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EFFECTIVENESS OF INDIVIDUAL COGNITIVE-BEHAVIOURAL
THERAPY APPLIED TO PSYCHOTIC SYMPTOMS. 1. REVIEW
OF SINGLE-CASE EXPERIMENTAL DESIGNS APPLIED TO THE
TREATMENT OF DELUSIONAL BELIEFS

Salvador Perona Garcelan and Carlos Cuevas Yust
Health Service of Andalusia

This work presents a review of cognitive-behavioural treatments applied to the reduction or elimination of delusions. Also
discussed are the effectiveness of these operations in cases in which single-case experimental designs have been used, the
possible utility of predictors of these treatments and the methodological problems found.

Se presenta una revision de los tratamientos cognitivos-conductual es aplicados para la reduccién o eliminacién delasideas
delirantes en sujetos psicéticos. Se analiza la eficacia de estas intervenciones en aquellos casos en los que se han utiliza-
do disefios experimental es de caso Unico, |os posibles predictores de eficacia de dichos tratamientos y 10s problemas meto-

dol égicos encontrados.

he application of cognitive-behavioural therapy to

delusiona beliefs in psychotic patients is still in its
early stages. Despite the fact that the first description of
the use of thistype of technique was made by Beck (1952)
almost half a century ago, it was only in the 1990s that the
number of publications on this topic and the interest of
clinical psychologists and psychiatrists —mainly British—
began to increase. This delay in the development of the
field may be related to several factors:

1. The very concept of delusional belief proposed by
Jaspers (1963), and the current psychiatric classifi-
cations, have arrested the development of applied
psychological interventions for thistype of problem.
Jaspers defined delusions as fal se judgements main-
tained with extraordinary conviction, that are imper-
meable to experience and counterarguments, and
whose content is unworkable/impossible to realise
(Jaspers, 1963). By definition, then, from this pers-
pective the psychological treatment of delusional
beliefs made no sense. Hence, throughout practically
the whole of this century delusions have been consi-
dered as an epiphenomenon, as a secondary expres-
sion of more profound conditions.

2. The failure of traditional therapies in the treatment
of schizophrenia. Mueser and Berenbaum (1990),
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after an extensive review of studies of the effective-
ness of psychodynamic therapies, concluded that
such interventions had not been shown to be effecti-
ve in the treatment of schizophrenia; they compared
them to pharmacological treatment, aleging that
should any drug with the effectiveness rate of psy-
chodynamic therapy come onto the market it would
immediately be withdrawn. This has created a cultu-
re among clinical psychologists, lasting many years,
of non-intervention with regard to delusions and
psychotic symptoms in general, with their attention
being concentrated on other, “lighter” types of pat-
hology, such as neurotic and affective disorders.

3. The decrease in the number of behavioura-type
interventions in psychotic disorders during the
1980s. Bellack (1986) explained this decrease as
resulting from the following beliefs of behavioural
psychologists: a) schizophrenia does not exist as a
behavioural disorder, b) schizophreniais a biological
disorder, ¢) it isto be treated with drugs, and d) it is
too serious to be treated with behavioural therapy.

However, and regardless of the above, over the last 25

yearsthere has been atoken appearance of studiesrepor-
ting the efficiency of such interventions on delusional
beliefsin isolated cases and series of cases. These works
have been characterised by a methodology of pre-expe-
rimental type, which does not permit us to draw reliable
conclusions about the efficacy of the techniques (Watt,
Powell and Austin, 1973; Johnson, Ross and Mastria,
1977; Milton, Patwa and Hafner, 1978; Hole, Rush and
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Beck, 1979; Hartman and Cashman, 1983; Kingdon and
Turkington, 1991; Cuevas and Perona, 1997). Chadwick
and Lowe (1999) criticised the single-case studies des-
cribed in the literature, in which they detected the follo-
wing problems:

1. The majority of studies lack baseline observations.
Even though we may have evidence that delusional
beliefs have been present in the subject in question
for many years, basdine data are necessary, since,
before any kind of intervention, it is very important
to establish how the delusiona belief and other
behaviours of interest vary over time. Only then can
changes subsequent to the intervention be conside-
red in the context of the variability or stability of the
baseline data, making possible the drawing of valid
conclusions about the effectiveness of the treatment.

2. Interventions have not always been evaluated syste-
matically, and it has therefore not always been pos-
sible to compare the effects of the different manipu-
lations of the treatment in different phases of the
intervention, in different subjects, behaviours, envi-
ronments, etc.

3. Generally, diverse and undifferentiated techniques have
been used within the same intervention programme, so
that it has not been possible to anayse the effectiveness
of the treatment according to its components.

4. Finally, these authors underline the lack of follow-up
studies, that is, of assessment of the permanence of
the effects once the treatment is completed.

Nevertheless, also described in the literature are studies
that have used an experimental-type methodology, as in
single-case experimental designs (Barlow and Hersen,
1988), which fulfil in arigorous way some or al of the
requirements for their validity (Alford, 1986; Chadwick
and Lowe, 1990; L owe and Chadwick, 1990; Himadi and
Kaiser, 1992; Chadwick, Lowe, Horne and Higson, 1994;
Chadwick and Trower, 1996; Sharp, Fear, Williams,
Healy, Lowe, Yeadon and Holden, 1996). We consider
crucia the introduction of this type of methodology, as
againg the traditional designs comparing groups, for the
study of the effectiveness of psychotherapeutic treat-
ments, given the conceptual and methodological pro-
blems involved in the latter approach (Arias Holgado,
Fernandez Serra and Perona Garcelan, 2000, Revista
Latinoamericana de Psicologia, 32(2), 227-300).

In the present work we shall carefully review these stu-
dies. To this end we have classified them in two groups:
on the one hand, astudy using areversion design, and on
the other, those that used a multiple-baseline design.

INDIVIDUAL COGNITIVE-BEHAVIOURAL
THERAPY IN A REVERSION DESIGN APPLIED
TO A SINGLE-CASE

From achronological point of view, we should first con-
sider the now classic work by Alford (1986). This author
applied a cognitive-behavioural treatment to a schizoph-
renic patient aged 22 who had for three years been suf-
fering from a disorder involving delusions and halluci-
nations, and who did not respond to pharmacological
treatment. For two years he had been in a psychiatric
hospital, where he received the trestment we shall now
describe.

The intervention was planned in accordance with a
reversible experimental design of the type ABAB
(Barlow and Hersen, 1988), in which the following were
considered as measures of results or dependent varia-
bles: daily frequency of appearance of delusional beliefs
and voices, and degree of patient’s conviction in these
beliefs, rated on a scale of 0 to 100, where 100 meant
that the patient considered them as totally real (Hole,
Rush, and Beck, 1979).

The treatment consisted, on the one hand, in showing
the patient how to make self-reports with daily assess-
ment of the two dependent variables mentioned above,
and to write an alternative, non-delusional interpreta-
tion, these self-reports providing social reinforcement;
and on the other hand, in two or three sessions per week
with the therapist working on the self-reports and, in
collaboration with the patient, questioning the evidence
on which each of the beliefs was based.

The patient responded well to the self-report activity,
with 100% fulfilment of the task of writing aternative
interpretations for his delusional beliefs. Over the cour-
se of the treatment there was observed a significant
decrease of both frequency of the delusiona beliefs and
voices and degree of conviction in them. Although
Alford did not record quantitative datain the follow-up,
he reported that a partial improvement persisted 3
months after the intervention. More specificaly, the
patient continued to complain of hearing voices occa
sionally, but with doubts as to their origin, giving more
weight to the hypothesis that they were the product of
his imagination. With regard to the delusions, athough
they were still partially present, the researchers noted an
increase in the subject’s ability to monitor and assess in
acritical way his own thoughts.

Although this work provides interesting data with
regard to the efficacy of the intervention, we consider
that the type of design used is not the most appropriate,
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given the doubts about its internal validity. It is likely
that the characteristics of the dependent variables used
are not reversible, that is, withdrawal of the treatment
would not necessarily imply a return to the baseline
values. In fact, visual analysis of the graphs shows how
in the second baseline phase, with the withdrawal of the
treatment, and in contradiction to the logic of these
designs, there is no increase in the subject’s degree of
conviction in the delusions. The same author attempts to
explain this data by stating that the subject may have
continued, during this baseline period, to use the strate-
gies learned with the therapist, so that the intervention
had a cumulative effect that impeded reversion. On the
other hand, the degree of conviction of the subject
during thefirst baseline period varied between 40 and 80
percent, which shows that prior to the treatment the con-
viction was not particularly stable, calling into question
the claim that the independent variable considered was
the principal factor of change. Moreover, and in relation
to this point, it should be added that the author did not
control the amount of neuroleptic drugs taken by the
subject during the treatment, but varied the dose in each
one of the phases according to the state of the patient.

MULTIPLE-BASELINE EXPERIMENTAL
DESIGNS

Chadwick and Lowe (1990), Lowe and Chadwick
(1990), Chadwick, Lowe, Horne and Higson (1994),
Himadi and Kaiser (1992), Chadwick and Trower
(1996), and Sharp and cols. (1996) presented a series of
works in which they attempted to apply experimental
designs that would allow them to draw more reliable
conclusions with regard to the treatment studied. Given
the doubts raised in this context by Alford’'s ABAB
reversion experimental design, they proposed the appli-
cation of multiple-baseline designs in their different
varieties (Barlow and Hersen, 1988). The logic of this
type of design does not necessitate a reversion of the
values of the dependent variable for drawing conclu-
sions about the influence of the treatment, but is based
rather on comparison of the data of two or more indivi-
duals, behaviours or situations; the treatment is introdu-
ced progressively, and it is observed whether, as a func-
tion of the different manipulations of this independent
variable, changes occur in the dependent variable. Inthis
way, the problem of the supposed irreversibility of the
treatments can be avoided. Before analysing the results
obtained, we shall briefly describe the methodology
employed in these studies.

As mentioned earlier, the multiple-baseline designs
used in these studies are between-subjects (Chadwick
and Lowe, 1990; Chadwick, Lowe, Horne and Higson,
1994; Sharp and cols., 1996) and between-behaviours
(Lowe and Chadwick, 1990; Himadi and Kaiser, 1992;
Chadwick and Trower, 1996), and include, as an inno-
vation in this field, a thorough description and operati-
vization of the different phases and components of the
intervention. The procedure of the cognitive-behaviou-
ral intervention can be summarised as follows:

Phase 1: Preliminary interview. This consistsin one or
two interviews carried out with each subject, the objec-
tives of which are to define the target beliefs to be
modified and to establish a good rapport between the-
rapist and patient.
Phase 2: Baseline. This phase involves the collection
of al relevant data on the delusional beliefs and the
evidence supporting them. Moreover, the forms and
scales necessary for quantitative measurement of the
target beliefs are administered.
Phase 3: verbal challenge. Thisis the first component
of the intervention. It consists in encouraging the sub-
ject to consider the delusional belief as apossibleinter-
pretation of events. At no time is the patient told that
his or her interpretation is erroneous; she is simply
told that it is one aternative among others, and stimu-
lated to offer other alternatives and critically evaluate
them. In sum, the strategy is, first, to discuss the evi-
dence the subject provides to demonstrate the veracity
of each one of the delusional beliefs, rather than the
delusion itself, but always from a perspective based on
collaboration, not on confrontation; second, to question
the internal coherence and plausibility of the patient’s
system of beliefs; third, to redefine the delusions as a
comprehensible way of making sense of the patient’s
anomalous experiences; and finally, to formulate alter-
native interpretations of events and to analyse each of
these alternatives according to the information and evi-
dence available.

Phase 4. Reality test. Where it has not been possiblein

the previous phase to modify the delusional beliefs, the

patient him/herself plans, jointly with the therapist, a

series of actions and activities to check empirically the

veracity (or falseness) of the delusions.

On the basis of a previous study by Brett-Jones, Garety
and Hemsley (1987), which conceptualised delusions as
a continuous and multidimensional dependent variable,
the above-mentioned authors measured the degree of
conviction, preoccupation and anxiety with regard to
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delusional beliefs, using a version modified by Phillips
(1977) of Shapiro’s(1961) Personal Questionnaire (PQ).
Conviction refers to the extent to which the subject con-
siders his/her belief to be true at the moment of evalua-
tion; preoccupation refers to the frequency with which
the subject has thought about these beliefs during the
previous week; and the anxiety measure evaluates the
level of anxiety felt by the subject when thinking about
the delusional beliefs, also during the previous week.
Each one of these variables is assessed on an ordina
scale of 6 points (for more information, see Brett-Jones
et al., 1987 and Drury, 1995).

Also employed was another measure of the degree of
conviction based on the work of Hole, Rush and Beck
(1973). This consists in asking the patient to state the
percentage of conviction g/he hasin each of hig’her delu-
sional beliefs, where zero is the subject’s minimum level
of conviction and 100 the maximum.

Again following the work of Brett-Jones et al. (1987),
they measured two constructs that these authors called
“accommodation” and “reaction to hypothetical contra-
diction”. The accommodation measure refersto the awa-
reness demonstrated by the subject in the face of recent
events that contradict the truth of his’her beliefs. At the
beginning of each session the patient is asked whether in
the previous week anything has happened that in any
way calls into question hisher beliefs. Reaction to
hypothetical contradiction is assessed only two and four
weeks after the baseline. The measure is used for asses-
sing individual potential for adaptation to tests incompa-
tible with higher belief. The patient is offered a hypot-
hetical, but plausible and specific, test that contradicts
higher belief, and asked how it affects him/her. For
Brett-Jones et al. (1987) thismeasureis of great interest,
since it may have certain predictive value for identifying
those subjects with greater probability of recovery.

Finally, some works have applied Beck’'s Depression
Inventory (BDI) to measure the mood of each patient
before and during the treatment and in each of the follow-
ups subsequent to it. Drug dosage was maintained cons-
tant throughout all of these single-case experiments.

BETWEEN-SUBJECTSMULTIPLE-BASELINE
DESIGNS

In afirst study, Chadwick and Lowe (1990) applied a
between-subjects multiple-baseline design to assess the
overall effectiveness of thistype of intervention (that is,
without analysing the effectiveness of the verbal cha-
Ilenge component compared to the reality test compo-

nent) on the delusional beliefs of six schizophrenic sub-
jects.

With the aim of simplifying the presentation of the
results obtained in the dependent variable conviction, we
shall present only the percentages of conviction, since
these showed a high correlation with the same measure
obtained in the PQ.

In contrast to the work of Alford (1986), referred to
above, the percentage of conviction during the basdine
periods was quite stable in the six subjects, around 100%
in all of them. In the treatment phase, in two subjects the
degree of conviction fell below 50%, one of them needing
aredlity test to bring down the percentage. In the follow-
up phase these results were maintained at one month,
three months and six months. In ancther two subjects,
level of conviction fell to zero, one of these also requiring
aredlity test. In the follow-up period they maintained the
results obtained during the treatment. In another subject
there was aso a drop in degree of conviction during the
treatment, but this was quite unstable, swinging between
values of 30 and 80 percent, and decreasing dightly
during the follow-up. Findly, the remaining subject’'s
level of conviction remained unchanged both during the
treatment and in the follow-up period.

Inthiswork it can be seen that in the intervention phase
the verbal dispute component produced a considerable
reduction of conviction in the delusional beliefs of four
of the six subjects, and that the reality test component
reduced the conviction level in two of the three subjects
to whom it was administered. On the basis of these
results it can be stated that this type of treatment, in the
conditionsin which it was applied, appears to offer posi-
tive and encouraging effects in the treatment of schi-
zophrenic subjects. However, we cannot go so far as to
make an analysis of the effectiveness of the two treat-
ment components. Specifically, it cannot be affirmed
that the reality test alone is sufficient to achieve positive
results, since it was not necessary for all subjects, and
when it was applied, it was aways subsequent to the
verbal dispute component.

These same authors (Chadwick, Lowe, Horne and
Higson, 1994) carried out a partial replication of the pre-
vious work, whose objective was to study the effective-
ness of the reality test phase itself as against that of ver-
bal challenge. They aso applied a between-subjects
multiple-baseline design, in whose treatment phase the
order of the components was inverted, that is, they
applied first the reality test and then the verbal challen-
ge component.
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4 subjects participated in this study, of which three
were schizophrenics and one suffered from a schizoaf-
fective disorder. During the baseline phase three of them
maintained 100% conviction in their delusional beliefs;
the values for the fourth subject ranged between 80%
and 100%.

With regard to the effectiveness of the reality test com-
ponent, three of the four subjects presented no changesin
the percentage of conviction, with values remaining prac-
ticaly at 100%. In the remaining subject, the first redity
test session produced a sharp drop in conviction level, to
zero percent; in the following sessions, however, it retur-
ned to the initial baseline values. On the other hand, as
soon as the verbal challenge component was applied the
percentage of conviction fell to levels of 0% in three of
the four subjects. During the follow-up phase at one
month, three months and six months it was observed that
in the subjects in which the level of conviction in their
delusiona beliefs had fallen to practically 0%, a dight
increase occurred, though this never exceeded 50%.

Chadwick and collaborators concluded that the reality
test in itself is aweak kind of intervention for modifying
the delusions of a schizophrenic patient, perhaps because
their strongly-held beliefs are immunised against the
empirical tests whose aim is to disprove them. However,
in thefirst study cited (Chadwick and Lowe, 1990) it was
observed that when it followed the verbal challenge com-
ponent the reality test was effective, even when the verbal
intervention had little or no impact on conviction. Thus,
taken together, these two studies contribute data in sup-
port of the hypothesis that the reality test is more effecti-
ve when it is applied after verbal confrontation (Trower,
Casey, Dryden, 1988). In any case, it is necessary to carry
out further research to confirm this hypothesis.

Sharp and collaborators (1996) replicated Chadwick
and Lowe's procedure of confrontation, but in contrast
to their study, whose patients met the criteria for diag-
nosis as schizophrenics, Sharp’s patients met the criteria
of delusional disorder, according to the DSM-III-R
(American Psychiatric Association, 1987).

The results showed a modest reduction in the percenta
ge of conviction in delusional beliefs in three of the six
subjects that participated in the study, with none of them
reaching zero percent: in subject 1 the values of convic-
tion level ranged from 25% to 75%; in subject 2 they
ranged from 20% to 70%; and in subject 5 they ranged
from 30% to 90% throughout the treatment phase.
Unfortunately, Sharp and collaborators did not carry out
any type of follow-up.

An interesting observation that can be made with
regard to the results of this study is that while the base-
line values of the patients that presented no modification
in conviction levels remained stable (at 100%), the sub-
jects in which changes occurred presented unstable
baseline values, with small oscillations over this period.
It may beinteresting in future research to investigate the
relationship between stability of conviction in the delu-
siona beliefs before the intervention and the results of
the therapy, given that, if this relationship were to be
replicated in other studies, we might consider the stabi-
lity of the beliefs before the treatment as avalid predic-
tor of results.

BETWEEN-BEHAVIOURS MULTIPLE-BASELI-
NE DESIGNS

Cognitive-behavioural interventions have also been
carried out using a between-behaviours experimental
design (Lowe and Chadwick, 1990; Himadi and Kaiser,
1992 and Chadwick and Trower, 1996). This type of
design has been used to check the effectiveness of the
intervention when the subject presents more than one
delusional belief and the aim of the work isto study the
differential effect of this type of intervention as it is
applied to each one of the target beliefs.

In the first of these (Lowe and Chadwick, 1990), the
methodology and procedures previously described were
used in two schizophrenic subjects, in both of whom the
delusions were confronted successively at intervals of
four or more weeks. Each of them presented three delu-
sional beliefs. In one subject, the first target belief was
that a woman caled Amanda was able to read his
thoughts and control his life, the second was that in a
previous life he had been Leonardo da Vinci, and the
third wasthat in aprevious life he had been Jesus Christ.
Thetarget beliefs of the other subject (awoman aged 51)
were, first, that she was fifteen years old, second, that
she was the daughter of Princess Anne of England, and
third, that the British government controlled her
thoughts and actions.

In both patients the intervention was quite effective,
achieving conviction levels of 0% during the treatment,
and this result was maintained at the one-month, three-
month and six-month follow-ups.

In our view, the most interesting aspect of this study is
that, in the second subject, as each belief was dealt with,
the subject’'s conviction level decreased drasticaly,
demonstrating the effectiveness of the independent
variable used. However, in the first patient there was
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observed a certain generalisation of the treatment bet-
ween the second and third delusional beliefs. Since both
beliefs related to the subject’s supposed identity in pre-
vious lives (Leonardo da Vinci and Jesus Christ), we can
speculate that they were closely related in terms of the
arguments and evidence employed by the subject to
maintain them. This leads us to suppose that the ques-
tions posed and alternatives suggested by the therapist
for one of them probably served also to undermine the
conviction levels with regard to the other; although
topographically the beliefs were different, they were
perhaps similar in functional terms.

Himadi and Kaiser (1992) applied the same type of
design to a patient diagnosed as suffering from a schi-
zophrenic disorder of an undifferentiated type, who had
been an in-patient at a psychiatric hospital for 18 years.
This patient presented ten different delusions, all on a
grand scale: he believed to be in control of all the acti-
vities of the US government, and that he was the owner
of agold mine and of the mint of his country; he claimed
to have extensive knowledge as aresult of many years of
study (in fact he had only two years of forma educa-
tion); he could destroy the world if he so desired; hewas
the forgotten son of Jesus and Mary; his brain had been
surgically extirpated; his parents were impostors; one of
his brothers was “lronman” and he possessed similar
powers himself.

The main dependent variable was degree of conviction
in the delusional beliefs, measured using the strategy of
percentages; also, two measures were used to assess the
degree of generalisation of the treatment: an interview
carried out by an independent assessor and the applica-
tion by another assessor of Andreasen’s (1984) SAPS
scale. All of these measures were applied before and
after the treatment and in the follow-up at one, two, four
and six months.

Just three of the delusional beliefs were selected as
objectives of the intervention, according to their convic-
tion levels during the baseline period. The three beliefs
were: “1 have a brother called Ironman”, “ Jesus controls
my behaviour”, and “| studied law for 30 years and have
aMasters degree”.

The results reflected a rapid decrease in the degree of
conviction as the treatment was applied, and the level
fell to zero in all three beliefs. These values were main-
tained throughout the entire follow-up period.

An interesting result, and one that coincides with the
work of Lowe and Chadwick (1990), was the generali-
sation of the treatment to three of the delusional beliefs

that were not objects of the intervention, with significant
reductions in the degree of conviction, especially in
those that were related in terms of content.

The measures applied by independent assessors confir-
med the decrease in conviction with regard to the delu-
siona beliefs, and the score obtained in the SAPS went
from severe intensity of the delusional beliefs in the
baseline period to moderate intensity after the treatment
and in the follow-up.

The third study in which a between-behaviours multi-
ple-baseline design was applied was that of Chadwick
and Trower (1996). In it is described an adaptation of
these techniques for the modification, in a patient with a
schizoaffective disorder, of atype of paranoid delusion
they call “ punishment paranoia’ (Trower and Chadwick,
1995; Chadwick and Trower, 1997). In contrast to the
previous works, as measures of the dependent variable
they used only the percentage of conviction in the delu-
sional beliefs and the BDI.

These authors, through their empirical work, found
that not all delusional beliefs of a paranoid nature are
the same, and that two large groups can be differentia-
ted: the first group is constituted by what they call
“persecution paranoias’, in which subjects believe that
other people want to harm them or persecute them wit-
hout justification; in the other group are what they call
“punishment paranoias’, in which subjects also believe
they are the object of persecution, but in this case they
believe such ill treatment to be deserved because they
are intrinsicaly evil. (Trower and Chadwick, 1995;
Chadwick and Trower, 1997). These authors consider
this difference to be crucial, as it has very important
practical implications for the design of the therapeutic
strategy (for more information, see Chadwick,
Birchwood and Trower, 1996).

According to the therapeutic strategy proposed, the
authors directed their intervention towards the modifica-
tion of the two delusional beliefs presented by this
patient, and also towards the negative attitude with
regard to himself as intrinsicaly evil and deserving of
punishment. Thus, the intervention was organised in
accordance with a multiple-baseline design aimed at the
elimination of three beliefs: the first was the patient’s
view of himself as an evil person, the second was the
delusiona belief that people could read his mind and
were planning to harm him, and the third was the idea
that God wanted to punish him for having blasphemed.

While the degree of conviction of the first two beliefs
was stable at practically 100% throughout the baseline
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phase, the percentage of conviction of the third belief
was quite unstable, varying between 90% (at the begin-
ning of this phase) and 15% (at the end of this phase),
coinciding with the application of the treatment to the
other two beliefs. During the treatment phase there was
observed a clear decrease in the degree of conviction in
the first two beliefs coinciding with the application of
the treatment; however, the effects became generalised
to thethird belief, leading to afall in the baseline val ues,
as referred to earlier. In the follow-up at three months
the degree of conviction ranged between 0% and 20%,
remaining practically the same asin the treatment phase.

RESULTS OBTAINED IN THE PQ AND BDI

Up to now we have discussed the results obtained with
the dependent variable degree of conviction. We shall
now proceed to analyse, jointly for the subjects that par-
ticipated in the three multiple-baseline studies of
Chadwick and Lowe (Chadwick and Lowe, 1990; Lowe
and Chadwick, 1990; Chadwick and cols., 1994), the
results obtained with respect to the degree of preoccupa-
tion and level of anxiety they experienced in relation to
their delusional beliefs. At the end of each session they
were administered the PQ to obtain a retrospective
assessment of these measures. When these assessments
are compared with the results for degree of conviction,
two clear patterns emerge:

- Thefirst consistsin that during the baseline phase the
measures of preoccupation, anxiety and conviction
vary independently, supporting the point of view that
delusions are a multidimensional phenomenon (e.g.,
Strauss, 1969).

- The second pattern consists in that during the inter-
vention phase, in the mgjority of subjects, the three
measures tend to vary according to quite specific
parameters of change for each of them. For example,
of the 10 subjects in which the degree of conviction
decreased during the treatment, in six a decrease in
preoccupation and anxiety was observed.
Nevertheless, in three cases, whilst the levels of con-
viction and anxiety decreased, the degree of preoccu-
pation increased or remained at very high values. In
one subject, preoccupation and anxiety decreased
whilst the degree of conviction remained as it was.

These data are of great interest in that they corroborate

that which is observed in everyday clinical work: clini-
cal improvement in patients with delusions is quite com-
plex, and can follow quite different patterns of change.

With regard to the accommodation test, no subjects

reported experiences that refuted their beliefs during the
baseline phase. Asin the study by Brett-Jones and cols.
(1987), the results of the assessment of accommodation
suggest that schizophrenic patients do not confront their
own beliefs or put them to the test. However, and asis
also affirmed in the above-mentioned study, this lack of
validation of one’'s own beliefs is equally observed in
non-psychiatric populations. In any case, in the majority
of the subjects in whom there was observed a decrease
in degree of conviction during the intervention phase,
they provided at least one example that permitted the
refutation of their own beliefs. According to Chadwick
and Lowe (1994) these examples that serve to disprove
beliefs may be of two types:

1) Memories of situations that had previously been
considered in delusional terms, but are subsequently
reinterpreted as disproof of the subject’s delusions.

2) Memoaries of situations that were at no time inter-
preted in delusional terms, and are subsequently
considered as disproof of the subject’s delusions.

Thus, it would appear that simply on the basis of a
decrease in the degree of conviction in delusiona
beliefs, as the product of a process of confrontation and
guestioning, the patient begins to consider them as
hypotheses to be tested, rather than as absolute truths.

On the other hand, the assessment of the construct
called reaction to hypothetical contradiction (RHC) pro-
duced interesting data that suggest this measure may
help to predict the patient’s response to treatment. In
fact, eight of the twelve patients that responded on at
least one occasion to the example of hypothetical con-
tradiction —in the sense that it led them to question their
delusional belief or to reject it completely— decreased
their degree of conviction as aresult of the intervention.
Likewise, two of the four who claimed the example of
hypothetical contradiction would not alter their degree
of conviction did not modify their conviction level as a
result of the treatment. From these results, Chadwick
and Lowe (1994) concluded that some individuals are
better prepared than others for questioning their delu-
sions, and that this may be detected by measures such as
RHC. In any case, this hypothesis must be tested and
confirmed in future research.

Finally, as regards the application of Beck's
Depression Inventory (BDI), in 9 of the 10 subjects in
whom conviction level decreased during the treatment,
the scores obtained in this inventory also fell signifi-
cantly. This result contradicts the hypothesis that the
weakening or elimination of a delusional belief has a
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negative effect on the psychopathological state of the
patient —an idea arising from the work of Zigler and
Glick (1988), who claim that the delusions of paranoid
schizophrenics may serve as a form of defence against
depression. If this were the case, subjects would have
scored low in the BDI during the baseline phase and
increased their score during the treatment as degree of
conviction fell —exactly the opposite of what was found
in the studies described above. In general, these results
support the findings of Milton and cols. (1978), who
observed that a decrease in the strength of a delusion is
related to a significant overall reduction of the psychia-
tric disorder.

CONCLUSIONS

In the present work we have reviewed seven studies that
used a methodology based on single-case or n=| experi-
mental designs (see Table 1). In total we have data from
21 people that were given cognitive-behavioural therapy
as treatment for conditions involving delusional beliefs.
Of these, 13 had been diagnosed as schizophrenic accor-
ding to the DSM-I11 (9 subjects) and DSM-I11-R (4 sub-
jects), 2 as suffering from a schizoaffective disorder (1
according to the DSM-II1 and 1 according to the DSM-
I11-R), and 6 as having a delusional disorder according
to the DSM-I11-R. Reductions in the degree of convic-
tion in their beliefs were obtained in 10 schizophrenic
subjects (77%), 2 schizoaffective subjects (100%) and 3
subjects with delusional disorders (50%).

As it can be appreciated, techniques for modifying
beliefs succeed in weakening, or in some cases elimina-
ting, the delusions of patients with diagnoses within the
spectrum of psychosis. Nevertheless, there are differen-
ces with regard to the effectiveness of the treatment
depending on the diagnoses. Subjects diagnosed as schi-
zophrenic and schizoaffective obtain the best results,
while those for subjects with delusional disorders are
more modest. Sharp and cols. (1996) attribute these dif-
ferences to the fact that in subjects with this type of
disorder their delusions play a very important role in
maintaining their psychologica integrity, so that the
patient clings more strongly to his or her pathological
beliefs, whilst in schizophrenics and schizoaffectives
there are other types of psychotic symptoms that predo-
minate and maintain this psychological integrity.

Clearly, these results are not conclusive, and it may be
necessary to replicate them with larger samples.
However, with these designs, and especially with those
of multiple baseline, it has been demonstrated in a high
percentage of cases that the sequential administration of
the treatments has produced significant modificationsin
beliefs of adelusional nature. The most relevant compo-
nent of these interventions appears to be that of verbal
dispute, with the redlity test being an effective compo-
nent aslong asit is preceded by the former.

Another interesting aspect, and one which opens up an
important field of research, is the confirmation that the
delusional belief is a multidimensional variable, which

Table 1
Results obtained with Cognitive-Behavioural Therapy applied to
the delusional beliefs of psychotic patients using single-case experimental designs
Studies Design N Diagnosis Follow-up Results
ALFORD, 1986 ABAB 1 Schizophrenia 3 months Significant reduction in frequency and conviction level of delusional
beliefs. Improvement partially maintained in follow-up .
CHADWICK & LOWE, 1990 Between-subjects 6 Schizophrenia 1, 3 and 6 months Significant reduction in conviction level in 5 out of 6 subjects. Results
multiple-BL maintained in follow-up .
LOWE & CHADWICK, 1990 Between-behaviours 2 Schizophrenia 1, 3 and 6 months Conviction level of 0% attained for all delusional beliefsin both
multiple-BL subjects. Results maintained in follow-up .
HIMADI & KAISER, 1992 Between-behaviours 1 Schizophrenia 1,2,4and 6 months  Reduction in conviction level to 0% in the 3 target beliefs.
multiple-BL Generalisation of effects of the intervention to non-treated beliefs.
Results maintained in follow-up .
CHADWICK & COLS,, 1994 Between-subjects 4 3 Schizophrenics 1, 3 and 6 months Reduction in conviction level to 0% in 3 out of 4 subjects. Slight
multiple-BL 1 Schizoaffective increase in conviction level in these 3 subjects in follow-up, though
never exceeding 50% conviction
CHADWICK & TROWER, 1996 | Between-behaviours 1 Schizoaffective 3 months Significant reduction in conviction level in 2 of the subject’'s 3
multiple-BL disorder delusional beliefs with application of the treatment. Effects generalised
to the third belief. Conviction level attained at end of treatment
maintained in follow-up .
SHARP & COLS,, 1996 Between-subjects 6 Delusional No follow-up Modest reduction in conviction level in 3 out of 6 subjects .
multiple-BL disorder
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must therefore be assessed in accordance with al the
dimensionsthat most accurately describeit. Asobserved
in everyday clinical practice, in these works it has been
seen how psychological treatment affects these dimen-
sions in differential ways, creating quite specific pat-
terns of change in each subject. However, we are as yet
unaware as to which treatment variables, or other, unk-
nown variables determine such patterns. Of prime
importance is the development of instruments that per-
mit reliable measurement of the dimensions constituting
delusional beliefs.

Also, these studies allow us to consider which variables
may predict the results of the therapeutic intervention.
Chadwick and Lowe (1994) state that Reaction to
Hypothetical Contradiction may be agood predictor of the
results of treatment. This was already proposed by Brett-
Jones and cols. (1987) as a measure of potential acceptan-
ce by subjects of the tests that contradict their beliefs. In
these works it has been observed that in al subjects that
responded positively to RHC there was a decrease in the
degree of conviction in their beliefs, while half of the sub-
jects claiming their beliefs to be unaffected by RHC did
not reduce their percentage of conviction in them.

In the analysis of Sharp’s data we observed that in the
case of patients with delusional disorders that reduced
the degree of conviction in their beliefs, the baselines
showed greater variability in conviction levels than
those of subjectsthat presented no modificationsin their
beliefs. This fact leads us to speculate that such variabi-
lity may constitute a predictive measure of the results of
the intervention valid only for subjects with delusional
disorders, and not for schizophrenic or schizoaffective
patients. In any case, this hypothesis should be checked
empirically in future research.

Among the most significant problems found in relation
to these studies are the following:

1. Only the effectiveness of the treatment in relation to
variables associated with delusions has been studied
—its effect on patients' genera functioning and nega-
tive symptoms is unknown. Likewise, we have no
information as to whether this type of therapy is
superior to other types of psychological intervention
or routine care (treatments based solely on the medi-
cation and follow-up in the community).

2. None of the follow-up periodsin these studies |asted
beyond six months, so that we have no information
on the durability of the effects of treatment in the
medium or long term. The provision of such infor-
mation should be a requirement of future research.

3. An important limitation of single-case experimental
designs is that their data are normally analysed by
means of the visual inspection of the baseline
graphs. According to some authors (Matyas and
Greenwood, 1990), this form of data analysisis not
reliable. Bouchard, Valliéres, Roy and Maziade
(1996) applied a statistical technique of time series
analysisto the data provided by Chadwick and Lowe
(1990) for one of their subjects. While visua ins-
pection of the preoccupation variable in this sub-
ject’s delusions suggested that it had decreased, this
change was shown by time series analysis to be non-
significant.

Despite these limitations, the application of cognitive
and behavioural treatments to delusional beliefs, and to
other psychotic symptoms, such as auditory hallucina-
tions (for areview, see Perona Garceldn & Cuevas Yust,
1996), is making considerable progress. We can therefo-
re conclude that, although the road ahead is long, aline
of study and research has been opened up that offers the
hope, in the short to medium term, of being able to per-
fect our therapeutic techniques and relieve the pain and
suffering of many people.
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