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D EPRESSION has been lab e l l e d
‘the most prevalent mental health
p ro blem of elderly people’ ( M u i ,

1 9 9 6 , p.633). Indeed, d ep ression in old age
is almost twice as common as dementia
( P i t t , 1 9 8 2 ) , with prevalence estimat e s
ra n ging from 10 per cent to 20 per cent
( I l i ffe et al. , 1993). As such , detection 
and effe c t ive tre atment are key issues. 

Ye t , d ep ression in older adults is
f re q u e n t ly ‘ u n d e r- d i agnosed and under-
t re ated in the pri m a ry care sector’( G a rra rd
et al. , 1 9 9 8 , p.m92). This art i cle shall
consider the importance of early detection
of dep ression in older people, p o s s i bl e
fa c t o rs underlying its under- d i ag n o s i s ,
and suggest methods for improving the
s i t u at i o n .

D e p ression in the elderly
DSM-IV (American Psych i at ri c
A s s o c i at i o n , 1994) defines dep ression as a
‘ p e riod of at least two weeks during wh i ch
t h e re is either dep ressed mood or the loss
of interest or pleasure in nearly all
a c t ivities’. Alongside this disposition, a n
i n d ividual needs to ex p e rience at least fo u r
a dditional symptoms wh i ch may incl u d e
ch a n ges in ap p e t i t e, d e c reased energy,
feelings of wo rt h l e s s n e s s , d i fficulty in
c o n c e n t rating or re c u rrent thoughts of
d e ath. 

E s s e n t i a l ly, older dep re s s ives pre s e n t

with similar symptoms to their yo u n ge r
c o u n t e rp a rt s , although there may be subtle
d i ffe rences (Gearing et al. , 1990). Lasser e t
a l. (1998) explain that ‘ d ep ression in the
e l d e rly often presents with more somatic or
anxious fe at u res and less of the subjective
sadness ex p ressed by yo u n ger gro u p s ’
(p.17). 

R e s e a rch suggests that dep ression leve l s
m ay increase with increasing age. One
l o n gitudinal study examined ch a n ges in
d ep re s s ive symptoms in a sample of people
aged 65 and ove r. Th ey found signifi c a n t
i n c reases in symptoms over time,
e s p e c i a l ly among the ve ry old (aged 85 
and over) (Wallace & O’Hara , 1992). 

Although not all studies rep l i c ate this
finding (e. g. Mye rs et al., 1 9 8 4 ) , t h e
i m p o rtance of medical pro fe s s i o n a l s
detecting and tre ating dep ression in older
people as early as possible is highlighted.

D ep ression levels not only increase with
age, but have important rep e rcussions fo r
other aspects of an indiv i d u a l ’s health.
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THIS is the first year of the A n nual Student W r i t e r
C o m p e t i t i o n , s p o n s o red by The Psych o l og i s t, t h e
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g r a d u a t e s .

We are pleased to re p o rt an encouraging number 
of entries.These had to be in the form of a short art i c l e
suitable for publication in The Psych o l og i s t .

We rated each entry on five criteria:
1 . Quality of writing
2 . Clarity of argument
3 . Accessibility to The Psych o l og i s t ’s a u d i e n c e
4 . I n t e rest value
5 . R e l evance to audience

We then gave a global ‘ overall impression’ rating.

Entries we re judged blind.We rated them independently,
b e fo re meeting to compare ratings and to make our
d e c i s i o n s .

The entries we re of variable quality.Writers fo r T h e
P s y ch o l og i s t need to assume that the majority of re a d e r s
will be non-specialist in the topic of their art i c l e. But this
crucial criterion of accessibility posed a problem for a

number of entrants.Their articles we re directed more
t ow a rds fe l l ow students or tutors who would be familiar
with the subject are a . I t ’s easy to assume that more
experienced Society members will all know at least as
much as student members do, re g a rdless of topic — this
is not so.

In some cases, the writing was in ‘traditional’ academic
journal style: ove r l o n g , c o nvoluted sentences; p a s s i ve
rather than active vo i c e ; unexplained technical terms.A l l
of these are inap p ropriate for communicating with, a n d
engaging the interest of, a non-specialist audience.

H oweve r, s everal of the entries had met the criteria
ve ry we l l . We are delighted to publish here the two
winners of this first competition — with our
c o n g r a t u l a t i o n s !

We would like to thank all the entrants for their intere s t
and enthusiasm.We are sorry to disappoint those who
we re not successful this time; but we hope for lots more
entries in the future.
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Pam Maras (Scientific A f fa i rs Board )
Tom Williams (Pro fessional A f fa i rs Board )

J U D G E S ’ R E P O RT

Student writer winners



July 1999 The Psychologist Vol 12 No 7

Student competition

Hammen (1997) rep o rts how dep re s s i o n
ap p e a rs to compromise the functioning of
the immune system, thus making those with
d ep ression more suscep t i ble to illness.
M a rtin (1997) re l ates a 20-year study of
2000 midd l e - aged A m e rican men.
R e s e a rch e rs discove red that part i c i p a n t s
who showed signs of dep ression had twice
the risk of developing fatal cancer in lat e r
ye a rs , i rre s p e c t ive of other va ri ables. 

The fact that dep ression may incre a s e
s u s c eptibility to physical illness is a cause
for gre at concern. This is part i c u l a rly the
case when considering the elderly who tend
to be alre a dy ‘ p rone to ill-health’
( A b e rc rombie et al. , 1995). As such , t h e re
is an obvious need for early detection and
e ffe c t ive tre atment of dep ression among
older adults.

F u rther emphasising this point is the
k n ow l e d ge that dep ression is a stro n g
p redisposing factor to suicide, with an
e s t i m ated 80 per cent of suicidal pat i e n t s
being signifi c a n t ly dep ressed (Rosenhan &
S e l i g m a n , 1995). Furt h e rm o re, suicide rat e s
a re highest among the older populat i o n
( M c I n t o s h , 1992). 

I n d e e d, fo l l owing a rev i ew of re c e n t
a rt i cles in medical literat u re, M a rtin et al.
(1995) confi rm that the ‘ d evelopment of
d ep ression in elderly subjects is associat e d
with a higher risk of suicide than for any
other age gro u p ’ (p.999). Diagnosing and
t re ating dep re s s ive symptoms early may
minimise the risk of suicide among the
e l d e rly.

These considerat i o n s , along with the
k n ow l e d ge that ‘the number and perc e n t age
of people who are elderly in our society are
s t e a d i ly incre a s i n g ’( C o m e r, 1 9 9 5 , p . 7 2 1 ) ,
highlight just how important the issue of
d ep ression diagnosis and tre atment in older
adults is.

Detecting depre s s i o n
Despite the gre at need, re s e a rch sugge s t s
t h at dep ression in the elderly goes large ly
undetected and, t h u s , u n t re at e d. Salzman
(1997) wri t e s : ‘ E a rly diagnosis and
t re atment of dep ression in the elderly
remain ch a l l e n ging to the cl i n i c i a n .’
(p.537.) 

A community-based study conducted by
G a rra rd et al. (1998) found that only half of
older adults with self-rep o rted indicat i o n s
of dep ression had documented cl i n i c a l
detection of dep ression by health prov i d e rs .
Th ey found that re c ognition only improve d
when symptoms we re seve re. 

One possible ex p l a n ation for its
u n d e rdetection is that elderly people have a
t e n d e n cy to, p e r h aps unwittingly, d i s g u i s e

d ep ression. Seve ral authors comment on the
f re q u e n cy of elders rega rding physical and
mental malfunctions as the inev i t abl e
bu rden of old age (e. g. Rab i n s , 1996). 

S t e ffens et al. (1997) found that this
attitude was part i c u l a rly like ly among non-
n at ive ethnic groups whose culture may
d e t e rmine the at t ri butions made. Furt h e rm o re,
i n c o rrect at t ri butions may be re i n fo rced by
GPs. Lasser et al. (1998) claim that
p hysicians collab o rate with patients in
deeming dep ression a ‘ n o rm a l ’ response to
ageing and loss. Salzman (1997), h oweve r,
ex p l i c i t ly states that ‘ [ l ] at e - l i fe dep re s s i o n
must not be considered a nat u ral part of the
ageing pro c e s s ’( p . 5 3 7 ) .

Another ex p l a n ation is put fo r wa rd by
McCullough (1991), who writes that the
d ep ressed elderly may present with
‘ u nusual or atypical symptom pat t e rn s ’
(p.72). Th u s , he cl a i m s , d i agnosis is
h i n d e re d. McCullough suggests that
d ep ression in the elderly may be masked 
a s , among others , p s e u d o d e m e n t i a ,
s o m at i s ation or anxiety. 

C e rt a i n ly, d i fficulties may arise due to
the tendency for dep ression to occur as one
component of a pat t e rn of co-morbidity.
The re l ationship with coexisting conditions
needs to be understood for effe c t ive
t re atment of the dep re s s ive symptoms.

R abins (1996), h oweve r, s u ggests that
we replace the view that lat e - l i fe dep re s s i o n
p resents at y p i c a l ly with the ap p re c i at i o n
t h at the phenomenology of the dep re s s ive
d i s o rder va ries across the life span. He
s t ates that the cri t e ria for diagnosing major
d ep ression we re developed in yo u n ge r
i n d ividuals and may not be valid wh e n
c o n s i d e ring older ge n e rat i o n s .

Tylee & Katona (1996) comment that
the pri m a ry care setting is ideal fo r
detecting dep ression and, t h e re fo re, re m a i n
s u rp rised that ‘ o n ly a small minority of the
e l d e rly dep ressed are identified or tre at e d ’
(p.207). Indeed, the opportunities prov i d e d
via surge ry attendees and the mandat o ry
a n nual ove r-75 health ch e cks (introduced 
in the 1990 GP contract (Dep a rtment of
H e a l t h , 1 9 8 9)) do make such high levels 
of undetected dep ression rather start l i n g.

Glasser and Grav d a l ’s (1997) study
u n e a rths some possible underlying fa c t o rs .
Th ey collected findings of a self-
a d m i n i s t e red survey from 141 fa m i ly

Suicide rates are highest among 
the older population
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p ra c t i t i o n e rs. Th ey discove red that 66.7 per
cent did not use a standard test to scre e n
for dep re s s i o n , 29 per cent rep o rted that
d ep ressed elderly patients fru s t rated them,
and 24.2 per cent admitted that they we re
too pre s s u red for time to ro u t i n e ly
i nve s t i gate dep ression in the elderly. 

S y s t e m atic screening fo r
d e p re s s i o n
The evidence provided in this art i cl e
cl e a rly indicates the high prevalence 
of elderly dep ression and the importance 
of symptoms being detected early and

e ffe c t ive ly tre at e d. The findings of Glasser
and Gravdal indicate that clinicians with
their current re s o u rces cannot be re l i e d
upon to complete this task. 

As such , t h e re seems to be a need fo r
s y s t e m atic screening for dep ression in the
age d, a sentiment echoed by Koening et al.
(1995). The ove r-75 health ch e ck prov i d e s
the perfect opportunity for such ro u t i n e
s c re e n i n g, either by the GP or a pra c t i c e
nu rse (Mann et al. , 1998; Chew et al. ,
1994). Still re q u i re d, t h o u g h , is a brief and
u s e r- f ri e n d ly assessment instrument that will
re l i ably detect dep ression in older adults. 

R e c e n t ly, an assessment schedule that
fits these re q u i rements has been pro d u c e d.
The Elderly Assessment System (EASY)
( P h i l p , 1997) is a 25-item schedule for the
rapid assessment of an older pers o n ’s
p hy s i c a l , mental and social we l l - b e i n g. 

One incl u s i o n , t a ken from the Mental
Health Inve n t o ry-5 (Berwick et al. , 1 9 9 1 ) ,
is specifi c a l ly intended to detect
d ep ression. Wo rk is curre n t ly under way in
the Sheffield region to va l i d ate this
assessment question within the context of
the EASY sch e d u l e. If it proves to be a
re l i able and valid indicator of dep re s s i o n ,
one would hope that the system will be
w i d e ly adopted as a means of scre e n i n g
older adults.

EASY is, of cours e, not the only means
of detecting dep ression. The Geri at ri c
D ep ression Scale (GDS) (Ye s avage et al. ,
1983) was designed to emphasise the
p s y ch o l ogical aspects of dep ression and
asks patients to rep o rt whether each of the
30 stat e m e n t s , s u ch as ‘I tend to avo i d
people at social gat h e ri n g s ’ , is true or fa l s e. 

Another screening dev i c e, the Beck
D ep ression Inve n t o ry (BDI) (Beck et al. ,
1 9 6 1 ) , is a 21-item schedule assessing,
amongst others , s a d n e s s , s l e ep pro bl e m s ,
ap p e t i t e, e n e rgy level and self-eva l u at i o n .
Assessment tools that focus on dep re s s i o n
m e a s u rement alone, s u ch as the GDS and
B D I , m ay be ap p ro p ri ate to use fo l l owing a
p o s i t ive outcome on the EASY dep re s s i o n
q u e s t i o n .

Detection of dep ression in older adults
i s , of cours e, o n ly the fi rst hurd l e. Hav i n g
been screened positive for dep re s s i o n ,
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A LTHOUGH we know intuitive ly
wh at stress is, it is a surp ri s i n g ly
n ebulous concept to try to defi n e.

Both the Wo rld Health Orga n i z ation and
the diagnostic cri t e ria (DSM-IV) issued by
the A m e rican Psych i at ric A s s o c i at i o n
(1994) confine their definitions to acute
s t ress disord e r, and post-tra u m atic stre s s
d i s o rder (PTSD). 

But neither of these definitions incl u d e s
the eve ry d ay stress with wh i ch we are all
fa m i l i a r, and wh i ch is so common today.
A dded to this, in the literat u re and in
common usage, t h e re is a gre at deal of
c ro s s over and ove rl ap between the use 
of the wo rds anxiety and stress. 

Yet in the eve ry d ay wo rl d, most stre s s e d
people know perfe c t ly well that they are
s t re s s e d, but would stro n g ly resist the
s u ggestion that they have anything in
common with those suffe ring from an
anxiety disord e r. Th e re is cl e a rly room 
for cl a ri fi c ation here.

M oving on to the tre atment of stre s s
and anxiety disord e rs , t h e re is a gre at deal
of evidence (Shap i ro & Shap i ro , 1 9 8 2 ;
Power et al. , 1990; Butler et al. , 1 9 9 1 ;
R eynolds et al. , 1993; Wilson & Bostock ,
1993) to suggest that a wide ra n ge of
e ffe c t ive tre atments alre a dy exist. Th e s e
i n clude cog n i t ive therapy, m e d i c at i o n ,
b e h aviour therapy, c o u n s e l l i n g, re l a x at i o n ,
or combinations of these. And yet all of
these ap p ro a ches have limited
e ffe c t ive n e s s , with a size able minority 
of individuals not signifi c a n t ly helped by
them. Why should this be so?

L a s t ly, attempts to diagnose and
c at ego rise the anxiety disord e rs have been
c riticised for becoming more and more
c o m p l ex. This cat ego ri s ation is commonly
done using complicated ch e ck-lists of
d e fining symptoms such as those detailed
in the D i agnostic and Statistical Manual 
of Mental Disord e rs ( D S M ) p roduced by
the A m e rican Psych i at ric A s s o c i ation. 

These symptoms include ago rap h o b i a
without panic, panic with or without
ago rap h o b i a , ge n e ralised anxiety, s o c i a l
anxiety disord e r, anxiety disorder not
otherwise specifi e d, m i xe d
a n x i e t y – d ep re s s i o n , and so on. Could there
be a simpler method of cat ego rising such
common diffi c u l t i e s ?

This art i cle will attempt to add ress these
and other current issues in the ve ry bro a d
field of stress and anxiety. 

The stressor spectru m
My fi rst and most basic suggestion is that
all anxiety is part of the human response to
one or more stre s s o rs .

To elab o rate on this, i m agine the most
common stre s s o rs we re to be arra n ged in a
s p e c t ru m , f rom tra u m atic ex p e riences such
as a road accident or disaster at one
ex t re m e, to ‘ n o rm a l ’ eve ry d ay life
ex p e riences at the other. 

S u ch a spectrum could ra n ge ge n e ra l ly
f rom situations at one ex t re m e, wh i ch
almost eve ryone would find stressful (e. g.
t ra u m atic ex p e ri e n c e s , b e re ave m e n t ) , t o
those in a middle area wh i ch moderat e
nu m b e rs of people find stressful (e. g.
speaking in publ i c, city driv i n g ) , to those 
at the opposite ex t reme wh i ch only a small
m i n o rity find stressful (e. g. social
s i t u at i o n s , eve ry d ay events). But all of
these situations could produce anxiety in
the individual for whom it was a stre s s o r. 

This spectrum could be likened to the
s p e c t rum (or ra i n b ow of colours) in
p hy s i c s , wh i ch is a spectrum of diffe re n t
wavelengths of light, f rom red to violet.
Fi g u re 1 gives a fl avour of how such a
s p e c t rum of stre s s o rs might appear — the
number of stre s s o rs could be anything fro m
50 to 100 or more.

Holmes and Rahe (1967) produced a
scale of the stress ratings for a wide ra n ge
of ch a n ges wh i ch can occur in people’s
l ives. Wh at we are doing here is taking 
t h at idea mu ch furt h e r, by looking not just
at life ’s ch a n ge s , but at life itself. It also
b egins to take into account indiv i d u a l

S o m ew h e r e ove r
the rainbow

A L I C E MU I R , t h e

winner in the

p o s t g raduate catego ry, t a kes a new

look at stress and anxiety.

fo l l ow-up care is necessary. Two ye a rs after
its intro d u c t i o n , I l i ffe et al. (1991)
eva l u ated screening for dep ression in those
aged over 75 in two ge n e ral pra c t i c e s .

I l i ffe concluded that use of a ch o s e n
s c reening instrument doubled GP
re c ognition of dep ression but that it had no
impact on tre atment offe re d. This is cl e a rly
cause for concern and highlights that ,
alongside improved dep ression detection,
t h e re is a need for improved fo l l ow - u p .
Wo rk curre n t ly under way in Sheffield 
and other areas is tackling this issue.

This art i cl e, t h e n , has highlighted two
key issues. Fi rs t ly, d ep ression in older
people is commonly underdetected and,
t h u s , s y s t e m atic screening is necessary.
S e c o n d ly, d ep ression in the elderly, eve n
when detected, m ay be inadequat e ly tre at e d
a n d, as such , a compre h e n s ive fo l l ow - u p
p rogramme is re q u i re d. 

The development of EASY, and similar
s c reening dev i c e s , along with re s e a rch into
e ffe c t ive tre atment progra m m e s , go 
p a rt - way to add ressing these issues. Th e re
i s , h oweve r, a long way to go befo re
e l d e rly dep ression is consistently and
e ffe c t ive ly detected and tre ated in pri m a ry
c a re settings.

■ K ate Lothian wa s , when her art i cle wa s
w ri t t e n , an undergra d u ate student in the
D ep a rtment of Psych o l ogy at the
U n ive rsity of Sheffi e l d. By the time of
p u bl i c at i o n , she expects to have completed
her degree and to be employed at the
u n ive rs i t y ’s Centre for A geing and
R e h ab i l i t at i o n .
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v u l n e rability to a wide ra n ge of life eve n t s
and situat i o n s .

So why does a particular situation come
to arouse stress in one individual but not in
another? It is clear that almost eve ryo n e
will ex p e rience stress and there fo re anxiety
in the face of a tra u m atic event or a
b e re avement. But as we move along the
s p e c t ru m , the effects of how the indiv i d u a l
reacts to or ap p raises an event come into
p l ay more and more, with the stre s s
a s s o c i ated with an event or situat i o n
i n c re a s i n g ly affected by indiv i d u a l
d i ffe re n c e s .

M u ch theorising has gone on in this
a rea. Howa rth (1978) suggests that for each
i n d iv i d u a l , a ra n ge of biologi c a l ,
d eve l o p m e n t a l , social and
p h e n o m e n o l ogical fa c t o rs will determ i n e
whether a situation is perc e ived as stre s s f u l
or not. So these fa c t o rs might incl u d e
p e rsonality ch a ra c t e ri s t i c s , ge n e t i c
p re d i s p o s i t i o n , l ability of autonomic
n e rvous system, social skills, p rev i o u s
l e a rn i n g, and many more. 

B a ron and Ke n ny (1986) wo u l d
d e s c ribe such fa c t o rs as mediat o rs and
m o d e rat o rs va ri o u s ly affecting the outcome
of any stre s s o r, whilst Cox and Mack ay
(1976) would term this ove rall process as 
a ‘ t ra n s a c t i o n ’ b e t ween the individual and
their env i ro n m e n t .

Another way of looking at this pro c e s s
might be to see all those fa c t o rs wh i ch
a ffect the outcome of a stressor on an

i n d ividual as ‘ va ri ables’. Now, using the
t e rms ‘ f u n c t i o n ’ and ‘ va ri abl e ’ in their
m at h e m atical sense, an indiv i d u a l ’s
‘ p e rsonal stress function’could be
e nv i s aged as a function of all these
va ri ables. So for any stre s s o r, this 
‘ p e rsonal stress function’would yield the
c o rresponding level of stress or anxiety 
for that indiv i d u a l .

This idea can now be taken further to
a rrive at an indiv i d u a l ’s ‘ p e rsonal anxiety
s p e c t rum’. Just as eve ry chemical element
has its own fi n ge rp rint ‘ s p e c t ru m ’ of light
when vap o ri s e d, eve ry individual will at

a ny moment in time have their own unique
‘anxiety spectrum’. This will be the unique
outcome of the stressor spectrum being
m apped through their ‘ p e rsonal stre s s
f u n c t i o n ’ to produce their ‘ p e rsonal anxiety
s p e c t ru m ’ .

To give a visual picture to this pro c e s s ,
those items able to induce anxiety in a
p a rticular individual at a particular time
could be shaded in on the personal anxiety
s p e c t ru m , with the magnitude of the
anxiety caused by each factor denoted by
the strength of bl a ck / white shading in that
a rea (rather than the colour or strength of
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the colour in ch e m i s t ry ) , as shown in
Fi g u re 2.

S o , in ve ry ge n e ral term s , an ‘ ave rage ’
p e rson would have an anxiety spectru m ,
h e av i ly concentrated at the ‘ t ra u m a ’ or ‘ re d
e n d ’ of the spectru m , and with some spre a d
t owa rds the centre. A Fo rmula 1 ra c i n g
d river who finds little in life stresses him 
or her might have a ve ry short spectru m
c o n c e n t rated almost entire ly at the red end.
A patient with ge n e ralised anxiety disord e r
would have a ve ry full spectru m , a l s o
shaded at the red end, but also pro b ably
shaded throughout its length, with ve ry few
gaps (Fi g u re 3).

It should be re l at ive ly easy to compile 
a pack age of standard or specially wri t t e n
a s s e s s m e n t s , to cre ate this visual picture 
of an indiv i d u a l ’s current anxiety.
Computer softwa re cap able of doing this
should be re l at ive ly easy to pro d u c e.

Labelling — stress or anxiety?
Those whose spectrum is concentrated at
the red end, will pro b ably ex p e rience little
anxiety in their life t i m e, and if they do, a re
l i ke ly to label themselve s , and be lab e l l e d
by others , as ‘ s t ressed’. 

Those who have a fuller spectru m ,
extending to the ‘violet end’, a re ve ry
l i ke ly to suffer ch ro n i c a l ly, and also since
t h e re is no ‘ o bv i o u s ’ or ge n e ra l ly accep t e d
s o u rce of stre s s , be labelled by others and
l abel themselves as nervous or anxious

rather than stre s s e d. Curre n t ly the fo rmer is
less socially accep t able than the lat t e r, bu t
t h e re is re a l ly no tangi ble diffe re n c e
b e t ween the two .

S t re s s , anxiety and the
symptom spectru m
Not eve ryone who ex p e riences anxiety
goes on to develop an anxiety disord e r. 
For any indiv i d u a l , wh at happens after the
initial ex p e rience of anxiety seems to me 
to be dependent on the duration and
m agnitude of that anxiety, and once 
aga i n , on the personal stress function 
(see Fi g u re 4). 

For ex a m p l e, long-lasting moderat e
l evels of anxiety are most like ly to pro d u c e
consequences such as phobic or obsessive
b e h av i o u r, wh e reas acute short - l ive d
anxiety ex p e rienced during trauma is most
l i ke ly to result in symptoms of PTSD.

Although the DSM defines discre t e
c at ego ries of anxiety disord e r, most people
with these disord e rs actually ex p e rience a
wide va riety of symptoms wh i ch can
i n clude aspects of anxiety, d ep re s s i o n ,
p a n i c, ago rap h o b i a , phobias and
obsessions. 

It would seem to make better sense to
think of these symptoms as a spectrum too,
rather than as a set of discrete disord e rs
( Fi g u re 4). As befo re, s t a n d a rd assessments
could define the depth of shading and
i n d i c ate seve rity of a particular condition,

giving a compre h e n s ive and visual picture
of the difficulties of any individual. 

Fi g u re 5 again gives a fl avour of how
s u ch a spectrum might look for thre e
i n d ividuals with ve ry diffe rent conditions,
and could offer a simple solution to
d e s c ribing and cat ego rising anxiety
d i s o rd e rs. 

C u r rent tre atment options
Most current options for tre ating anxiety
will tackle one or more aspects of the
ove rall process shown in Fi g u re 4, u s u a l ly
p roducing a positive but limited effect (e. g.
m e d i c ation and behaviour therapy mainly
t a ckle symptoms, c og n i t ive therapy and
counselling tackle part of the pers o n a l
s t ress function).

The pro blem with this is that for any
i n d iv i d u a l , not all ap p ro p ri ate aspects of
their individual anxiety process might be
dealt with, nor will there be sufficient 
d epth and concentration of tre at m e n t
applied in the re q u i red areas. 

For ex a m p l e, if an indiv i d u a l ’s anxiety
a rises mainly from a serious lack of
a s s e rt iveness in re l at i o n s h i p s , t h e n
m e d i c ation or behaviour therapy will
p roduce a limited improve m e n t , by 
dealing with the symptoms, but they will
not add ress the root cause. But combining
these therapies with counselling and an
a s s e rt iveness course may prove mu ch 
m o re benefi c i a l .

S u m m a ry
This art i cle has taken another look at how
s t ress and the anxiety disord e rs might be
a s s e s s e d, c at ego rised and concep t u a l i s e d,
and offe red suggestions as to how an
e clectic ap p ro a ch might bear gre ater fruit as
a tre atment option, rather than seeking out
the ‘ b e s t ’t re atment option for all, wh i ch a
gre at deal of re s e a rch curre n t ly does. 

Th e re is alre a dy mu ch support fo r
e clecticism in tre ating patients (Au s t e n ,1 9 9 7 ;
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D ry d e n , 1992; Garfi e l d, 1995). From this
p e rs p e c t ive, a pack age of stra i g h t fo r wa rd
q u e s t i o n n a i re s , s t a n d a rd psych o l ogi c a l
assessments and some phy s i o l ogical measure s
could be used to gain a global picture of
the personal stress function, and anxiety
and symptom spectra for any indiv i d u a l .

From this detailed and compre h e n s ive
a s s e s s m e n t , a tailor-made pack age of

t re atment could be quick ly determined fo r
e a ch indiv i d u a l , e n s u ring that tre atment is
m o re like ly to be highly effe c t ive and 
t h at improvement should be maintained.

■ Alice Muir is a postgra d u ate student 
at the Anxiety and Stress Research Centre,
D ep a rtment of Psych o l ogy, U n ive rsity 
of Stirl i n g.
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