms they take is something which needs to

be  decided by c{areful ,study'. - The main’ problem, however,

aépears to be in establishing what role they play in the

obsessive-compulsive complex df symptoms. Two main alternatives
present themselves. First these ideations may simply be an

expression of attitude, a rationalization of behaviour which

4

.-has arisen as a. result of overt action! If this is so, then

‘when’ the behavioural aspects of obsessive neurosis are changed

for the  better, there should be a correspondlng change in

Al

ideations.  There is evidence in the, studies by Rachman and
1
his ce-workers"that élttltudes toward the dlstressn.ng stimuli

and concepts..of obsessional .behaviour do changé in obsessional

patients as a xesult of successful treatment. These changes

*
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do not necessarlly reflect changes 1n obsessipe 1deat10n

w

as it is being descrlbed here, however (i.e. 'as a symptom

and as the target of treatment) It will be of critical

©

1mportance to assess thls~change. in future studies as far as.

this theoretical stand is concerned.

>

The second 'possl"bility, _which is offered in this |
study, is that obsessive-ideations'p’lay a functionai role in
obsess:.onal dlsorders. At present thJ.s hypothesis ca_n only.’
be 1nd1rectly supported W1th evidence- that modlflcatlon of ',

these 1deat10ns leads to changes in behaVJ.our. (Kenny et al.,

1973; Kenny,.in preparation). However, it seems that some

postulation of the nature of this.mechanism is necessary at’

this ppint. o

®
‘I‘wo possrble modes in which obseSsrve 1deat10n might

”~

be 1nvolved 1n the functional nature of obsessive neur051s
will be discussed here. First, if, as Bandura (1969) suggests,

avoidance and autonomic behaviour may be J,ndependently e1101ted
. . . ) B 1

and fixated to the phobic stimulus, then we might assume that
. / » . . . _ . - .
the same would. be true of obsessive ideations--hence, they

could be v1ewed as_covert responses to fear provoklng stimuli.

-

It might be further assumed that such responses when fixated

as in compulslve behavrcur, may serve as stimuli which could

then provoke additional autonomic responses (anxiety). This

' ' : . . . '

appro'ach assumes, that covert obsessive’ ideations will obey
p) -

the same laws of behavrour ‘as do overt responses.

-

It would then be expected that just as compu151ve '
3

‘(avoidance) behaviours reduce in response to habituation of

~
L

[
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the anxiety-eliciting cues, so should obsessive ideatjons.

On the other hand, if, as Bandura (1969) further suggests, . /

-

chronic cases are' harder to treat because compulsive behav- /,,//

-

iours have become condltz,oned to a large number of cueg. throughv

stlmulus generallzatz,on, then it might be assumed that the ‘ .
same situation applies to obsessive ideations.

: - ¢ ' ) =%

This formulation .would not suggest that a direc’t :

7
d

treatment atatack on obse551ve ideations would be of any thera-

peutlc valuewﬁﬁﬁss it is assumed ‘that obse531ve ldeatlons

(o

can also become fgum_nct;.onally autonomous and capable of elicit-
ing. avoidancé behaviour (as Walton and Mather (1963) ha-ve
T - B .

suggested’ for ritualistic behaviours). Even if that assumptioh

is made, however , then: such an ap'proach would, only be .warranted

he a

. in chronic cases. ) .
Obse551ve Ideatlons as a Functlonal Entltx x- 1 .
e & (R e
<. \.‘"—
A second possibility as to the role of obsesswe P

s

ideations suggests 1tself',‘however. ~ This is that'in the

¢ ! 31

genesis and maintenance of obsessiopal behaviour, ideations

Yoo o K IS . o .
might serve to 'bridge logical gaps' which occur between

phobic -stimu_].i and subsequent- _ritualistid behaviour.
. . rs . T * .

It was mentiened eariier in the discussion .by Worsley
(1970) .‘that confusion may arise in’ the analysis of rituai—

© istic behaviour because such‘ behaviour may be eithe—r escap_e

“o’r avoidance behaviour. It was r'x'oted that obsessj-.onal patJ".ents

thus differed from phoblc patlents in t‘he loglcal relation

of their behaviour to tHhe provoklng stlmulus. Taking this a’

re

step further-, {t appears that in many mstances of obse_ss\ive'

LY
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neurosys, the distressiné_stimulus is undeteétable and un-

av01da e. Partlcularly in cases of contamlnatlon fears.

ith washlnd rltuals, the stlmuhn are usually small”™ ¢ - 1

H

amounts of excreta,-varxous cheglcal substances,_v1ruses,

° A

“cancer, small piﬁs and pleces jﬁ?broken-glass;'etc. These hav‘eh

coupled

the common characteristic. of-being relatively undetectable to

the naked eye (or. touch) and are therefore unavoidable bﬁ&qugh— o
Y - - R
ordinary means., <" .
.. /‘ l“ . . - L. 4 J‘

Now if it is assumed that such fears are learned

.

ke.g. through strict parental traiding) it must aise be'aseumedh

that all of the following are learned: a) that minute amounts

“j' fothese substanceS'een be present (4. e. :on the hands-folloe--
S “. ing arlnatloh), b) that washlng will get rid of v151ble dirt,

etq; and c) that washlng w1ll get rid of the undetectable N R ‘///
i
. traces as well.,  Both a and c are ideations and it can be S

<Yt R S
— stated, therefore, thatathese are examples of learned 1deat10ns// -~

Whlch $erve ‘to brldge the loglcal gap between behav1ouraily' / ’

= a

"illogical, events (trylng to wash de somethlng which -cannot

o
B
\ T
Sl A
-
X

-

be detected) . .

‘il:f

o

Even if thls formulatlon is- acéepted it does not’ e

-

explaln why obse551onals wash more than oncehefte;\Eﬁegunterlng—
.

the phoblc_sblmulus. Many gpp—obse551onal‘people have gone. i

e =

??. threﬁqh the above-cited ieagning eyperiepce ahd are satisfied
' telyeeb price following conteet with urine,.for example.
.ihree possible explanations for the repet}tion of ',«;
weehing‘bresent tﬁemselves. ?he firet is thet obsessional_ ‘
¥ -

patients may have responded with & far greater degree of
EW . R . : : ., o

-
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'é&f patlons are necessary before an’ adequately low: level is .

. L svs

,
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. Tt e . ' :

.,anx;ety than have most and that the large amount of: sub— -

A f’
sequent anxiety- reductlon ‘is.the cruc1al Varlable : Whlle

Nthls ‘-might explaln why washlng behav1our is strongly con-

/(}

-

dltloned to the cue, it does not explaln why washlng occurs
2 av

. more than once., The seCond eXplanation would be that a hlgh

\

"degree of anX1ety is preseﬁt but that SLngle washlngs result

*in only small decrements in that drlve so that several repet—

achleved . . e . '/. /

ThlS latter suggestlon, while explalnlng the repetltlon,

e, [N

"of the rltuallstlc responses, ‘does -not expla1n~why the washlng

is restrrctéﬂ to partlcular body areas (usually the. hands and '

forearms) nor why partlcular rlgld sequences are followed

1
el

:'These latter processes can only be- understood 4if it is assumed'
- .that 1deatlons arise whlch not only act as st1mu11 for anx1ety

f.but also(dlrect ‘the, 1ocatlon of p0531b1e contamination and

-

even further, whlch_suggest that'certaln sequences of washlng

S

are safer than others. Thus many obse551onal patlents state

that they doubt whether all the substance has been ellmlnated

"that it may have spread to other parts of ‘the body, that they '

N

may have touched the walls or clothes with it before 1t was
gone, that some may still be on the t01let seat, etc. These

types of 1deatlons may indeed serve to 1n1t1ate a great deal
o

of rltuallstlc washlng and cleanlng behav1our It seems qulte

. reasopable that these 1deatlons which elther fall to habltuate

(as” Rachman, 1971, suggests for rumlnatlons) or become flxated

v.p\ q .

] . . ot

I
a
-
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stimuli for subsequent washing behav1our.‘ Subh ideations‘
'e

also serve as mentioned to bridge the logical gaps between

ar u'

the phys;cal stimulus and subsequent overt washing behav1our.l

u N - 3

One further point must be made. It seems very un-
fa .

"likely that all the ideations (doubts) described above, . ..
particularly the . ideatlonal chains of cqnsequences, would

have been acquired from others. Therefbre, ‘it can only be

Y

assumed that they have been covertly generated 1n some fashion,.

:although they can be and may always be a logical extenSion of
a prev1ously learned idea.' For example, it 1s 1earned that
.traces of a sdbstance may remain even though unseen but the
covertly generated extension of thls (that 1t may have spread
etc.) 1s ‘what characterizes the obse551onal .

The Crux of understanding obsessional neurOSis may
be then in discovering why and how such ideations arise and
”subsequently become fixated. -While an explanation in terms
of envxronmental learning cannot be ruled out some consider—

o

atibn must be given to causes relating to a) personality
traits, and b) prev1ously learned cognitlve sets or styles.
The above formulation has been given for the con-

'tamination fear/compuISive washing type.of obse551onal patient

_~The same analy51s cdn be applled to other types of obseSSional

behdviour, and in particular ‘to patients with ritualistic

. fchecking behaViours whose '‘main complex of symptoms often

n~

54

centres around obseSSive ideations in the. form of doubts

(e qg. ‘have I really turned off. the stove?).

M L . o~ .
. : .

-
*
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L “In summary theh, the.following points have been
suggested concernlng obse551ve 1deat10ns. a) although they
bear a d1rect relatlonshlp to overt cues, they represent a
.uprocess of ideational learnlng, b) they serve in these |

,1nstan s to brldge loglcal gaps between physical cues and_

ub'equent overt compu151ve behav1our, c) they may be covertly

"

ge erated exten51ons of preV1ously learned 1deatlons, d) they

L)
serve as stlmull for autonomlc arousal and overtnbehav1our

.1ndependently of,the orlglnal Cues at tlmes; and as such e)
. . N

o

they may like overt behaviours become .independently fixated.

Modelling,and flooding have been .shown to improve obsess—

ional behaviour {(as mentioned). It is hot unlikely_that.such

- -

' procedureés may also initiate changes in obsessive ideations, a

'postulation which may account for the fact that many pdtients
: : b

o - ,
continue to improve beyond’the termination of .treatment. On

the other hand, strongly flxated or particularly intractable

ideations might account for many.of the therapeutic failures.

Resistance

-

.Unfortunately, the question‘of the nature of obsessive

1deatlons must be compllcated one step further. This stems .
/1\- P .

from the observatlon (Mayer-Gross~et al., 1954) that most
obsesslonal patlents view their obsess1ve ideas and rumlnatlons
as forelgn, 5111y, etc. aﬁo strongly re51st them.' .-
. Although Walker (1973) suggests that Te51stance should
" not be used as a’crlterlon for\the dragno51s_of obse551ve <no
"disorders, -as many patients do not report this phenomehoh,‘4
.~

the fact remains that many othef,.lf not the majority’ of =

patients, do have this particular eiperience.' Thus some
f ’ ] I )
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explanation of the inappropriateness of the ideas and the
patients"attemptsrat'resistance seems necessary.
The repugnance, silliness,'etc. associated with an -
A,

obse551ve ideation must necessarily vary with the patient's

prev1ously learned response to its content. As Walker p01nts

;out it would be possrble to have obse551ve ideation which is

not distressful Thus the feeling associated with the obsess—

v\.

ive ideations should show conSiderabie variance from patient

¢ b g -

to patient. This feeling will be compounded, however, by the
fact that through conversation and observation of others, the
- 1 . . .

obsessional patient learns that others do not behave as he-

.dees nor dd-they report the same thoughts. If, as a result

of thése two processes, the valence associated with the

»
»

obsessive ideations is highly negative, then the patient will

resist them. ) '
As regards the phenomenon of resistance itself this
, I, )

.may be given an operational Sefinition’ as .follows: A patient

will degcribe himself as resisting an ideation when he engages
Ve -

in overt behaviour which, it has been previously learned, can-
4 . .

not co-exist with elaborate trains of thought. Thu% such
' o ‘\ . . v

acts as performing simple overt tasks, working; speaking,.etc{

are common behav1ours which make thinking difficult if not

imPOSSible. Ob5e551ve patients will then- tend to engage in

. sqeh behaviour to try and eliminate the obseSSivehideations;

. ' . .
When these and possibiy newiy—generatedlmethods fail to achieve

’
t N ¢

this end, the patient will state that he is unsuocessfully.

resisting. $\\, : .



. obﬂeSS1ve'1deatlons can be approached in the-same manner.

L]

0bv1ously these are not easily descrlbed and analyzed
problems The nature and role of obse551ve 1deatlons can

only-be vaguely speculated on. On the other hand, 1t is the

ipurpose of . tHis thesis to prOV1de some justlflcatlon for the.

formulatLOn by establlshlng whether or not a dlrect threa—

peutlc attack on obse551ve ideations results in therapeutic

o

' ~

progress belng reflected in an overt change in behaviour-as
well as in the subjective obse551ve experlence.

Condltlonlng of Ideatlons

As it has been found'that electrical aversion therapy
has produced marked changes in ob58551onal rumirdations (see -

prev1ous dlscus51on) it appears loglcal to assume that other

LY

The appllcatlon of an aver51ve stlmulus to mental
phenomena was flrst examined in deta11 by Marks & Gelder
(1967). They found that the’punlshment 'of mental images of

fetish objects resulted not only in the xeduction of these

o

’ images (in terms of frequency and .severity) but alse in a .
.large:rednctibn in the frequency of overt fetish behaviour

which-persisted for over two years (Marks., Gelder & Bancroft, .

1970) .» Perhaps even more important'thah these observations
was that for the first time changes 1n lmagery were studled

systematlcally ' The main piece of data.collected in this

regard was the latency of image formatlon. When the patidmt
~ X

. R S -0 . ' . .
was asked to reproduce an image.in his mind, the time that

y

. elapsed between the instructfons and the point at which the

patient raised his finger to_}ndicate that_he,had the image -

»

»
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clearly was recorded. This ‘'latency of image formation'
'was observed to increase over sessions when the aversive
paradigm was applied (Marks & Gelder, 1967). 1In many anes)”

the ‘latency of image\formation increased to the point that

even when up to three minutes were allowed, the patient could -
' B ’ ) : _ : .

‘no longer conjure up the images.

These obsertations coupled with the-obsetvations on
the effects of ,electrical aversion on obeessive ;uninations
led to a proposal that a similar effdct could be achieved in

'obsessive—compulsive patients (Kenny et al, 1973).

al

‘An initial success in eliminating compulsive vomiting
. - : . - .
in one'patient_(Kenny & Solyom, 1971) led to a pilot study

on, a treatment for obse551onal patlents (Kenny et al., 1973) .

This study was performed essentlally backwards to the: current'
formulation in that the compulsive behaviouns were treated

first. This was doneifof two reasons: first, the authors

wished to know if cohpulsive‘behaviours could be modifiéd
through imaginal pfesentations as 1in the previously mentioned
case and secondly, the authors wished to ‘assess the resultlng

effects of removing tth behavxour on obse551ve fears ‘and
! . “f"
- ideations. ) ' ' “ .

It was found that the technique.did in fact cause a
g&eat 1nh1b1t10n on the part of the patients to carry out
their rltuals and it was observed that in some. cases this

-produced very dlstressful results; One patlent reported after

[

flfteen sessions that- she was begomlng more- and more anx1ous
I .o
because she Stlll had a terrific urge to check the. gas and
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other devices but she could not bring herself to;do sc

because of the treatmeht This put her in a terrible quandafy,

'and a llSt of obse531xe ideations was qulckly made up and the
treatment applled to these This appeared to shortly rectify
the problem in ‘that the urge: to check subsided gradually.

.The results of the treatment carried out on five,
patients (Kenny et‘al., 1973) were that three were greatly

improved, one moderately lmproved and, one patlent develOped

psychotic delusions .after the complete removal of her

]

. obsessions.

»

These initial successes were’ followed by further

successes with additional patients treated over a two- year

period. It subsequently‘appeared reasonable that a controlled

trial should be instigated.

[§

Faradic Disruption Tréatment

Electrical aver51on therapy as applied by Marks &
/

Gelder (1967) appears “to follow a stralght forward punlshment

. paradlgm as the occurrence of mental 1mages is swiftly followed

"by a painful stimulus. The method used by this author is not
so srmple because patlentSvare 1nstructed that when they obtain.
their 1mages or thoughts they. are to keep thelr flnger raleed
as long as they can hold the images in their mind. Thl$
would appéar to résemble'an escape paradigm as the‘shock is .
terminated when the fipger'gbes down indicating that'the'image
has disappeared. On.the other hand, patients are requested".

not to deliberately’escape the situation but'to force them-

selves to keep the images in their mind despite the shock



until the imade 'blinks' out, in a sense withdut their -
conscious effort. Patients do not appear to mind doing this
even though in essence they are punishing themselves.

This particular.procedure was .designed to be

~

therapeutic vélué might be obtained by making the termination
: : LS . e
of shock, contingent on changes in mental imager§ rathéf than
purely on patiehts;-tolérance of the-~aversive stimilus. Thus
i£ Qas hoped that sitqations whefe the shock could not be
' further tolerated but where theé mental image was still preéent,
would be better avoided. | - _ o S -

As .the ﬁatute of this paradigm ié unclear at the
presenty.aitemporary term 'faradic disruption' ‘has been coined

. ST 4

to refer to the procédure and is d;libegately intended not to
make any implications as to thé nature of the treatment other
'than viewingfit_as'an aversiop Eype of:therapy. Marks (1968)
.has used the term 'experimental %ebrésglon' but the present.
term is preferred as it makés(no assumptibn about thé ééchanism
whereby the ppocedure achieves its effects. . l

In the'}resent investigation, obsessive iaeafion ig

the target for treatment with. faradic disruption. However,

in some cases where compulsive acts are long-standing, they =
LY
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SECTION II

THE CONTROLLED TRIAL h

The aim of»thehptesent;stuoy was to tgst the following.'
; hypothesesr which were detived-from the previous study (Kenny
et al., 1973): SR N |
a) that improvements in-target'oneeSstve—compulsi?n,
'symptoms are a direct.result of the epplication of Faradic
) Dlsruptlon of Obse551ve Ideation; . | .
. 9 : ’ ¢

b) that the application of Faradic Disruptiofi results -
in increases in the latency of image (thought) formation of
treated obsessive iaeetions @vé; the treatment seséions; C

o) tnat improvements in untreated oosessive—
compulsive symptoms accompany changes in treated symptoms;

d) tnat improvements in obsessive-compulsive symptoms:
result in an overall improvement in petients; general adju§t¥
‘ ment to'lifeAsituations; ahd T _ fA /.
| e) that the effects of Faradic Dlsruntlon of Obsessive
Ideation remain relatlvely specific to the obse551ve compu151ve
neurosxe'and do not extend to general trait anxlety or'anx1ety
responses to other situational eventsi
“Method . .' ‘

Groups : . ( -eﬂ‘ 3

fwo groups of subjects were designated for the present

study. An'expetimental group was to receive So.sessions-of‘

-Faradic Disruption of Obsessive Ideation over a three-month

period while a control group was to receive three.months.of\

-
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oohventional ﬁsychiatric treatment Ydrugs,'psyohOtherapy,

Q. Due to a general reluctance on the part of. referrlng
.phy51o1ans to give conventlonal psychlatrlc treatment for a
three—month period when a.behavlour‘modlfrcatlon treatmeht ;t~
was ayailable, the control group had to be changed to a .
wait;ng—Iist control'group (c.f. experimental design).

Despite earlier'indications, it was also found that-
large’numbers of patients with obsessive neurosisvyere'not
readily available so that'a final total of six patiehts.
comprised the faradlc dlsruptlon groupuand four comprlsed
“the waiting-list control group (c.f.'selectlon and matchlng

v

of suhjecgg). = S L ' ) '
M ’ . . B / ) e ) ST ' ’ ~‘ N < R
Selection of Subject$d .. . . T o : ) \\\;

Subjects diagnosed as havihg anrobsessional neurosis.

':'were admltted to the study prov1ded that they met the follow-

- ional complalnt for no. less than two years

<

ing criteria: S : : ' o
, ' . . . S . .

~1l) that at least one‘major obsessive—-compulsive
symptom was present'and that it was the dominant combﬁa}nt;

2) that‘no otherqﬁsychiatric illness.which'may be
- considered dn oréanigwpsychosyndrome or aatunotional psychosisty
nwas.present; : | . | | ‘

' 3) that-the.patient<had a history of -the main obsess-

-

‘No patlent was rejected on the ba51s that he presented

other neurotlc symptoms prov1ded that all the other crlterla
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were adhered to. Furthermore there had to be an agreement

concerning each of the criteria on the part of the referring

4

.psychiatrist; an independent pé%thiatric resident who also

served as_a blind assessor in the study, and the present:
. : = s ;

author.

Eiéht subjects'were initially admitted to.tﬁe Faradic
Disruption greue.'"ﬂowever, two of these had to be excluded -
for the foiiéwing reasons. One patieet terminated treatment
after 13 se551ons of. Faradlgﬁglsruptlon because he felt that

the therapy was too stressful, desplte the fact that he had

rated hlmself as already much improved. A second pat;ent who

_also rated herself as considerably improved after ten treat-

ments was deleted from the study when it was discovered that

*
o r

her psychotropic medication had been increased to the point

where she Wwas ataxic and activelyfhalluciﬁating

Consequently the present total of six patlents was

41.

included in the Faradlc Dlsruptlon group. No patients term-

1nateé or were termlnated while in the waltlng llSt control

group.

Thus a final total of six patients comprised the

Faradic Disruption group while four patients comprised the

subjects is- presented in Appendix A.

Matching'of Subjects

o

°

, Qaiting—list control group. A brief description of 'these ten:

An initial attempt was made to match patients as they

~were admitted to the study.

A\-J

The criteria fer matching were as follows:. . 14



&

. "Q')'agel(’f/:— 5 yrs.), / e ' .'
2) sex (male/female) . -
3) length of prese&t illness (+/— 5 yrs )h
B 4) type of major obse551ve symptoms ’
.i} ruminatioh/fear'on1y4 C
ii) rhmihetion/fear agcompahied'pyi
- compulsion . | :
iii) compulsioh oniy:

The first referred patieht'wes eutomaticaliy placed
rn the Faradic Disryption groupi‘oEachzsuhseque;tly referreQ;
‘patient. was also placed in the Faredic 3isrupt}on group:ﬁnless
_ Iy , _ .
" he matched a patient already. in the groﬁp:”\ThUS the control
group was ad&ed to onlys when metches were found. Arllmetching -
was on the basis of information.receivedrfrom'the referrihg *
physician and was carried out prior to‘the_patientfs initial
ih§grview for.the'stgay. .';. " © o

It was §u£sequently found that the-four contgol patients .
were’ adequately matched with four Faradlc Dlsruptlon,patlents
w1th respect to age and length of illness, but not w1th
respect to sex'or-to type ‘of dlsoEder. Dh ’

- - . .

Table 1 presents the patient characteristics for the:
fohr m%tched subj%cts.iﬁ each group.
|  As ‘can be seen in Table 1 meen ,adge andjnean 1ength
of 1llness are closely matched .One of the matqhed palrs was

of opp051te sex, however, and although there are 1dent1cal

numbers of patlents with each type of dlsorder,;thls d1d not

arise from a true matching. N e



. S TABLE 1 S
“Characteristics of Matched hatients‘

~

’

) Ty - T . I e

- Faradic Disruption Control
' X -~ 8.D. X . s . ’
N s L )
Mean Age (yds.) ’ e | 28.50 , 11.2 39.25 9.5 ..
Male/Female '. ' p 1/3 ﬁ h ' 2/2 . L
”'Length of-%llness (yrs.) 7.25 | 5.7 | 7.50 "3;0
: Type of Disorder ' ;. ’ ' i "? ’ - P
Rumihatipn.ohly‘ . 1 ,'Q:,- SRR
ﬁumihation t‘Compulsiop .3 P : 3 .
Cohpulsioh only-'.‘ ; 0 g i ﬁ\ﬁro )

o
. ¢« . . ~f . o i
A one—tailed t—teét applied-to mean-age and length of

M

illlness showed that the twp groups did not 51gn1f1cantly & L
differ in these respects (t 0.077 and 0.073, respectlve ) !

Table 2 shows how the characterlst1CS changed W1th

‘the inclusion of two. unmatched patients in.the Faradic .

Disruption group. Co . o . .

: The Faradlc Dlsruptlon group now had a—greater mean

"'age and - -length of 111ness than’ the control group; but ‘a one-

' talled*t test shows that these two differences J‘are not s1g—'.

~n1flcant (t=0.387.and-0. 436, respectlvely)

.°=

JAs the blas appeared to favour the- control group, in

that they are younger and- have less lengthy 1llnesses, it was
C.

dec1ded that the two extra Faradlc Dlsrupthn patlents could

-
2

’ -
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be safely included in the'data without introducing a positive °.
bias in favoqx/of-thé experihental hypotheses. Correspondl“
- ‘/- . . . - . .

- —Mi;izg}X)/Séi and type of disorder,'whilé not particularly :
) —«: —~ ' 3 kS - .\ .

. .~—disproportiohate, Wefedlgft as uncontrqiled'factors;

:
. . . v Y
B_," o - < K ' A -

' TABLE 2 - ' o )
" /Characteristics of Patients .by Group
_———’__—-/ ' .

.-

‘Faradic Diérhption - -Control
ooE e ¥ ° S.D. X /.,ftﬂv ,
T e T — T .

A \ =T - .6 L e

.-

Ld ¢

- 'Mean Age (yrs.) : 40.67. 20.8  20.3%5. 9.5
) ‘ff'_ » __MalefFémale’ 7 ’ 2/4 } 2/2
/ . T e + i
\s..

—

'Length of Illness (yrs.). 16.67 18.0 - 7.50 3.0
i .: Type of_Disordgr | | |
Rumination oh}y o ) 2 SR g 1 RS
‘Rumination + démpulsion"ﬂ 4 . . 3 - )

Compulsion only 0 ' .0

A\ : ‘ q

~r T

) U : °

~ - Experimental Design

L o ' Table '3 presents the general_experimental_dééign for -

!

the: study. ' ¥

N
.

For both groups, preliminary assessments were taken

2

immeéiqtely following a patient'sﬂacbeptance ipto the study.

Faradic Disruption patients received treatment two to three

’ tim;;\é week over a three-month period until a total of 30

" sessions had been reached. Duriﬁg the course of 'treatment,
) . . Vd ‘ . . .
Q

B . - ¢

\ | .
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', charged. Although thlS does not affect the results obtalned_

S s e 43,

[

- B

assessments were made'aften‘theilOth'and 20th sessions,'
. ~ _J : A T o
respectively, and a final assessment was made at the end of
30 sessionst | N oL
' L% . . ’ P,

<

The number of treatments (30) in- the experimental

de51gn was arbltrarlly determlned on the ba51srof the pllot

study which suggested that most of the major changes resultlng

'from Faradlc Disruption would take place durlng that tlmel <;y&

3
. Waiting-list coqtrol patlents were contacted for . . -

- additional assessments after one,jhd two—month\periods,«iip

. -«
1Y

roughly'corrééponding'to the within—treat%ent~assessments of

the Faradic Dlsruption group. One waltlng list’ control.patlent'
refused to take these assessments, 1n51st1ng on coming again
. ;\_\ -
. only ‘when treatment could begin. Consequently, data are’

'Aavailable on - this patient for only the ‘initial and final

'assessments.'fA final three-month assessment was given to

re eimar & LA -
correspond t@ the final treatment assessment.

' In cases where a- full 30 treatments were not required

a

by a Faradlc Dlsruptlon patlent he was given a once weekly
booster treatment until he reached the end of the éﬁlee month
'perlod "at which t1me the final assessment was glven. In

this manneér the assessment lnﬂérvals for the two groups were'

i
L

¥
’
-

Stlll roughly equal

.In some cases, Faradlc Dlsruptlon patlents requlred

: _more than'BO treatments before they could be cllnlcally dls—,l

-t

durlng the experlmental perlod it- does affect the follow-up-

results. In,these cases, follow—up assessments were not

[



o

)

- initiated until treatment had been completed. Thus for .

some of the patlents the follow~-up périod began after’the:

final' (30 treatments) aséessment while in others it did not
) . - .

begin until later.

The control group was" glven Faradlc Disruptlon treat—

v

T ments bgg&nnlng 1mmed1ately after the flnal (thnee—month)

- assessment follow1ng which they were assessed in *the same

_ manper as gﬁehoriginal Faiadié Disription groﬁp.~ , .

Follow—up assessments were scheduled for 1, 3,f6, iz[
and 24—month perlods follOW1ng completlon of treatment for
‘both the Faradic Disruption patients and the. control patients
who eventually completed Faradic Dlsruptlon treatment.

. All treatments were carried, out on ah out—patieqt
basis with two exceptions. One‘patient,'pho-was subsequently
exoluded from the study'due;to-side effects of increased
medication, and another patient in the'Faradic Disruption -
group,  were admitted to hospital, primarily due to the fact
that they were from distant.places and'the hospital was a o
-convenient place to:stay In the case of the patlent who was

" 1ncluded in the study, ;t was ensured that no other treatments
were plven concurrently to the present.onef

Finally medications were permitted provided- they met

»

- two oriteria:‘a) that they were of a fairly low dosage;:and .

| b) that'thef had been regularly taken-for a year prior to : \g;
-treatment‘and could therefore be tonsidered as maintenance
doses Otherw1se medlcatlon was elther dropped or, as in one

case, the patlent was excluded from the study In,most cases

N

|
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medication, when taken,'consisted of minor tranﬁuiliizers.

Psychometrlc Assessments‘

'{l-

For all- treatment assessments, 1nclud1ng follow—up, 1.

the foiIOW1ng battery of measures was used-
‘ _a) patlents subjectlve ratlng of their symptoms‘
;b)dIPAT Self—Analy51s Questlonnalre - B //
f‘; . .‘fé).Fear Survey’Schedule-' ' -
:in'addition the initial and final freatment asséSS—_
‘ﬁmentS'inciudEd a blind psychiatric.eyaluation“dn: }' |
d).patients' symptoms.
e) patients' general adjustment

»

Test DeScriptions

a) Patlents‘ subaectlve ratlng .of symptoms' During'
4

_;;;therinitlalﬁmnterv1eWs, the patient's obsessmve compulslve

symptoms were llstéd and the patlent selected orie-as a target
symptom for treatment. All the llsted symptoms %ere then

wrltten down on a rating sheet de51gned for the- eXperlment .

o

(see Appendlx B). Each symptom was written wn at the 51de

of an arbitragily chosen 105 mm. line'(4 inches) which was to

?

represent the.sxmptom from 'absent; to 'most severe'. It. )
was-explained to the'patient that;this upper limit was.to,

*51gn1fy 'the worst that the symptom had ever been The
patlent was then asked to make a judgement of hls symptomsy.
as they were presently in terms of frequency and severlty,'
and to rate them by placing a stroke through the 11ne at the-

. point he fe;t best represented each one. A stroke at the

.absent-emﬂ of the line (scored 0) meant that the,symptom‘was

v
’
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noMonger present while a stroke_at the opposite end (scoﬁed_.

105) meant that the symptom was now as bad as it ever had

J3%¥ been. For intervening points the distance of the stroke in -

for any‘particular symptom. . ', . - T

\\\mm.:from thé-absent end of the line was used as the raw score

' b) IPAT Self-Analysis Questionnaire ICattelI & Scheier,

?

- 1963) : This test was given to the patient to complete and was’

.sco\si in the conventional manner. The raw score was used

for tﬁe study and was not converted to sten scores. This

test'&%i taken as a measure of trait anxiety.

c) The Fear Survey Schedule (Wolpe & Lang, 1964):

Thls test\was glven td)each patlent to complete and was scored
for the present experiment by allocatlng a score of 4 to each
item rated ' ery much', 3 to ‘each 1tem rated 'much', 2 for &

'somewhat', i\for 'a. little' and 0 for 'not at all'. A total

-

score was then computed as the sum of all these values and

'

A p
S used as a,measure\of general situational. anx1ety

L]

d) ngchlatrlqts Rating of Symgtoms ‘The list of

~ symptoms used 1n the\Patlent subjective rating was written

down on ancther sheetﬁ(see Appendix B) and given to a psy-
\

chlatrlc re51dent\rho was not aware of the group that each

lpatlent was in. After examlnlng the patient he rated each
.. . . .‘ of 9 .
> \ .
v . symptom £rom 0-10" (based oh frequency and severity). A ratlng
' of 0 was taken to indicate a complete absence of the symptom, o

. . N . s

"while 10 meant that the. symptom.was as frequent and severe
as it’ had ever been. These scores were recorded beside each
. , A .

item and the resident did not have access to the pre-treatment
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“rating.when he completed the post-treatment rating.

< e) Psychiatric Rating of General Adjustment: This

index was patternéd after that of Gelder, Marks & Wolff

(1967) &nd was intended to provide an indicatioﬂ"of the
amount of impairment that resulted from the obsessionali
. : e .o
neurosis in the patient's work, social relationships, family

relationships, sexual relationships and leisure activities.-
- .In discussfon with the patient, the resident -recorded the

level of impairment shown_by the patient in each of these

]

areas; 0 indicating no impairment;'l, mild impairment; 2,“
moderate impairment; 3, severe impairment; and 4, total
-impairment. Summing the scores in each category produced a

general adjustment .index for each patient. A description of

o

the rating form and the instructions can be found in Appendix

B.

¢

‘ Latengy of Image (Thought) Formatlon

' In addition to the ratlng scales and psychometrlc

tests, an analysis of the'previously discussed latency of
K4 .

1mage (thought) formatlon was undertaken. This measure ist N
conventlonally taken with the presentatlon of each. item durlng

Faradic Disruption treatment and consequently a.complete_record‘

¢
k)

is avallable for each patlent who recelves ,this treatment.
‘However, as it was necessary to compare the two groups in

this 1nvestlgat10n, the de51gn outllnehhpelow was followed. ;

During the 1n1t1al,1nterv1ews for each paflent a llSt

of 10 images or thoughts (obses51ve ideations) concernlng

-the target symptom was selected for treatment (to be descrlbed‘
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in detail below). Th}é applied equally to the Faradic

Disruption'and control groups, however, during the experi- -

[] v @

- mental period only the images of the patients’ in the Faradic -

' ’ ] - c '__ /
Disruption group were subject to the aversive treatment (also.

to be described below),while no tfeatmenp was given to the

control groﬁp. ’
In addition a list of 10 neutrgl'ideations was derived

by taking the. first 10 items on the Fear Survey Schedule

(F.S.5.) which were rated 'nét'at-gil' ahd.which gave a

-

_specific imagé. In some instances -the F.S.S. item héd to be
. 4 T

(R4

partially .changed, e.g. jqurney by‘train wés changed to simply
imaginind a prgin.' If 10¢euch images could not be derived
due”to high rétings on'most of the F.S.S. items, then the

remaining number was taken from the following list (a house,

~a’ tree, a flower, a cow, a. horse) provided the subject

indicated- that each one used provoked no pafticular anxiety.

. The patients were then‘askeﬁ, during,thé assessment

[

periods, to imagine each of the ten items in each of the Eﬁg'

\

lists. This was done by having the patient sit with his back

t3" the experimenter and receive the following instructions:

' "Do not start imagining until I finish reading out the item

to be imagined. Raise your index finger as soon as.you

visualize each one clearly.". \
A stop watch was started as soon as the item was read’
A n
."’—,__——“Q"
(a .train; yourself crossing a street, etc.), and was stopped

‘

out in the follbwinq fashion: "Clearly imédine

the moment'the-patient raised his finger. A 30-second
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interval was given betlieen each item. The time that elapsed

.betwegn‘the completion of the instruction and the raising

of the finger was recorded as the 1aténéy of . image (thqught)'

formation for each jitem. A mean latency was later calculated
o i : ' '
for both obsessive and neutral ideation-lists. Latency of’

. : . : e P
image formation was recorded at the initial assessment, after

10 treatments (or one month control), after 20't;eatments

\

(two months control) and at’the final assessment. S
p— )
Treatment ' S °
v )
Faradic Disruption of Obsessive Ideation .” . * ° . -
U B , . . ! b

Faradic Disruption refers to_tﬁg'applicatién of an
aversive stimulus to images and/or thoﬁ&bts tha%.pa#ients have
concerning their obsessive symptomatology: henée, Féradic
Disruptiqn of obsessive ideation. v .

Prior ﬁ& the first session, each patient seleoted a
tafget éymptom and in consultétioh Qith the patient, .a list
of all the obsessive ideations concerning that taréeE*SYmptoh
was obtained. Next the pafient wés asked tgﬂselect the ten
(ideations) he consi%ered.to be most troublesome oﬁ fhe basis

of their frequency and severity and also on the basis of how

central each was to hfsqtarget dymptom. In some cases the.

- list was arranged sequentially; that is, there was a step-

wise progression from one item to the next. Table 4 presents
an-example of such a list in ‘the caﬁe of a woman who was ‘
ébSessed with the idea that she was responsible.for her
mother's death. - The obsésgion was coupled with the compulsion

to visit her mother's'grave in every fre% waking moment.

P
1
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TABLE 4 ° o R
Sample List for Faradic Disruption —'Sequential;y Arranged

-]

—t.

\ '_ . ' .
1. (image) You and your mother out walking for the'last

Y

.ti%% ¢;‘

2. (image) -Youéragihef falling down '.' ' | o
3. (imégé) You staying there and not going 56; help .
e _4.‘(image) Looking at your mother\lyind on the grouné
5. (image). Seéinj mother in coffin‘at home
6. (image) Beiﬂg in‘chu;ch at the funerpl -
7. (image)h‘Being éloné in graveyard after the fuﬂéral
8. (image) $eeing mothér's face iﬂ:bedrdom window

- 9. (image) Mother's face being very ugly

10. (image) Mcther's face coming towards you

P

In other cases the list was more haphéqafa-and Iittle

ISeqﬁenég wafﬂevident. Table 5 presents an example of such a
Tlist iﬁﬁZhe case of a woman who feared that failure to Rerfo£m‘
Cerpain house—cleéninggrituals would leéd t6 hér'sons going

_blind. _
Zh&constfﬁcting all lists, tﬁe most important'érit- _
erion was that the_ﬁhtient ﬁeit that the images ‘and/or -

thoughts on the list repfesented the core of his ideations

-

about the target‘obsessi

AR}

~3wére either other idqationsl bout the'térQet,symptom brla

.“ - .
* ,c.\/;: e . ) : \ . -
M - . ’

W -
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A B . . -
: . . .

.- list of ideations about the target symptom or. .a list of

1deatlons about other troublesome symptoms. These 1lStS'|

.were not used for treatment untll both the patlent ‘and

theraplst were satlsfled that the flrst llSt had been

adequately'dealt with (to be descrlbed). ‘_ .

'

. . "
’ . . ¢

TABLE 5 K

Sample ‘List for Faradlc Dlsruptlon - Not sequentlally Arranged

1. (thought) Don't put those sheets on because somethlng

[ - '

-

may happen to the boys
'é; gthouqht) The boys may go b1indf |
3.'(thought) ‘Iron the sleeves aéain or something might
happeh - : ' . |
4. (thought)‘ I might go}blind‘because I'can't.see ueli now
5. (thought) Wash your hands or your boye will be blind

6. (thought) Take  the sheets off or something will happen

- to your boys B i ' _ ™

a

"~ . 7. ‘(thought) ‘Wash the cups over agaln or your father will

go b}lnd
" 8. (thought) Ring the wash through thefringer again or
something will happen to the boys
9. (thought) I ‘have to oin the clothes.on the same way
{ every time ] | o
10. (thought) ' Préss 'the pants over again’ or something will

habpen‘




After -t’he‘first list had b;aen satisfat:torily designed,
‘the individual sessions were begun. In each sessioﬁ the
patient was seateéd with hls back to the theraplst and flnger
'eleétrodes were attached to the flngex: of-choice on the rJ.ght
"hand. A sensation .threshold was then determined by elect—-
rically stimulating through’ the electrc‘;des" u'sing a. variable -
" amperage shock generator with a maximum level of 20 n;illi—

-~

amperes.

‘ After.the sensation threshold was determineci, the;
“shock was s}'owly_ increased to a pain threshold intens"}ty_ \/
.which was indicated by the patient saying that the point was :
reached at which he cc‘)uld'no't tolerate a greater intensity.
The . shock level was then reduced .slightly and the session
begun with the presentatjon of the first item on the treatment
list. | . -

Each item -was presented in the following.manner.
'I‘he- therapist began by saying\glegrly imagine » (thé
item)." The patient véas previously instructed to raise the
_'inde_x finger on his left hand when he could clearly obtain
the image (usually a couple of seconds)’.‘ As éoon as the
instructions were's'tateci the therapist bega;n his stop-watch
and recorded the time that elapsed from that pomt to the
point at which the patient first ralsed his flnger.

Th(_e.péfient was previously instructed that when' he
reii’s-ed his finger, he was to keep it faisgd just as long as

he could keep the image in his mind. "He was told to per-
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e

severe and 'try h?.rd to kéép t;.he in;age (ox thougﬁt) ?espite
'any shocké he would receive. Then when the imag:e did
fdisappear' (or 'b'link—o.ut' as many pétiem’:s described it),
he wa‘s to inune;i‘iately' lower his finger. at which point tlie

shock would cease. \ .
_ o . -

When the patJ;er}t :L:a-is_ed his finger, the electro-
shqék was immediately delivered at the previously adjusted -
<>*1ml‘i‘ﬁ‘aj~pu-lsat-ihg_fa‘sﬁior?\ (e.g. approximately '%-_'sec..'
burst every- second). In casés wheré the finger r_eméined
raised for more than 5 seconds, the shoc_:k was gradually

- L]
P ’

increased until the image was disrupted; it was then returned

to the previous level for the i)resentation of -the next item.

In addition, throughout the sessions, the patienfs were
asked to indicate at any time if they felt the shock was
.toc_). weak or. too ’stréhg so that an\ appfopriate adjﬁstment
. could i:e‘made. .‘They ‘were -alsoh enlqo‘uraged. to take the ‘shock
. as stror;gly as they.could without. 'making it unbearable.
In each session the therapist'and '.patient' attempte@ to find

4 level of -electroshock which when delivered resulted in’

R

-a disruption of the image within 5 secs. -of the patient
raising his finger.
Each item in the list was treated in this‘'fashion,

with a timed 30 sec. interval between each one. Each item ™\ °
. =) : ’ . .
was .presented in .order .(e.g. items nos. 1-10 succes'.sively)'
N o ) .

e

unless, as in some cases, the

Fl .

patient‘ found the predict-

v

ability boring or disturbing, whereupon a random presentation

¥

was given.



.
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Seseions ‘lasted .between 30 and 45 minutes,

5

each session the list of 10 items was presented a minimum
- » w o
of twice and a maximum of four_‘\times,'.with three present-

ations being given in most instances. If the images were-

being conjured up very quickly (i.e. within 2-5 sec.)' as

o -

sometimes happened in the mltlal few sessions, then four

presentatlons were p0551ble. In later sess:.ons, when the

n °

images were taking 30-60 sec. to produce, sometimes the J )
list could only be preeepted twice w1th1n' the ses_sion. |

After the first three‘@resentations of "the list
(flrst session) ln which a contlnuous relnforcement (CRF)

schedule of shocks was used 'a Varlable ratlo (VR) schedule
)

was 1ntroduced. This usually started at’ the beglnnlng of

the second session ‘and the patient wasﬂ tdld' that he would
not always get a shock when he raised his fi"nger.ar\d_) that -
. l .

if the therapiét said .'O.I'<.' when he x':a;'.'sed his finqér, he
could immediately put it down and:he would 'not'aget shocked.
'Ifhé VR pa’ttern was used'asnfpllows: b (& = .'shock; NS = no shock):
s, .Ns, S, s,_NS, S, NS, NS, s, NS, S, & s','N’e, s, N'é', s,’s,
NS,.S, NS, NS, NS, s, NS, S. '(s =13; N§ = 12). This,
pattern d‘id’ not correspond to any partlcular item 50 that
over a large number of sessmn\s the 13:12 rat%o.was main-

tained for ‘each item. . A T k s
Sessmons; were - glvﬂen\at ‘the rate oﬁ no more than
three times per week and an attempt wa(\s made to space a day
between each session whenev’er poss:.ble as olt had been noted
: : :

in the c;ourse of‘ the previous study ‘(Kenny et-al.', 1%173)

3

d . .
o os, 3
» N \ - "
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'\5 - ) ~ ) .- « - ' v T . ! s
- that this led to a more regular "rise in-the latency of
| . hY . . ® - v A . . Y

A - 1mage formatlon." ' I ot

~ B v

. ) : As mentloned Faradic Dlsruptlon was-dellvered for

. L . .
° ° s - e

T . - 30 se551ons wlth the derived llSt of 1deatlons. In some

sow P
" +

x 1nstances,.however, elther the following 51tuat10ns arose: .

‘ a) “the patlent reached a point before 30 treatments at whlch

O » . - iR

i . "he felt the 1deat10ns belng ‘disrupted were no- longer exertlng
- oA

® .

’ . an 1hfluenpe on hls)behav1our, or b) he- could no longer con-

_ | .Jure up-moet of the 1mages, or as wa; usually the case, c)~
he erorted both. f.i ' ..‘ — o E

T 1 : ' In these 1nstanoes one. of the follow1ng prOCedures

v

. " . was initiated: a) if ‘there were’ addltlonal ldeatlgns to be r

e . treated, a new list was made up; b) 'if no new list was re- .
. : [ CE-
. . . » o -

‘quired (i.e. the patient was ready- for termination) and he

had .reached or passed 30 sessions, then treatmﬁnt was term-

a
a * L o

- . inated- or c) if he had not reached 30 séss{ons, weekly

.-

". booster sessions were glven untll a three-month period:had

-

" been reached
. ) . ’F

Thus the treatment.brocedure almed at deallng-w1th
‘the patient in relation to- changes that occurred durlng

therapy SO .that the- most satlsfactory state was reached w1th
. ..h,_ . 3 { R
_each one. - :

v

o A -

1 " ' X C . i R .
Where treatment was continued beyond 30 sessions

3

'was completed. ..

. . - N, s . . * T
- the follow-pp period was.not initiated until all treatment Jj



Waltlng—Llst Control Group

.. _ The 1n1t1al assessments for the Faradlc Dlsruptlon R
“ki- group and the waltlng—llst control group were 1dent1cal 1n

'al\\respects. The control group was told that they would‘be-

'j\\Tx;—ru' delayed for three months before treatment was begun but that . N

1

they would be seen once a month untll the wa1t1ng perlod was .

A R over. When the control patlents were séen once a month théy

t . . 9 v l

) were rated ‘and’ encouraged to be patlent but a dlscussxon of‘
thelr problems was avorded ‘as far as possrble._ They were,‘

on .the other hand encouraged to contlnue taking thelr med— e

- A}

'-1catlon and seelng “their referrlng phy5101an 1f they sg&de51red

T In the initial 1nterv1ew, they w&re glven a. full

<

e e e

L3

——t—”“f-'"*—*“‘exglanation of- the treatment and 1ts ratlonale és were “the

,Faradlo Dlsruptlon patlents. .

Ktithe end‘of uhe:three—montﬁ waiting nerlod, they;
. ' 'werefgiven”their final assessment after whlch timegghey began'
B : “Itreatment:lf'they still wished to. do so;~ ‘ a

Follow—ug g - L P o .
AR i" :.- At each follomfup session, in addition'to making a. : N '.‘,
'..rating, a disoussion'of'each patient's adjustment Was'made .

-

along w1th any suggestlons that coula be: provrded///@atlents.
‘were also told that they coulg take booste; gessions, 1f they -
L [EY

'wanted them. However, to date thls‘request has not been made.'

N .
Cllnlcal Results

NI i

[ T _ Faradlc Dlsruptlon . ' L - I

3

'Eight patlents orlglnally gpmprrsed “the Faradlc .

Dls'uptlon group and, as mentloned, one patlent voluntgrlly




'dropped-out and one had to be excluded, from the ?FUdY'

"~ Both of these patients-had'experienced some .considerable.®

lmprovement w1th the treatment

4]
Of the six pat1e ts who completed treatmené kfour -
con51dered themselves gi:atly 1mpreved, one - consrdered her-

7 -

'self only moderately 1mprovedaand onaafelt that she had nbt

1mproved w1th treatment. The flve patlents who 1mproved ‘did

SO steadlly throughout the treatment se551ons.‘ It is lnter-
‘ - .o . .k . _ .
esting that the patient who failed to Improve experlenced

[

two_short‘periods of, considerable'improvement but relapsed

)

after four or five days eacb‘time o - . o

~ Three of the f1Ve 1mproved patlents requlred re ... ..

'Ithan 30 treatments efore dlscharge, one’ requlred less and

"

ireceived the once - eekly booster treatments and one was term—

inated after 30 sessions exactly. . - -
Waltlng L;st Control P

All fourlpatlents in the waltlng llst control walted

".for the full three—month perﬂbd and all clalmed that they had

/
jnot 1mproved w1th respect to their target obse551ve symptom

A

'although some felt that they had experlenced 1mproyement in’

.other respects (e g. anxiety, mlnor phoblas and obgessions) ,

N\ —~ ‘\'\.
All four patlents decided to_take. Faradlc Dlsruptlon

treatment after . the three-month period. One of these patlents

"1
'.;termlnated after approx1mately teﬁ sessions as ‘she felt the

., C I "y ot

.treatment was not'901ng to work and . because she had notrced

" no Hmproygment. . This patlent was partlcularly dlfflcult t///

manage ‘as she kept clalmlng she could not tolerate the shock
. , Y C o

~

°
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above the sensation threshold and consequently there was

'L' * . N ’

'little to noichange in theflatehcy'of:image formation.

Another patlent had to be termlnated from Faradlc

Dlsruptlon treatment as it was found after three Se551ons

oy e

'that he could easily tolerate the max1mum shock amperage - C -

-

-(modelllng)

then termlnated conslderlng himself considerably 1mproved

_w1thout the sllghtest dlscomfort Attempts to find other

.

shock generators that he would find aversive falled He was

consequently adv1sed to recelve another form of treatment

-

v

‘A thlrd crOss over patlent completed 30 Faradlc

Disruption se551ons, took an add1t10n€} ten treatments and

LY

e - e e
_—— "—’———""——“—“—_'_"_‘_-—‘t

'.ﬁﬁaaﬁeurth patlent has: only recently completed the ‘

threegmonth waltlng,perlod and no further data are presently.
. . . . A RS
available, ; ' o ' : ,-n

~Follow—up

The five patlents from the Faradlc Dlsruptlon group

and the one patlent from the orlgln&l control group, all of

whom successfully completed treatment, were followed-up -
The mean number of treatments required for dlscharge was | - T,
34.8 (s.D., = 10. 1) The medlan follow -up perlod to date is

r

three. months; All ‘six patlents reportéd further 1mprovement .'

at one and three-month follow—up assessménts. At sik-month -

follow-up, however, two--of the patlents conS1dered themselves

aS‘hav1ng relapsed One of these was not a true relapse as’

the patlent confessed at one year follow—up that she had not

b

Areally relapsed but had rated herSelf as. belng SO because she

L]
1

. . .

. N S . .

. - " B - .

s R . . o .

. ) , - . . . ) .

. i > N . . . . . ) .

R - \ - N . . ,
- ’ . b . '



was trying to get attention and. actionlfor a hysterectomy,

wh1ch since she was onl//21 years old and’ 51ngle, .every

phy5101an she had seen had refused to give her.%RShe sub-
1)
sequently settled down, no. longer w1shed a hysterectomy and

rated herself at the one- year follow—up as..even more 1mproved

than at “any prev1ous perlod

The one patlent who experlenced a true relapse of her.

~symptoms, did so after approxlmately S5ix months post treatment 2t

"’-;.

-~

She claimed that the 'thoughts had: been comlng back more

‘strongly and she- h?d recommenced with some of her rltual— e

1st1c behav1our The patlent did not wish' booster treatments, .

.~

however, despite encouragem/nt from the author and h S

e e e — e e e bt s s e e

<@

‘had some contre%*ong; the problems and wanted to see if she'

could regain the im

'regular phy51c1an. * The reason for thls was not because she

had any aver51on to treatment but because she Stlll felt she

ovement on. her own. She has not yet,

been seén for the one-year follow-up and no information has

yet been received on how well she has .progressed with her .

-plans.

control patients could not ﬁrogress with Earadic_Disruption

¢ -
-

Summary of Clinical Results , ’ Y

1)

' 'Six patients completed the original Faradic Dis-

-

ruption sessions with'four greatly improvéd, onie moderately

s

improved and one unimproved. Two of the four waitiné-l?Ft
treatment for various reasons while one'successfully completed
treatment and one has just begun. Thé mean number of sessions

required\fbr'completion of therapy was 34.8.
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Of the six patients who have suggessfully completed . i
 "Faradic Disruption, all have been followed up\with .a median
oo - - . - : 3

folloW—up”period of three months. Of the~six,\only~one.has'

. what can be considered a true relapse; This patient ‘declined . -

*oa 2y

- booster treatments. ) \,
Experimental Reésults _ T p

.

All -raw data on the prev10usly described symptom

2

ratfngs and psychoﬁbtrlc tests were . arranged by treatment

<

groups for the four assessment perlods. Means and stah ard

, deylatlons (presented in brackets) were oalculated for each -

Ry

group/for each observation.

Mixed model analyses of variance for'repeated

measures were pexrformed on all data u51ng the Balanova (1968)

computer program Details of any.partlcular ana1y51s are

given in each sub-section below. “_ B

| I . .
Because it was prediéted that, the faradic disruption

o

group, 1n comparlson w1th the contnol group, would show
. > -

decreases 'in self- ratlngs of target and non-target_ symptoms,
- .
. in psychiatric ratings of target'and non—target symptoms,
and-in.psychiatric adjustmept ratings, F tests for srmple
mainleffects (Winer, 1962, p. 529-53 ,were applied'to these.
_data'subsequent to thevanalysiiizf varlance regardless of

the overall 51gn1f1cance of t ain effects and interactions.L

For all other’ measures, subsequent F tests were applled orily

. when significant analy51s of variance results were.obtarned,

and if neécessary.

- ’ . - ) !
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4
h

- of 1nclud1ng:these scores in the analyses of results showed -

T e

As: dlSCUSSEd prev1ously one of the control. patlents

refused to attend for 1ntermed1ate assessme@ts SO that data

T

""of the control group"means. It was

were avallable for ‘this partlcular case only for the 1n1t1al

and three month evaluatlons. An examlnatlon of-the effectsv

‘T

that they.produced a considerable alteration in the pattern’
' ’”

consequently decrded to

take the most conservatlve procedure and delete the results C e
)

for this subject f rom the analyses involving the second and
.‘n

) _third assessments (w1th,the exceptlon of latency of 1maqe

formatlon - see below).

» ' ‘

““ments the group members followed the orlglnal experlmental

. -

. . : . N ) s
format (N = 6 and 4) whereas when the within. treatment assess-

ments’ were used N =6 and 3) ‘The number of subjects is also

altered in the analy51s of latency of image * formatlon and .an

v

':explanatlon is glven in detail in that sub—sectlon (see below).

~

Patients' Subjective Rating.of Target Symptoms

o .
3

The 'scores "for the selected target symptoms were
o S . . v :
directly taken from the patients' subjective ratings of their

symptoms. Selection of the target: symptom took place after

the initial ratings of‘all>symptoms. . The remaining {non-target) -

u

symptoms are analyzed in a separate sub- sectlon.

Table 6 presents the means and standard deviations

for this ratlng .

The means from Table 6 are plotted in Figure 1, the

' numbers 1 4 denotlng the assessment perlods as per Table 6, -
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and show that there was a steady decrease in the ratlngs of

: the Faradlc Dlsruptxon group over the four assessment perlods

] R ;whlle the control group ratlngs show some 1ncrease.
('—‘/ . A - ’ A . ¢ -, St - 4 i RO,
| TABLE 6

‘Means and’ Standard Deviations for Patients' Subjective Ratings..

of Target'Symptoms SN

; ; 0 - 20 .30 7
Assessments.: . . Ifitial Treatments Treatments Treatménts ‘

~7

S . Fa,fad_io____ _ @ P . ) e . e
—— 7 Disrdption | X 94.83 .  55.83 . 38.00 . 32.83

(N=6)  S5.D. - (12.05) (313§h), (33.44), . (33.20)

a

s Assessments' Initial & 1} Month\ 2 Months - . 3 Months -

Control X  66.00 . 89.00  100.00 . 95.00 .
(No= 3)  s.D.° (24.54) © (12.03) © - (7.07) . (9.09)

v

G

o
(=

- . The analy51s of varlance whlch was performed on these

o data demonstrated a 51gn1f1cant main’ effect for assessments. ﬁ'\

b . w
- AN

and ‘a slgnlflcant 1nteract10n. A summary ;s_g;ven in "Table. .

7 O n .-.' © . ‘-'

-

N ~ For assessments, a test - for simple‘main effects
revealed'a's;gnificant effect for the Faradic Disruption gfonp
'-(s =14.1271, af = 3/21 p <. 01) "but not for the control -

gfoqp,(F 5_1.96623 “N.S.) over the four assessment periods. o “’//

(XS

5
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Comparisons between ‘groups £fqr each assessment period

'.?hoﬁed that the tWo.did not differ”at'the initial asséssment.

(F = 1.8891, df =

. assessment (F =

differences at the 20 treatment (2 month)

1/7 N S. ) nor 4t the 10 treatment (1° month)

3 2525 N.S.)” but that there were 51gn1f1cant

assessment (F =

8. 68787 p < ‘05) and at th€\30 treatment (3 month) assessment
. (F = 8, 7918, p < "L 05).
_& ' Thus it is clear that patlents who recelved the . &

>y

Faradlc Dlsruptlon treatment rated themselves as. con51derably

‘more 1mproved w1th respect -to thelr target symptoms than did

-

the control group and thlS effect only became ev1dent ?fter

the Farach Dlsruptlon patlents had'recelved 20 treatments

of treatment.

Analy51s of Varlance Summary for Patlents

-

TABLE 7

/ l

df Target Symptoms

o

7

)
n

.
L hy e

B

~—-~(rather than“IQ) ;ndlcatlng a sllght délay of the effects

a

Subjectfve Ratings

‘Source ot . 8§88 . af MS - - F . -
o b : ) :
A (groups) . 8256,11 ~ 1/7 ,~8256.11  3.31878 N.S. -
N Ue ~ - o .
N L . , - . -
' g (subjects) 17413.9 7 .2487.69
B (assessments) 5210.08 - 3/21x "1736.69- 5.04392  <.05
A x'B . 11024.00 "3/21 - 3674.68 10.6725 . <.01
BxS . A 7230.60 21 3447314 T ‘
-(expérimental - C{ , I :
- error) LR
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ggychlatrlc Ratlng of Target Symptoms - T I -
. In a manner 1dent1cal to patlents subjectlve ratlngs,

scores for target symptoms were extracted for the psychlatrlc

rating of patlents symptoms._.These ratings 1nvolved 1n1t1a1 .

"and Einal assessment scores'only, however, and consequently

N

no subjects had to be dropped from the analy51s

L
L

The, means and-standardeeV1atlons fnr this rating
. . ) .1' ‘
are. presented in Table 8 ' .Y

4 .

These means are plotted in Plgure 2 and 1llustrate
that while the cohtrol ratlngs decreased very sllghtly from

'the 1n1t1alato the f1na1 assessment, there was a. correspond—

1)

1ngly large decrease for. the Faradic Dlsruptlon group durlng.”

— - . T T T vy e e e @ e o

“that pericd. : R

S . TABLE 8.
Means and Standard Dev1atlons for Psychlatrlc Ratlng of -

4 - . ps . [

- . - Target Symptoms oL : ST
- o '1, 4 )
1 . ( Ly -
. Assessment . o ' Initiall . - Final
- Paradic. L. ? X - ) _ |
Disruption . X~ . - .° " 6.33 tet 2.67 e o
wt (N =6~ S.D.° -~ ,(0.75) . (2.62)
Q, ' . : o T -
3 = . - a
o. = . _ C K
& Control X ... B.OO. . - . . T7.75

(N;=-4i : s.o,i . R (P 1+) I (0.83)"

. -

i
B,
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A summary of the analysis of variance performed on:

‘e : >
‘v - - . .

these data is presented in Table 9. ' S c " ,?y
‘Thls analy51s shows that the F ratios for both main
”effegrs (groups and assessments§ as’ well as the 1nteract10n
_are sdfficiently large to regect the null hypothesis. In-
Séaqriqn pf'Figaré 2 wpﬁld\saggest thar n&t oniy did the two
graaps'différ in thelﬁattern of change of this rating from

'qmnltlal to flnal assessments, but that the rwo groups may

have significantly dlffered from each otﬁer in. the initial v ;
assessment level of this factor. - ' 0 T4 :
a 2 ~ - s . 3 ) '\’\:\'_ .
. N3
TABLE 9. AP .
- ~;—*ﬂnalys1s of Varlance Summary for Psychlatrlc Ratlng of —“N/f I
Target Symptomsf e h - ?
L] . ’ N :
source - ~ ss- . 4f ' MS F
A (groups) ' - - 54.6748 - 1/8 54.6748  14.3999 <.01 -  °
. 5 (subjects) 30.3750° 8 3.79688 12.4165 <.01
A xB o - 14.0084 1/8 14.0084 - 6.57602 <.05
‘“ Bx'S - .. 17.0418 8 2.13022 ‘
(experimental = - "" . ' - :
error) . o ' .. .
- f

L4
[

Further tests showed that-thére'was a siénificaht
decrease .in this rating.frbm initial to final asSéssmenr for .
the ﬁaradic Disruption-group (F = 18. 9339 .df = 1/8, p < .01)

“but not for the control group‘(F- 586}9 N.S.).



em - R

_”_f““*‘——‘—“‘_——eompariso etween grouos'allowed dismissal of the

N

,* initial assessment differences (F = 2.24956, df = 1/8, -N. S.f

.- v  while conflrmlng the large findl assessment dlfferences

", (F = 20. 9265, p <e0l)., 7.

H [N

L It can be safely asgumed therefore, that the Faradlc

"+~ Disruption patlents were rated by the 1ndependent psychlatrlc

- . A -~ ) -

asséssor as 51gn1flcantly more 1mproved than the control

K . group w1th respect to thelr target symptoms. T ,ﬂf—’

L Patlents Subjectlve,Ratlngs f Non-Target Symptoms

. . . v v . °

Four of the six Faradic Disruption patients and three.
of the four control patients had obsessive/compulsive symptoms

. " . '\ .
other than those taken as target symptoms for treatment. TFor

e et R

T all but one “tase these non-t target symptoms were untieated.

The one exceptlon was a Farad1C'Dlsrupt10n patient who had .

" ' -

n

a

received five treatments on one of his several non-target

symptoms at the time of the final assessment. Inclusion of
P this symptom in the present analysis did not proddce much

. : . ) 3 ' < 7 ‘
change in cell mgans and consequently a division-into

treated ahd.untreated.non—target symptoms was considered

&

unwarranted.

\d
,

For each patient the symptoms which remained in the

patients’ suhjectiye ratings of symptoms after extraction

<

of the target symptoms scores, were used for this indéx.
. _— o o

If two or more non-target symptoms were present, 'a mean was
' I

taken. and used as a single measure:

. The means and standard deviations for these ratings‘
. ) / ’ ’ - . -
are presented in Table.l0. ~ \

A
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Means - and Standard Dev1atlons for Patlents Subjective Ratiﬂgs

rooA

of NonfTarget Symptoms-

]

1 2 3 4
l. N : ~ ‘.
e 10 20 - 30
Assessments , Initial Treatments  Treatments Treatments
Faradic o Lo : ) I , .
Disruption . X ° 82,50 : 59.25 - - 50.00 . 52.50
(N'= 4) . s:Dv  (6.69)—  (16.04). ~ (16.61) (34.57)
“ \ . . +
Asseésmehts _ Ini}ial 1 Month 2 Months. 3 Months’
Control . \74 00 ° 54.67  «'58.33 - 68,00
=3 - sp. (28 47)  C(27.47).  (26.96)  (28.88)

These means are plotted in Figure 3 and suggestvthat(

‘over the four. ékperlmental perlods, the rahlngs of both groups

decreased somewhat, partlcularly from the ‘initial assessment

to the\lOth treatment, or’l month assessment.

Table 11, however, whlcw presents a summary of the .

analy51s-ofavar1ance performed on these data, ' shows that the

[

: effect for both groups over the four periods was in - fact

. - - _. ' . - '

non-significant,> .
-y

Subsequent tests fgr simple’'main effects supported

this conelusioniin'that n .significant results were found

~.aCross groups for the Faradlc Dlsruptlon subjects (F.= » .

2.76677, af = 3/15, p < 10) or for the control subjects

~
-

.
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a (F'=3;62066 p > .25) nor ware: any sxgnlflcance dlfferenées

A]

Q@: found between groups at any of the assessment p01nts. S

n Y
° . ’ -,

T g -
. - “TABLE 11 . - ,

‘oo . -
1
.

-

AnaﬂySLS of Varlance Summary for Patlents Subjeetiye Ratings

of Non Target Symptoms

ey

Source ’ e f"ss o df: . Ms S

R , - . i ‘ . .
A (groups) . 3208125 - 1/5 - 32.8125 0.14008  N:S. |

S (subjects) ,:il]ll.? 51 2383.34 -_t :', # ‘
“s (assessments} , 2502500 © 3/15 834.00 - 2.62793 N.S.

AxB ] pr;'f?”'%zs 05 3}}5: 241.035  0.75950 N.S.
"Bx'S . 476040 157 - 317.360 a
‘(experimental R o L | R . /

error) -~

3

.

' . . . .

- - . . B -
.- . - - =
T ' 0 ) ! o" . o . : . . I
) ) . o ° . ) ' . Iz [
.

)

13

o Psychlatrlc Ratlng of Non-Target Symptoms

\
«

‘ The pSYChlatrlC ratlhg of non-target Symptoms was
,derlved in the same manner that nondtarget symptoms werv ex-

tracted from the patlents subjectlve symptom ratings. A
l/ ’
o mean was also(take *and used as a 51ngle score, in cases where -
Al . .
. . f , v
“ two or more non- targetlsymptoms were present - |

-

. &
e ‘{>;“r The means and- standard dev1at10ns forathls ratlng .

|_ .
- i

Ay 1

"° . 'was presented in Table 12

w . 14 Vel
Kl ° v

These means are plotted in’ Flgure 4 and as with the

patlent ratlngs of. non target symptoms appear to suggest that

o

both groups were rated as hav1ng 1mproved from the 1n1t1a1

BTN K . ‘ .- . - >

s - . . ' ' " L A . . s . Q) o~



a .4

r. .

~

._these data. ' _ :' SN

‘Means” and Standard Deviations' for Psychiatric Rating of

" . N . ~. . A : ' N
-final assessment (F = 5.80312, p < .10).

to the'final Aassessment. ) S L .

v

C . . R . R ;

Table 13° summarlzes the an§1y51s of varlance for
. Q ¢ 2

N

TABLE 12

-~

e Non-Target Symptoms S
B
1 L 4
Assessment _ : + . Initial . . Final o ‘
Faradic . .

Disruptidn . ‘X . 6.25 ', 4.00 )
(N=4) - 's.D." . -~ 7 [(0.83). .° S (1.
Control X ; © 7,67 ‘L - .. .%6.33
" =-3) " s.D. (0,47) . 4. (1.25)

. ! ¢ ’ .. "\. ’“. |

'?Z%.g' In this instance, the main efféct for assessments was

. !\(\' »

51gn1f1cant at the .05 ﬂevel suggestlng that both groups "were

° Q

) rated as hav1ng 1mproved from 1n1t1a1 to flnal assessment.

.
1

The tests for 51mple main effects eluc1dated thlS 1hter-

-

' pretatlon by show1ng that whereas the changes from-initial,

7

@

© to flnal assessment were. SLgnlflcant for the Faradlc Dlsruptlon

growp (F = 10.7522, df = 17% p < 025) they were not for,

R

the control group (F =2. 83185 NeS. ) On, the other hena
no 51gn1flcant dlfferendes between groups could be demon—

"strated at-either the initial (F =ﬁ3 13917 p < .25) or the
. [ . - , . \ A

v

PN ' . Cia [
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74,

_ . .
0 ‘TABLE 13 . i
Anaiysis'of Varianoe Suﬁmar;rfor §sychiatric Ratinos of
| Non—Target'Symptoms | .
Ny . ‘ ; ‘
Source S8 “af ,\\ MS' .f
A A _ | :
A (groups) - 12Lp5360' 1/5 12.0536  '5.29827 N.S. .
S (subjects) 11.3750 5 2.27500 t o
B'(assessmentsj’ " 12.0714 71/5"12;0714 l2;§i§i‘ <.05Q;
A'x B. o 10.72022.-1/5 00,72022 . 0.76483 N.s, .
"Bxs % 4.70833 5 .94167: | . g
(exherimentar ' _L: ' ) £ o
error) . , )
: ‘ P R
Whlle _nct as clear as the ratings of target symptonms,
wthese statlstlcal results on non target symptoms é;n be :
1nterpreted as show1ng a 51gn1flcant 1m§rovement from pre—' ’ f
to post—treatment'levels for'the Faradlc.Dlsruptron Qatlents )
and an obsence of such oQ@nge amon§ control patients. | N
These ratlngs also clarlgy somewhat the. results -
* found in the Qatlents subjectlve ratlnés of non- target @ K
stptons“Qhere the simple main . effects for the Faradlc
Disruption group (over the four assessment perlods) approached*,«.
significance (p < lO) . '4j' . \ ) J
Psychiatrio Adjustment:Ratihg - t; : R ff;

..(-:.—:'

'the psychiatric aajustment rating.

‘As mentloned prev1ously (psychometric assessments) a.

" Cop
23 . A . '/. -

Table 14 presents the-'.;J"\.\.

51ngle 1mpa1rment scpre for each patlent was derlved from



LY
it

R SR 15,
55 ~ : ) :

\ “ K . "y . ! -
means and stdandard deviations for~this rating, .

' . . TABLE 14

Means and "Standard Deviations_fbr Psychiatr%c Adjustment _4‘?’
. Ratings - . . o - -
N - o e . T
-‘.‘ S A - K | ‘ l N - ] - 4 ‘ \\\
. , 3 _ L \
Assessient T _ Initial - ‘ " Final \
A PR , — N ' '\\
' Faradic .- . - S A T
" Disruption X . o9.67% - - 5.67
(N = 6) §.D. . (3.68)% . U (4.27) \
3 v ',. - .\
- ’ . . i 0
Control = X \ - 8.75 % - 8.25 -
(N = 4) s.D. - .. (5.89) % o~ (4.49)

{

£ — — 0

These means Sre plotted .in Figure:5 and show that

~

while :there is an overall decrease in thisﬁindex from the
initial to the final assessment for both gféups, the@e-isfa'

. - o .
considerably larger drop for the Faradic¢ Disruption group.

h&n_ ble_lS'bresents the analysis of variance summiry =
.for this data. ) ' o If' : __' AP
. \
.. The analysf&\pf varlance LAlUStrates that the décrease :
: Ry g
N~}n ‘the ratlng for both groups\from 1n1t1al to final assessment -

< 0.
- is in fact 51gn1f1cant The lnteractlon effect approached

\'_‘

' 51gn1f1cance at the . 05 1evel (crltlcal value = 5. 32) but N

wasmnét suff1c1ent to reject the null hypothe31s. ‘ ,' =,

"f : Subsequent tests far sample ‘main effects conflrmed .

. R - —— .

. . R N
‘the trend however, as there was a 51gn1f1cant effect f&r R

r t. N . [ . \ .-
. . - . L ” .o . - . . .

-~
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15. . .
‘Analysis.of Variaq;e;Suﬁhary ‘for Psychiétrio Adjustﬁent
v ' '13atings - o
; . )
Source ‘ " 88 af MS F
_ . : , e
N @ / : . o, ' —)_
A (groups). . ;. 3. 333 1/8 3.4333  0.687876 nN.s. -
'S (subjects) 387. 667 '8  48.4583 _
B (assessments) -, 33.7999 1/8 33.7999 12.0176 .. <01 .
“AxB - ©©14.7000. 1/8+.14.7000' . 5:2266 - N.S. -
B-X S L 22.5002 8 4 2.82513
(experimental t - o
. error) . / ?
. \ ® F f'r,“
._/. ‘ - \ v ° * b
’ ' 1] \ '
R ad $ Th 5 l

oontrol-group (F, =

4

N
. ~

277,

the Faradlc Dlsruptlon group from preh to post treatment.

e

1. 7777, N.S.).

_;-

As w1th the psychlatrlc ratlng of non target

assessments (F =.17. 0665, df = l/B, P .01) but not “in the .

symptoms, however, no’ 51gn1f1cances between groups werev'

foundhat eltherfthe pre»treatment assessments (F

. d B
af = 1/8, N.S.) or at the post-treatment assessment (F
. 4 _6& Pred .

.62478, N.S.).

2

-7

.078667 _

Oon the'basrs of the first~test-it can be seen that

13

there was a clear tendency for the Faradlc Dlsruptlon ﬁioup

" to 1mprove on thl% measure over the duration of’ the experl-

A . . A

.ment. . e

ot

zﬁBLE.

-



iously given. _ : , o T

' . ] '-. - . _‘ -

IPAT Self- Analysrs Questlonnalre

Table 16 presents the means and Gtandard deviations
for-the IPAT Self-Analysis Questlonnalre with ‘the one control

patient for ‘whom intermediate ratings were not available.

excluded frofm” the analysis.

. These means are plotted in Figuré 6 and 'show that

neither group changed in this evaluation during the course

of the investigation.

Thls is conflrmed by the non- s1gn1f1cant results.
. a .
obtalned in the,- analy51s of varlance (Table l7) and suggests

&
3

'that there was no change in trait anx1ety in-either group

. over the.duratlon of the‘%xperlment. =

!

Fear Survey Schedule (F.S. S. ) S .

The restrlctlons for this’ analys1s are- 1dent1ca1 W1Eh

thosesreported for the IPAT scale. Table 18 presents ther

" means and #tandard deviationsg for the F.S.S5. while the

“analysis of variance summary is given in Table 19.
P . : .

The means for the F.S.S. scores are plotted in
Figure 7. While there.appears to be a group difference

for ths meaSure in that the control group have overall

lowef.sabres, the analy51s of variance reveals that thls.

dlfferenCe is not-s1gn1f1cant. Essentlally 1t'appears that

R,

as with tralt anx1ety no changes 1n 31tuat10nal anx1ety

)
responses took place over the duratlon of the experlment

Latency of Image (Thought) Formation - Coey

. - ) . s . .
A description of.the basic design for the evalﬁation
of .changes.in the latency of image formation”has:been'prev—

wn

’
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. . TABLE 16
, Msns and Standard Deviations for IPAT rSé]if;—Analysis"
\/ ° R .
o Questionnaire. ) - ’
1 2 3 4
r ‘ - . 10 .20 30
" ' Assessments : Inf&*i‘é‘l Treatments Treatments. Treatments
Faradic ™~ R ‘ : . ) L
Disruption ¥ ©  51.30 . 55.50 49.33 50.83
(N=.6) . 's.D. . (8.38) (7.02) T (9.01)  (13:57)
Assessments -  Initial 1 Month 2 Months 3 Months
Control X 46.00 39.3 42.33 . 41.00
AN =3) | s.D. (7.12) - (15.15)  (16.94) (17.68)
i A o
- N . / .
A ' TABLE 17
. ’ - . ; " ° . .
" Analysis of, Vdriance QSumma'ry "for IPAT 'Selqunalysi§
: Que.s‘tionn‘airé _ W l
(24 -~ [ \ v
_ . Source - ss  af - MS F- -
‘A (groups) . 734:722 0 1/7 734.722- 1.20456 - N.S.
S (subjects) = ,4296.66. 7  609.951
/ B (assessments)- '61.555  3/21  20.5185. 0.634907 WN.S.
A'x B+ - . 136.277 3/21 - 45.4257 1.40561  N.S.
BxS . 678.664. 21 ¢ 32.3173 - I |
(expérimental ‘ ' . - ' gL
error) . S . e
l"‘/ X ‘Dw
a . T . {
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’ TABLE 18 -
Means and Standard Deviations for Fear Survey Schedule
’ ' B ' ’ Lo @ L
. ' S 1 2 .3 4
. L o . 10 - .20 ) 30
V- -Assessments - ' Initial Treatments Treatments’ Treatments
Faradic o _ _ ‘ S
. I‘)isruptlion‘ X I44.00.' 149.83 © 134.33 . ‘130.6;7
(N = 8) 5.D. (61.58) (68.42) - (56.64). _ (61.68)
. Assessments - Initial 1 Monkh 2 Months 3 Months
Control ' X -113.67 ~ . 83.00  72.33 78.33
(N =3) , S.D. (42.07) -  (57.46)° - ={53.48) (54.13)
~ B ’ .) o .
' TABLE. 19 -
- Analys(is of _Variahce Summary ‘for Fear Survéy schedule’” "
Source T ss R - $ MS: - I
: : ' S L 5
\ . ' o : . by = . \/
A (groups) . 22366.1  1/7 22366.1 - 1.47229 Lu.s.
S (subjects) 1063390 7 : 15191.3
B (assessments) '  2868.08 3/21° _956.027 1.04818 .N.5.
AxB . 1573.06 - 3/21'  524.354 (.574899 N.6. .
B xS -19153i7 21 . 9l2.080 ~ e
s (experimental : .. P '
error) . . , . .
.:U ] B w '_'5,', . 3 T
. : X ) o
_ - . ! X o .
\‘ P ) . , + » Ly
S e , L ‘
-\.;" ‘ ! .
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As the dec151on to make assessments of neutral 1mages

. R

. was made aftex the 1n1t1at10n of the experiment, two Faradlc

' Dlsruptlon patlents were not e%aluated

1
the latency of 1mage formatlon 1ncreased greatly over. the four

7
on, this dlmen51on

e
and-were-not aqcluded in this analysis.

‘v
L ’ X

As the data from ‘the control gatient‘whdideclined to .
' ‘ v : . v ) -
make treatment ratings did not appear’ in this instance to
’ e - ¥ a v :
alter the pattern of cell means; 'his scores were - included in

N

the present anal{sis. The omitked within—treﬁtment'SCores-
. N - s v .
were taken in the analysis as m1551ng data which 1n1t1ated’a.

)
. .

1east— quares solutlon for the anaIy51s oﬁ varlance program.

°

The means. and standard dev1atlons for 1atency of

image formatlonuof obsessive and neutral_lmages are“presented

¢ o - , R
in Table.20. ° - o Co - . :
. . . : Yo, % 4
The' means are plotted in Flgure 8 Wthh shows that

o, ~

1]

experlmental perlods gor the treate?/ogse551ve 1mages whlle
-

the untfeated obse551ve 1mage and the two sets of’ neutral

' images remalned ba31cally unohanged‘ N

Ve

fqrmed on, tnese data using a balanced de51gn.

&'
2
[ (Y
.

\ -

. A 3-way mlxed model analy51s of varlance was per-

“

The - first’

factor (A) represented the two egperlmental grdups, the second

factor (B) r\presented the two 1evels of 1ma

assessment perlods.

s (experlmental

and neutral), while the thyrd factg;/(c) den%;ed the four

” ~ -

This. analysis ‘ise summarized in Table 21.
; ve :

3

s

“and all interactions.

. i *
> N \ L

-

As can be noted from Table-2l the large 'F ratios

oy,

1ed to;ajrejection of the null'HYbotheSis for-all main effects

' Inspection:of Figure,B shows cIearly'

¢

op
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_ _ S . TABLE 20 e~ ®
<:; ST . * Means and Standard Deviations for Latency of-Image'Fqgmation',-
: g +. . OBSESSIVE IMAGES:" . @ NEUTRAL -IMAGES
1_ ) 2 ] " 3 . - ,’ 4 y ) 1 R ) 2 \‘ ] . -3‘.-- o 4

) 107 20 © 30

Initial ‘Treatments -Treatments

Py »

Assessments

: .10
. Initial

(Tréatments _Treatments.

.‘.. 30 '.

20 . _
Treatments

" Faradic e a " SR - o
Disruption *. X 5.15 . 19.10- 33.90 45.35
- . - . . % . ooem - L el i
(N = 4) S.D. (1.52)  (19.20) - -(19.%4)9, (17.38)
SN , Lo iy N > 2R

<>

T?eatmepti

X.

v 390
(0.89)

x

C3.dp
g
(0.94)

~ -

° E
L A m
- -

3.83 T 2.98"

| (2.04)

2 (0.89) -

i=4

T . ‘-a j; N :L. -
Assessments ..Initial 1‘Month’ - 2 Months - 3 Months

"1 Month- ' 2 Months 3 Months. "

" Control.  X. ©2.23, .23

1350

. . .
R 9 L

. (0.82)

(N ='4) - 5.D. (0.59) .  (0.98) Aq1.28Y° (Ll.1sk - "(0.86)° . ' (0:79) -
; . B . - | . -
/7 ,' . " = . -.‘ 2 < .
. - ) - l‘_ : -.._)‘ * .
o L ; ) S | : ] o
- N N . v _m.. R
° vt v o ' : ',b =
r/ . 2 ; e v
. . ‘Qg. P . ) ’
- 7 - . . 4 ,' .
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‘A. thatiall_of these sign{?iezﬁt results were a result'ef the
sunstantial:changes:which ook place~;nong the treated v

ohsessive lnages (Faradlc Dlsruptlon group) ‘AFurthermore,

as éii‘ef he values\;f the Faradlc Dlsruptlon experlmental

.1mage group for ‘the 10, 20; and 30 treatment assessments

were greater than all values in all’ other cells, it was

'dec1ded that further analy51s (i.e. ; for 51mple main effectsL__~

!
. would be redundant. o

vs}

0

. TABLE 21 .
. . h
Summary of 3- Way Analy51s of Variance . for Latency of Image,
. Formation . . - G
Formati ‘ , o
Source < ' s§ . . af MS . . F
. — . t ; I
©A (groups)  2618.87  1/6 . 2618.87°  12.2908 <.05
o0 ; ~ . ' N -
S (subjects) 1278.45 6 . 213.076 »
N . . . u ‘ S . ‘ .
(images) . 2077.08.° 1/6  2077.08 9.02691 <.05 °
A X B | 1947.02  1/6. 1947.02 . B8.46169 <.05
BxS - 1380.59 _6  .230.098
. o . "_\' . , ) N
(assessments) ' 897.461 3/18 299.154 = 6.70490 <.01°
AXC .. 892.254 3418 1297.418  6.66599 <.01
. : .- N . ' oo
Scxs o . 803.100 18 - . 44, 6172 | S
" BxC .. 97:is0 . 3/18 324 583 6.70696. <01
AxBxC 913.098 " 3/18 ‘306 366  6.33053 <.01 .
B x C %5 . 871.109 - 18 ~°  48. 3950 BRI
‘ Lo )
Q ’ ! ’ A



-

! < ' -

' It i%‘clear, therefore, that the 51gn1f1cant effec

R

found 1n the precedlng analysis-of varlance are dlrectly
N ; [ .
attrlbutable to- large increaseés -in the cell means for the

_Faradlc Dlsruptlon obse551ve 1mages. It can be concluded'

hat the appllcatlon of Faradlc Dlsruptlon to obse551ve

'1deatlons resuLts in. a large inctease in the latency of

.87,

tS

formation of those images and furthermore that the effect

. . - ~ = . ‘ . o .' e
‘remained specific to those images as evidenced by the lack

- - ra

of\change ih the neutral images.

Summary’ of "Experimental Results J _/..~

. . [}

Bearing ixfndnd the. differences rn the:number of .

’

cell subjects ‘in’ some of Uﬂ(analyses, the fOIIOW1nq,results

© o

were ev1dent-

. . .
,6 . ¢
. .

1) The Faradlc Dlsruptlon treatment produced a

<

SLgnlflcantly greater decrease ine target symptoms than d1d

»

the control procedure accordlng to patlents sgbjectlve
. . . . ‘.‘ , . .' ' I
ratings; . . 3
- .

= 2). The independent psychiatric rating showed a.

=

. o N . f . .
significantly greater reduction in. target symptoms among .

- LY

the Faradic Disrupticn group;
3). No SJgnlflcant dlfferences were found between '\
' groups on the patlents' subject1Ve ratlngs of non-target

symptoms. H0weyer, a test. for 51mp1e maln.effecte did

reveal a'significant charige' from pre-.to post-treatment

Y
.t » .

assessment‘among the Faradlc Dlsruptlon group on the

psychlatrlc rating of non- target symptoms, a change not

v
evident among_control patients. Thus there is statistical

ot -~

ORI

o .



o~ -
s n
.

‘oo L .

RN

', is sufflcrent‘data to\present follow-up data only for the :

_ or neutral.lmages in the‘control sub]ects.ﬂ

evadence to support the clear data based trend that the

/’R. .

o Paradlc Dlsruptlon treatment does evoke changes in non—

:' - Teos, Lo .
. l'" . . Lo

. target symptoms, e L :3 'T\

*

4) An 1ndependent psychlatrlc ratlng showed a -

. y g
SLgnlflcantly greater decrease.ln 1mpa1rment of adjustment,n

among the’ Faradlc Dlsruptlon grOup than among control

R Lo ; . L ] LA .
group L o ’1' ' ' ’ o . - '. *
L ’ v ’

9) There Were no'éignificaht changes in measures .

Lo ! ~ L [ -,

i of tralt anx1ety (IPAT)‘or sltuatlonal anx1ety (F S. S )

among elther group durlng the experrment, and : -'\' .
e h, :
) 6) The appllcatlon of Faradlc Dlsruption resulted
)
in ‘a 51gn1f1cant 1ncrease in the latency of 1mage fbrmatlon

.of thé treated obsess1ve.1mages, an effect Wthh dld not

°

o occur 1n the neutral 1mages-nor occur 1n elther”the obse531ve '

L
R

C T .. - 2

Follow up o . Fj LT -'-.\ .’. " "‘,f -

o) ] [N

- ; A dﬁscuSSLOn of the follow—up procedure has- been
' f’t oo

prEVldUSly glven (éxperlmental format) ' As mentloned the

Lo

medlan follow—up perlod for the 31x patlents who have success—

fully completed therapy ls three months. 1At present there .

¢

[
LAY

one and three‘month perlods. . -

N . "

Co The means, standard dev1atlons ahd numbeks of cell
-t
¥4
subjects for these 51x patlents are presented ii Table 22

for subjectlve ratlngs of target symptoms, sub]ectlve ratlngs )

- of non—target stptoms, the IPAT anxiety” questlonnarre and,

! T '
.‘\.‘.

the F.S.S.



-

~

The means for tirget and non-target symptoms are

<

. ?lotted-in Figure 9. It can be seen that there was a oon—'
. R

tlnued sllght decrease in target symptom$ after one month

follow up, whlle there was a correspondlngly larger drop from

]
« -

30 treatments to onewmonth follow-up in non—target symptoms

This latter result undoubtedly reflects the additional treat—'

ﬁﬁnents recelved by some Faradlc Dlsruptlon patlents for thelr

non-target: symptoms. ' - ) ¢ .

- At three—month'follow—uplthe slight decrease in'
suhjective'ratihés of target Symptoms was maintainedL | *
However, a return to posfltreatment levels was noted éor

non- target Symptoms. These latter results are. partlcularlyv

~
a

'dlfflCUlt to 1nterp£et.as the small number of subjec%s
followed up causes the’ means to be partlcularly 1nfluenced

by single entrles, for example, at 3 months follow~up one

patlent ated hls non-target symptoms as somewhat hlgher

than 'at 1 month follow-up, - whlle clalmlng that he had‘;elt

he had contlnued to 1mprove - -t N

N

&

Table 22 also shows that no changes occurred in the
-l

means for IPAT and-F;S.S. at follpw-up.- This substantiates

~the findings that these_wariables_do not change'with treat—~

ment. . ,

&xpdrienced some’ relapse, it is obvious that an extEnemve
. : [

R .

L)

by

”
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o - = _ " TABLE 22 R o . B
Experimental, and Follow-Up Statistics”for 6 Successfully Treated, Patients
: - ‘ . o ' : 1.
: - B E - ~ .
TREATMENT ASSESSMENTS . " FOLLOW-UP
: : ' Lo10 r 20 ... 30;' i . - 3.
. initial .- Treatments = Treatments _ Treatments - ° Mohth "+ . Months
Tafget Symptoms, va
N 6 6 -6 . 6 b5 :
X q. , 91.67 53.83 29.83 ~ 023,17 4 19.40 .
. s.é; (13.41) (31.82) (22.96) (32.21) (22.93)
Non-Target . , S
N 3 3 T3 3 -3
X 81.33 52.00 44.00 40.53 . ' 26.00°
}S.D. (9.02) (14.11) (18.33) - (40.53) (25.12)
APAT . ' S~
N 6 - . Y 6 . . 4 .4
X 50.0 .52.67, -.46.33 - 46.83 - 48.50 '55.00°
'S.D.. .(32.63) (9.00) ' (23.44) (26.88) (6.64) (11.02)
.IS‘.SI. . - = -
N ' 6 6 6 6 4 "4
X 130.0 125.17 .  -108.50"° 99.67 115.25 143.00
; . -, ; ,

06
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" SECTION IIT . - e | Cw

: ' DISCUSSION - SRR -
. . '. ' ‘ \ ‘.' ’ 7 -
-Interpretations of Experimental and Clinical Results . ' .
v S - N

There are several factors that limit the interpret-

" ation of the results of the experihent. The effect of the

small number-of subjects that were obtained for the-study

- ' . 1 ’ ‘n ’ "7_ l -
was - complicated by'the'fact that'the number“of~subjects in

- each of the two groups was not the same for all of the R
: © a

'statlstlcal analyses. Completely matched samples were not f

8
achleved and consequently two potentlally imp rtant’ experl—

mental varlables, sex and type of obsessive 1sorder, were

uncontrolled in the experiment. =~ = ¢ - - ' a -S\\;

The evaluatlon of. the effects of treatment’ relled

. entlrely on subject1Ve ratings of symptPgLFhanges and although
. Q_}' S ¢
thlslwas done on. a semi- ob]ectlve ba51s, by using spec)%- '
rating forms and by hav1ng an- 1ndependent psychiatric ratlng, '

such evaluatlons do not possess a hlgh degree of prec1s1on )

\\ . ' i S‘
- and/or rellablllty, ) ) L -
. ’ ! . ' X ’ o )

.Fqnally, the follow;up period has not been ‘extensive
. .

®

‘ehough tozgetermine the{long term effects of“the treatment;
particularly as one patient has been observed to relapse .

' after six.months. |

Desplte these llmltatlons, at least the maln‘effects

of the experlment are relatlvely clear. First, the appllc—

.atlion of the'aver51ve freatment (Faradlc Disrupti

’

obsessive ldeatioh'resﬁlted in-large*decreases in target

_ obsessive-compulsive symptoms. This was evident both in the

K1



. target symptoms There was a definite tendency ‘for- such

-in the self-ratings.

. . . ) o . - .
(\ PR ':i_ ’ . #

pat‘ients' subjective rating and the psy hiatric r;ating.’

h ’At the three month follow-up, it appears that this change

is relatlvely durable However, 1t -has already bee.n‘stated

that judgement must be w-lthheld about ,the long' term,eff_ects. . .

Secondly, the appllcatlon ,of \Faradlc Dlsruptlon

b
t

" leads to large increases in the lateno of 1mage and thought

)
formation and the effects of the averswe paradigm are

'restrlcted solely to those 1magd§§,be1ng treated as ev1dence'd(‘
4

by the fact that no chafiges in neutral 1mages were observed

- among the patlents receiving treatment. There appears to_

\ _ e
be-a correspondence between the ,increase in the latency of

'im'age.formation and the decreaseg in frequency and severity
N : - .

of target symptoms. In l'ndi“vidual treatments, it has been

Y

observed that the latency measure serves as- a good index o

of treatment progress. Generally speaking, .if‘the. 1ateneies"

areé 1ncrea51ng over treatment sess:.ons, clinical .improvements

will accompany them or shortly follow, although in at .lease

one case in this expe_rlment a large increase in latencies

a

was not indicative of permanent improvement.
CEETTS . .

~In a previous paper (Kenny et al., 1973) it was

Ay

noted that tréatment of target symptoms had anc1lllary

effects in that 1mprovements 1n non-target symptoms appeared
e
to aCCOmpany the appl:.cat:.on of Faradie Dlsruptlon to the~

- -

) ;n\e?fect in the present, experiment which was statisticadly

°

4. a - -
Q‘ ! L3

.

significant in the case of the psychiatric rating but not

? - : -
N -



94, -
. i v o -\ ) , . -nﬂ q, R i ] . . .
-, Another notable effect of treatment was that the
patients who xrdceived it were rated as having improved in
. ' = . . : ’

a

their adjustment to ge'neral' life_ situations: as exeiﬁpl-_ifigd "
by the sigr.xificant‘ changes _n.:)teri on the ésychiétric
adjustment rating. However, it is to be expected that

the reduction of 'Ve.ry often crippling obSes:s‘ions; shoﬁ\}?d '
lead to improved functic;r}ing in many spheres of activity.

}'?inally,,.it is qui_té obviou‘s-'fr_om the experiment __thé.t.
the rreatment' effe&:t’é; do not e;(tend beyond'thé bquncﬁarieé of
the obsessional symptoms. Néith_er general situatibnal aqSEiety
responses nor trait anxlety showed any change over the
. exgﬁrlmental period. |

Thus the effacts qf-Faradic Disruption of obses@ive -

nleu.rosis ‘appear to be re.latively stréicg—ht—forwar}i. ‘Its
\.irlnrnedni'.ate 'ef’fecrs_.are a large ir;créa e in.rﬁe 'latency of
'imaé}e formation of the treated obsessive ideations 'érid'a
. . P .

large decrease in intensity ‘of rhe target symptoms. Its~

secondary effects hre_ to cause an overall improvement in
- functioning-in those 'types' .of activity which were formerly

being impaired by the obsessive neurosis.: There is still
‘somé question of whether lf‘ar_adic Disruption extends its

‘effect to unt_r;:-ated obsessive symptoms but it-'c_ertainly#'does o,
* not grfec\kgeneral situational a}n,xretg \(thblC 'reSponses).

‘nor dgeneral .trait anxiety. For the very 'short term, it
&

appears to produce a lastlng change for most treated

fsubjects; however, there is Stlll 1nsufflclent ev1dence. to

-

concTude that.it is a. p__ermanent effect, or ak *least adequate



" to allow for a complete institution of new behaviour in

3 place of the old obsessive responses. : . .
Patlent Responses to’ Treatment
r 3

.As twelve patlents orlglnally eﬁtered treatment. and B

~

'only sax .were successfully tf%ated it is of 1mportance to N

dlscuss patlents responses to treatment. A :

One of the twelve patlents had begun treatment and :
.

" had shoyn.lmprovement but had to be dropped because of over-

nedioation. 'The effects of conoufrent medications is a '

3tact0r which‘needs}careful attentioh in:the.future.

> TWO ot.the:original‘tWelve dropped out of tréatment‘

"due to an 1nab111ty to tolerate the aversive stlmulus. One

of these termlnated even though he rated himself con51der—

ably 1mproved and there is a susplc1on that there were other

- N L

_mot;ves 1nvolved. Nevertheless a hlgh drop out rate appears .y

to .be a common’ phenomenonlln aversive theraples in general’ . .

°

and.due to the very nature-of the treatment 'there.seens to _‘,

" be.very 11ttle that can be done to allev1ate this problem. -
| One very pecullar phenomenon that occurred in the -

study was the flndlng that one patlent had such a hlgh tol—

erance for electroshock that -an adequate aver51ve stimulus ‘@ﬂ

could not be found for him.’' No reports have been found of
this phenomenon. HoWever} the obvious'éonclusion is that

Al
aver51on therapy may have limitations in: terms not only of . ;’
over—sen51t}v1ty but}of Qnsen51t1v1ty as well '
, ~§
esult of effects assocxated w1th aver51on ®




s l2_patients_did not-manaée to complete a full course of
.. - . .o N . ° . . ‘ . 7 v Pt
. “treatment.. S 2 N ‘ ' o
: M ) ABym . , , :
. of the.remainlng elght patlents, one patlent had

just begun treatment after belng 1n the controI grth 'so

. that a total of seven have managed to complete trcatment,
- v a . -

-

. and as mentloned six of the seven were con51dered as hav1ng
. Rl

q

v I ¢ . . ‘M )
'ﬁresponded successfully. o . . O

\
- »

It appears, thcrefore, that a good portlon of the

,dlfflculty 1nvolved in u51ng Faradlc Dlsruptlon is dlrectly
related to the use of aversxon therapy in general and lt can

be expccted that similar dlféxcurtl s in the ‘future shouldﬁ

(] =
R ; . 1 .

L arise : s o~ < o
arise. L\\. - N . | o

One patlent desplte a rapld rlse 1n latency of

c

o

image formation, d1d not 1mprove.-— although there were two
_4~per10ds of 1mprovement w1th1n the treatment perlod. Most

patlents when they come for treatment have usua}ly had\thelr

o ® 2 - .

obse5518hal dlsorders for\many years and the1r condltlons

hd ¢
~

~ are'relatlvely-stable. ThlS patlent 'S problems, of only -";

three years duratlon, were anythlng bue stable and it is .

suspected that thas patlent may have been stlrl in the® pro~:

-

cess of prmlng obsessmons, whitever thlS mlght ‘be expected"'

. : . RNC
to entail. It was’ noted over the 30 tgeatments that this

patlent dld report on: newly arisen obse551ona1 problems.,

i v
3 4

[l . .

. s . _
possmble, therefozre, ‘that thevapproach to very acute A

obse551ve compu151ve dlsorders mlght need)to h§ dlfferent

. 1
’\
) ) . r "y .
- ’ . o 4 .
. ) R . P 1 P
. N Y .
B
.

.

A 51m11ar type: of c1rcumstance was noted 16:the one patlent 3'

- who con91dered herseléionly moderately 1mproved It is 'F



“0

2

h‘; -As mentioned‘in the'Introduction,\t25;§5’g2éuﬁ§<\
!
’ treatment u51ng the presently described proce re.resulted’

.'.n .. } . ° I . .- ’ . N : .
o e : . .97,

N . . _ .
@y : v - .

Fre, o

from the approach taken w1th more chronlc patlents.

Tw

There are a number of other varlables which may ‘also

be lmportant to the’ general efflcacy of Faradlc Dlsruptlon._

Such factors as personallty characterlstlcs, personal
. B Ay
env1ronmental characteristics, condltlonablllty, numbers -

and type of other-neurotlc symptomns, motlvatlon, and

"2 -t
©

'expectancy may. all, have’ varylnngegrees of influence on .‘%“.
therapeutlc outcome. -'A gener:l discussion of these factors
is, however, too lengthy for present purposes. ."\”y ﬁ'C{
'The Naturexof Obsessive Ideations ﬁ-?.;l l{?%'x\ )

P . SN

A

!
in con51derable symptomatlc 1mprovement, -does not in 1tself

v

"prov1de dlrect evidence for the functlonal nature of obsessrve

9

;deatlons in the complex of obse551ve~compu151ve dlsorders.

v

Other explanabiops are possrble for the treatment effect'——

,for example, it mlght be suggested that the Faradlc Dlsruptlon

method is s1mp1y punlshlng compulsive phenomena through their .

. . . ~ . T
internal representations. It must be acknowledged in this

regard that the images derived from lists of obsessive ideat- '*

ions are certalnly not free from' reference to patients'

compu151ve behav1our.. Often the 1deat10ns are'lntegrally'

,

llnked with images of compu151ve behav1our and 1t is’ sometlmes

very dlfflcult to separate the two. It ;s@@iso impossible

’ " 4

to know what the contents of the'ﬁbsessive ideations really

fare when patlents are conjurlng them up -- some - patlents do.

’ ¢ d

- make statements such“as "When I get that thought, I always

. ‘ - .- -



.

see myself d01ng e ‘ oL

On the other hand it is of interesthto note that

there is a consistency in the types of reﬁcrts'that:patients

glve concernlng thelr treatment changes 'Thémmest preferred

S

. position is 1ncorporated 1n statenents such as the follow1ng-
. "The thoughts come less frequently when 'm at‘home and even -

when they do come, they don't seem to bother me very much.
- . K 7 - "- . . ‘ ¢
So I feel I don't have to do so much checklng". o

" In essence, patients' reports of thelr subjectlve

-

experlence durlng treatment is. that they- flnally 'get those

Y
9

thpughts under -control'.. These are meanlngful statements

. ™S that support the notion,that it is in fact the obsessive"
. iéeatﬁonstqhich are critical‘tq treatment success and.nct
- : - punishment of mentdl imagery of compulste behauiour._,In g
' addltl%F,ﬁln a prev1ous report (Kenny et al., 1973). it was

L3

. found that when lists of images of compu151ve behaviour were"

treated’ before the obsesslve ideations, con51derabie'd1f—

~a

flculty arose as the patlents could not carry ‘out their -
checklng rltuals but still felt a strong urge to do so. _.ufz
In the lon run, there is actually very little.

experlmental basis to’ make an argument in either dlrectlon

14

but the experlmental results do at least prov1de a riﬁlonale

~

, ﬁor the further lnvestlgatlon of the nature of obsess;ve

\

1deat10ns.

The Nature of Faradic Disruption : .
: It has been suggested that the aversive paradigm
. ; . ) o ’
,déSCribea under the rubric of Farabic Disruption does not . .

. oo - . . , ’

’
°

At
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strictii?;itfexisting_aversite models.stch as. punishment or
‘azgijan e,ot escape'conditihhing.- Althopgh this seems to -
be a considerable deviation [from cohventiqnally acceptablé e
théories; there is currently considerahle dispute over the
hatufe of the effects of_aver;ion theggpy in Qenéral’(cff.
_AHallam & Rachman, 1972) éo that the present departure dbes-

not appear to be too rad1cal ' |

' A7a1n, it is not suggestéﬁ that the presently

obtained experimental results in any way prov1de ev1dence
-for the separatlon of t@e FParadic Dlsruptlon paradlgm from
the other mgdels ——*thls is belng offered only on loglcal
grounds. ‘There 'is not even hard evidence to c¢unter one
f.proposal offered to the author that_the treatment paradlgm ,h
results in nothlng more than condltloned finger lowerlng.
What is actually occurrlng in the.qugd}c Disruption pro-
‘ceautg can nly'be'inférréd?a d surmised. !

| Once: myre, howéver, pétieht,repofté are of intetett.
During individu ' sessionsl thé mbst'commohly.encountefed'
experiehce is ekemplifiéd in the following report’s "I gét

the thought and fight off the’ shock as you told me to, but
eventually the 1mage Just 'bllnks —out' without my maklng 1t
do sp. _ Thgse types of statements léna'support to the notloh
- that the treatment action may pccd? at a level,be§ond VOlT
untary patlent behav1ours such as raising and lowerlng hlS

finger, dellberately thinking or not thlnklng about the

. ideations, etc. T

o ) S ) R |
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'_The fact that'improvement occurred in.this experiment

»

also does not rule ‘out the possibility that other paradigms,

4
bl

for-example a classieal paradigh-with a single UCS, wouldfbe

-

: more efflcac1ous than the Faradlc Dlsruptlon paradlgm, part—

icularly in light of the excellent results obtalned by Marks

and’Gelder (1967) in the treatment of fetlsh'lmage§. The

. super10r1 y of any partlcular aversive paradlgm would be a

er to determlne experlmentally.
\

inally, if it is asSumed that obsess1ve 1deat10ns-

51mple ma’
do servel an important function in obse551ve neur051s~and if’
it is assumed that Faradic Dlsruptlon does produce a reductlon

“in these 1deat10ns, how then are the results- produced° Marks‘

(1968) suggests an experlmental repre551on, a term wh1ch

’
v

.

implies to this author a powerfu1 but transient phenqmenon;

This may bé an adéquate explanation of the-present pa7zdigm

'articularly in view of the fact that.some reiapse has been

noted“&Q\\he experlment If this explanétion is given,'
"however, then it seems loglcal to sugqest Ehat the good
clinical results must be produced by prov1d1ng,pat1ents

with a chance to learn new adaptlve behdv1ours durlng the
internal between post-treatment and the p01nt'at which the.
repression loses its effect. This sSuggests that a thqgough‘
invéstigetion of patient's postitreatmentlbehaviour‘wouid be

of considerable importance+in this regard. : . .-

~ i .
Summary-and Conclusions

Az : . ; - °

o groups of obsessive-compulsive patients were

designated for the present .study and were only pertially.

<

-

. S ' : .
: . \ - _L

A



matched. The experimental'group CN = 6) was'given 30 B

: -e .

/ sessions of an aver51on therapy (Faradlc Dlsruptlon) which
e -

was applled ‘to derived llStS of obse551ve ideations.” The

-waltlng—llst.éontrol group (N = 4) Wwas delayed for a three-

month period before beginning cross-over treatments. Pre-
R

A
Y

and post- treatment assessments as well as within-treatment

4 <,

assessments were equated for both groups and consisted of

»

patlents' subjectlve ratlngs of their symptoms, a blind
. :psychiatric rating of their symptoms, a psychiatric'adjust—
ment and the IPAT and the F. 5.5. psychometrlc tests.' A

Y - €

median follow—up period of three months has been made on all

L

patients successfully completing Faradic,Disruption treatment.

o

Tt was found that the appllcatlon of Faradic DlS—
ruptlon to obsessive 1deatlons reiulted 1n a large decreaéL
‘1n patients' target obses&ive-compulsive symptoms and that

~§$hié in turn resultéd in improved adjustment to general life

.. n
b . n

51tuatlons. Improvement in target symptoms was accompanied

by a 1a;ge 1ncrease in latency of 1mage (thought)'formation

8

among treated patlents. There was some suggestlon that the

. \effect of treatment’ mlght extend to non-target symptoms but

N

no evxdence of changes in general 51tuatlona1 anx1ety or

tralt anx1ety was noted. A Co i L :>
N Of‘seven'pat;ents who completed\the full course of
- ) : .
treatment,‘only'one failed to improve. Of the six who. were
improved;.oné hasuehohn a partial‘relapse'after six_months.

Although Faradic Dlsruptlon appears to produce

. "\ -

1mmed1ate 1mprovement in obse551ve—compu151ve symptqms,
b - , . - ) , Fi Loy

(-
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e any statements as to the /permanency of the effedts must. be -,
_ serlously reserved., o S ' ' '
) : ' \ . e .
F‘inally, it .is suggested that the successful treat—
ment results prov:Lde very J.nd“J.rect ‘evidence: for the functlonal
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N - nature of, epsesslv_e ideations in obsessumal neuxjos_l .
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Faradic Dlsruptlon Patlents . . ce T .

"—A Patlent 1 - This 22 -year old slngle:girl=%as:anﬂyu
'orphan and,domestlc since her mpther s deathhﬁive years
previous; Having been~in confliét with her mother at that i
] 3 . - \-
tlme, and haV1ng engagedgrn some chlldhood.fam;aSLes of- . -

1W1sh1ng her mother was- dead, she became extremely dlsturbed

“when her mother actually d1d dle 1n[her presence. She sub-

A

sequently became dbsessed w1th memories of the attack and

v

sfuneral "and w1th thoughts ‘that her mothar would splrltuarly'

. ¢ /’
| return for revenge. This' steadlly detErloratlng obse551on

7

‘%as coupled wath a cOmpulslon to spend every free moment atl

0 ‘her mother s grave. As a consequence,'these thoughts had
been on her m1nd almost contlnuously for the past six. years

' and she d1d 11ttle else be51dqs ‘work and v151t henomother s
grave. Fear of her mother - comlng for revenge at nlght also“\

K

’.- resulted in a severe sleep- dlsturbance.

b N

The images used in treating this patr@nt'are llsted

v ¥

in Table 4 and she responded qulckly 1n 20 treatment sesS;ons,

I
‘after whlch she was glven once weekly boostér sesé&ons. On

: { follow =up there was a contlnued 1mprovementd However, sha

r

. A

- rated herself as relapsed at smx-month follow,up for manlp-
-ulatlve re sons (see method). ‘At one year follow—up she

: . . -

rated herself as even more 1mproved than on any prev1ous

occasron. - L : ‘ -

L)
e . N d

03

.o . - Patient 2 - Thls 42 year old .married labourer\Was
plagued w1th doubts that he had not properly. flxed rallroad,

locks and sw1tches and that other types of assoc1ated work

k] - » -
¢



hel

N LS

mas o

-~

A11.

- °

,tasks:had been;§Erformed inadequatelyu. These doubts were

' coupled with'a fear that his performance would reSuIE\in

1 .

}

o

(
,J.
|
.‘

was also.a nursance to his famlly;and frlends in that. he’

continually ‘Sought reaSSurances that he had-done his work -

'SOme'terrible'accident and-together they led to:aflarge.

'amount of r1tuallst1c checklng and rechecklng.

Thls patlent had a lg—year fluctuatlng course oﬁ

°1llness Wthh in the long’.run was, becomldg,more and more

1ncapac1tat1ng and occupled most of his- Waklng tlme. He

[\

L

-properly Despite his'neurosis, he had not terminated work.

The'Tlrst 25 treatment se551ons were devoted to the

target symptom of pulling on rallroad locks over and over

agaln. The treatment llSt was composed’ mostly of the doubt5~

a

'”and fears he had about this task but lnterspersed in the llSﬁM

t

were some 1mages of the. compu151ve acts.

s

Improvement began after about elght sessipns and -

L

-:steadrly contlnued "After the twenty—flfth session, two new

9

lists of 1deat10ns were constructed concernlng other ]Ob

%

‘tasks and 111ness fears. These symptoms 1mproved even . more

quiCkI?rand the patient was able to:terminate after a total
of 48 sessions feeling that he was in, control of his com-
: . ' . AT o .

¥

“pulsive behaviour and had few. doubts or. fears.

N I . . . : .
. ‘Follow-up at one, .three and six month periods. showed

¢ . . ? . ’ . '
f RN . .

a continuance of improvement and thé patient reported that
‘ . * P

. he was gradually becomlng better adjusted not only at work

¢

but in’ other endeavours as well.

A
. . o
. A V. .- '
N .
v " . .



'-someo/é to go blind. Orlglnally thls fear-was-oentered

o

112,

Patlent 3 - ThlS 68- year old, w1dowed housew1fe

had been obsessed sance the age of 17- w1th the 1dea that

,someth;ng she mlght do in the way of housework mlght cause

aro%?d her father but‘later extended to her two sons. As

at

a. result her day con51sted of tlme—consumlng household

' rltuals Wthh were 1n1t1ated to prevent this occurrence.”’

° /

The thoughts used for treatment are listed¥in Table

5 and give a clear picture Of the nature of her obse551on.

v

q' Inltlally she responded thh mlnlmal lmprovement

.

‘and there. was not. any substantlal change in the latency . of

lmage formatlon. - After.. approx1mately 15 ses lons, however,.

«“

ﬂf\‘

'
A

-~

a \\alt before resortlng to thls because she still felt she had

.whether or not she achieved that goal.’

“

- the treatment appeared ‘to take hold and she experlenced a.
rapld 1mprovement resultlng in discharge after 30 se551ons;
: . ) , .
At one and three month follow—up she reported further-

o

'improvement However, at 51x months she reported that the

thoughts had been returnlng and that she had recommenced

¢

- some’ of her rltuals‘ She was offered ‘beoster treatments at

¢ AN

this time but she refused them ‘stating that she wantéd to

‘.

somei%ontrol"over_the problems.. "This patlent has not yet >

a

been seen for a one-year assessment-and it is not known

) "' . ) c

. .
-s v v R

Patlent 4 - This 33 -year old single-secretary had

.

a three year hlstory of obse531ve neuros1s/stemm1ng primarily
from an 1nC1dent four yea“s prev1ous in which she accident-
ally started a smallfflre by- leaving on element_on*on.her

]
——
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stove. - She subsequently developed a full- blown obse551ona1

disorder, whlcheresulted in her spending marty hours‘ a day
Qhecklng the stove, doubting that she had not done it. o '_
correctly and being unable’ to leave it unattended. By-the [—~*<~‘4/f

tlme she came for treatment and cont1nu1ng durlﬂg treatment,

< . - -

-the patlent s checking and rechecklng had extended to several

ther household appllances. §

s Q

Other than expressing fear Qver caus1ng a frre, this
& pattern had con51derable dlfflculty rn 1dent1fy1ng obse531ve‘
- .ideations connected with her compulsions. The list used for.-
. treatment consequently was composed mostiy of images of her.
ritua%istic activityditself. Treatment'led to a rapid_rise,

in the.latency of'rmage formation but-no.ohangeAin her

'symptoms. Later in the sessions,'two brief periods of three °

to four days.each'occurred'in which the patient was able t&

reduce her'checking. These improvements did not:persist,

however, and after 30 se551ons she was referred to another
psychologlst for a dlfferent treatment for her checklng and \\*

for treatment of several other behav1oural dlsorders she had'

Patlent 5 - ThlS 62-year old, marrled accountant had, ' o

a 20-year hlstory of obsessive thoughts about remarks that

had been made to h1m in the past. He was unable to stop ,{ O
thinking about these remarks which he had blown up out of .

all proportlon.' He sought rellef in hlS work but had to
| resort to llttle psychomotor rltuals in order to free hlS

omlnd of the thoughts. | L e o -

]
\
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‘'The first 30 sessions were sgent in disfupting the

obsessive thoughts with the result that they rarely came to

,his mind.and even when they did, did not trouble him.: -

.compulzipns to check

~ — N

An additional ten sessions- were spent on another

. ritual which centered around doubts that certain little

‘tasks were 'impbssible'not to do'. These doubts which .

resulted in compulsion to perform each task correctly to
prove his 'theory' quickly diminished and he‘was diéqharged
after 40 treatment éessibns.\ . o

‘Follow-up at one and three months showed Ehat‘thé

" treated obsessions had not returned despite another unrelated

turmoil. which taused him cbnsiderable anxiéfy and some in-
crease in a number of minor untreated obsessional difficulties.
Patient 6_- This 17-year old, single fémale student

had a five year history of obsessionalnthodgﬁtskconcerning

~ the fear that she was going to seriously harm 'someone she

* knew. Origin&llf fhis had started with a fear that she would

harm herself ‘but by the time she came-for treatment this fear.

had disappeared., Her ruminations.wexre coupled with minor
for and put away any objects with which . .

she might cause injury, She also avoided walking beside -

.people on the sidewalk or'gqing downstairs so that she

-acts. This resulted in only moderate improvement, the patient ’

wouldn't be tempted

the stairg. - : ) .7

to .push theh\into oncoming cars or down™

Thirty treatments wqre'given on a list of ideatdions
centering around- hér horrific tenptations' to perform harmful
. - . f . ) .
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claihing,that the thoughts'did'not come less frequently

hwhen she encountered dangerous~situations,-but that they,.
- . . . A . . .
bothered her much less andislie could quickly eliminate-the

. LA

\
thoughts from her- mind. The fact “that the thoughts were ' =
still coming prevented her from rating herself much 1mproved J
.-even though she was functioning a great deal better.

_Ten additional treatments were glven to images of

&

herself actually performing harmful acts but this produced

e rl

. little further improvement and she was subsequently discharged

‘One month follow—up showed that she was maintaining about

the same level of improvement. . : , ' ’ ' : -3‘

‘Wéiting—List Control Patients

Patient 1 - This 27—ye%£,old single girl had a four-

year history of severe obsessive- compulSive neurosis. She
_ had multiple symptoms the worst of which.was a fear she had
stolen something. .This_was coupled with rituals involving

checking her purse, clothes, room, etc. to see if she had in

e

fact stolen something. She also had fears of harming other

people, of becoming contaminated, etc. _ ' S

2

After the three—month waiting period ‘she was started

on treatment but was unable to tolerate the shock ahd term-

[
!

inated shortly thereafter, -
Patient 2 = This 42-year old, married business owner
had a four—year history of obsessive ruminations concern%fg

his, Wife having an affair w1th another (1maginary) man. S 4

L 4

Although he recognized that these fears were groundleSs, he'

- nevertheless cowld not get the thoughts out of his mindceven
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ern he was - worqug. | _ ' ‘
After the three-month waltlng perlod he began
treatment w1th a list of 1mages of hls W1fe part1C1pat1ng
..in a serles of extra—marltal events w1th another man.. ThlS,-
v resulted in con51derable‘1mprovement after 30 se851ons'but
'an additional ten were given before termination. Thlsh
patlent clalmed to have’ 1mproved to the p01nt that the
thoughts only came to hlm oncF in a while when. he was '
partlcularly 1dle and even then they did not unduly trouble
hlm. Follow up results are not presentlf avallable on thls

3

patlent : K !

Pat#ent 3 - ThlS 19- year old male student had a ten-

] R »oa

' year hlstory‘of ‘fears of contamination .by dead people and

people with cancer. as a'result,he avoided going close td . il
funeral homes, hosPltals and even got panlcky if he saw a ‘

. hearse go by. If he came close enough to a source of con-

tamlnatlon he wodld be, compelled to destroy his clothes,.
glasses and any other articles ‘he felt may have been affected
as well as engaged in- elaborate washlng rltuals.t. '
After the three—month waiting period, thlS patient
‘."began treatment w1th a list of ideations concernlng his fear //
_of cohtamlnatlon by dead people.. Ho;ever- it was-found
after one or two sess1ons, that the maximum shock amperage ;
did not cause hlm d13comfort so that no dlsruptlon of 1mages
could take place.- A subsequent attempt to f1nd a shock dev1ce )

Y
A

that would produce dlscomfort falled and the pataent was

'.referred to another psychologlst for another treatment "

o

(modelling}.



Patient- 4 + This 29-year old('marrie
. ' : ! : _
teacher had fears of ‘contracting sperm' from sources other

117.

female school

than sexual intercourse, for example, t01 et seats, towels,”

" etc. This fear was coupled with rumlnatlons that gettlng

pregnant from such a~source would lead.to “having a deformea

child. The patient” av01ded going lnto publlc bathrooms and
had to perform elabBrate cleanlng rltuals each time her own

gathroom was used by a male.

Thisg pa%ient has just begun cross—over treatrents

-

~and nq further 1nformatlon is available on her progress.

\ ’ - ! [
. .. .
.
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) 'SYMPTOM CHECK LIST- . ’
NAME: . ‘DATE: . ‘
' -Absent o C " Most Sex'ré_ré'
A )
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| ¢ T - > _ a’
’ / B

T < . - ate .



»"
T " -t

PSYCHIATRIST'S SYMPTOM CHECK LIST

<o

. NAME OF PATIENT:

¥4

NAME OF ASSESSOR: -~

" DATE: _ . SR -

»

-Please rate the severity of the fol:!.owing éymptom‘s on a '0—10-

. basis where '0' represents total absence of the sympt

~th&’patient has ever gkperienced.

L

om and

) A\'/lﬂ(ijty{esents the most severe condition of the symptom that -

r I
 SYMPTOM .. .Y RMING
\ : h
¥
=3 1 f [
-t

—_—



2 3. FAMILY ADJUSTMENT

£

o4c SEXUAI.;"ADJUSTI:&ENT o CL

5. LEISURE. ACTIVITIES °© ¢

" . . DSYCHIATRIC RATING® - = o

: Please rate the followmg aCtlv_‘LtleS, in. accordance with how'

severely they dre impaired by the pat;\.ent s current symptom-

atology, usmg the following rating method:

s - .
. “ . Y . -~

T ‘@ - no impairmer_xt 1
L . .y . .
1 - mild impaigrﬁent o :
’ "2, - moderate impairment .
- - severe impairment .
4~ - total impairment N -
ACTIVITY . L .. RATING
. v - ’ ' ) '
1. WORK ADJ‘JSTMENT ‘
(1nclud1ng housework. for femalgs)

- . ’ .-

2. SOCIAL ADJUSTMENT . * *
(1nterpersonal relatlonshlps to others)

[N

\ ) /.‘

(mterpersonal relatlonshlps with famlly
) , St : _ members)

Al

(patlent s enjoyment of recrea:tlonal
. : , endeavours)















