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Abstract

Objective—To examine a large sample of patients with anxiety and the association between
types of complementary and alternative treatments that were used, demographic variables,
diagnostic categories, and treatment outcomes.

Method—Cross-sectional and longitudinal survey during the Coordinated Anxiety Learning and
Management (CALM) study that assessed this intervention against the Usual Care in a sample of
patients with anxiety recruited from primary care. Interviewer-administered questionnaires via a
centralized telephone survey by blinded assessment raters. The interviews were done at baseline,
6, 12, and 18 months of the study. A total of 1004 adults ages 18—75 who met DSM-IV criteria for
Generalized Anxiety Disorder (GAD), Panic Disorder, Social Anxiety Disorder, or Post-Traumatic
Stress Disorder. We assessed medication/herbal use, the use of any alternative therapies, and
combined Complementary and Alternative Medicine (CAM) use.

Results—We found an extensive (43%) use of a variety of CAM treatments that is consistent
with previous study results in populations with anxiety. Only a few significant demographic or
interventional characteristics of CAM users were found. Users most often had a diagnosis of
GAD, were older, more educated, and had two or more chronic medical conditions. CAM users
who had a 50% or more drop in anxiety scores over 18 months were less likely to report continued
use of alternative therapies.

© 2012 The Academy of Psychosomatic Medicine. Published by Elsevier Inc. All rights reserved.
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Conclusions—The study confirms the importance of awareness of CAM use in this population
for possible interference with traditional first-line treatments of these disorders, but also for
finding the best integrative use for patients who require multiple treatment modalities.

Conventional medicine has been successful in the treatment of anxiety disorders for many
patients, yet so many others feel the need to seek the use of Complementary and Alternative
Medicine (CAM) for supplemental relief. To examine the prevalence and patterns of use of
CAM in patients with anxiety, we utilized a sample of 1004 patients who previously
participated in the Coordinated Anxiety Learning and Management (CALM) study.!

CAM is defined by The National Center for Complementary and Alternative Medicine as “a
group of diverse medical and health care systems, practices, and products that are not
generally considered part of conventional medicine... Complementary medicine refers to the
use of CAM together with conventional medicine [and] alternative medicine refers to the use
of CAM in place of conventional medicine...”2 There are five categories of CAM:
alternative medical systems (Ayurveda, naturopathy, homeopathy, acupuncture, Chinese/
Oriental medicine), biologically-based therapies (vitamins, herbs, special diets), mind-body
therapies (meditation, biofeedback, hypnosis, imagery, prayer), energy healing (Reiki,
electromagnetic-based therapies), and manipulative and body-based therapies (chiropractic,
massage).2*

The use of alternative medical systems and biologically-based therapies may have been
potentially driven by mistrust of current pharmacological agents as well as patients’ possible
belief that natural and herbal medicine is safer, and possibly more efficacious. Combined
with increased awareness, changing health practices, fear of addiction to conventional
medications, and possible dissatisfaction with conventional care,® the prevalence of CAM
has been increasing for decades both worldwide® and in the United States, specifically,?
with a substantial 8.3% increase in usage from 1990 to 1997,19 and only a modest drop
between 2002 and 2007.11 The drop could have been a result of the St. John’s Wort studies
that emerged during that time period and several reports of toxicity of certain agents, all
inciting some element of fear. Regardless, CAM use has remained in the range of 25%-—
50%.8:11-13 |n 2002, the Center for Disease Control (CDC) found that over 50% of adults
over the age of 18 years used some type of CAM, with female usage greater than male.12 In
2007, it was reported that 38% of adults over the age of 18 years used some form of CAM,
with women remaining to be greater consumers (43%) compared with men (34%).14

Those with psychiatric disorders are highly prone to using CAM. This is particularly true for
the patients with anxiety who have marked impairment in daily functioning, use an
extensive amount of health care resources, and yet continue to have difficulty in achieving
full remission of their condition.415-17

The evidence for efficacy of herbs and supplements as anxiolytics is mixed. Two meta-
analyses on several randomized controlled trials (RCTs) found that kava appears to be
effective in treating the symptoms of anxiety and claims that it is superior to placebo.18:19
However, in a pooled study of three placebo-controlled trials, none of which were included
in the meta-analysis just described, findings do not support the use of kava for the specific
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diagnosis of GAD.20 Meditation and progressive muscle relaxation have shown benefit in
the treatment of anxiety in large double-blind RCTs.2122 Homeopathy has not been shown
to be superior to placebo in an adequately powered, placebo-controlled, double-blinded
RCT.22:23 Most studies show there is no difference between acupuncture and sham-
acupuncture,23:24 while a few studies report small benefit.2526 There is good evidence that
exercise is beneficial in the treatment of anxiety, though none of the studies is sufficiently
powered, and as can be imagined—not placebo controlled.27:28

The purpose of our study was to analyze a large sample of a diverse group of patients with
different anxiety disorders collected during the CALM study to examine the association
between types of alternative treatments and demographic variables, diagnostic categories,
and treatment outcomes.!

This study was conducted as a part of the randomized controlled effectiveness trial of
Coordinated Anxiety Learning and Management (CALM) compared with Usual Care in 17
primary care clinics in four US cities between June 2006 and April 2008; each location with
the approval of the Office of Human Research Protection Program. One thousand four
patients with anxiety disorders (with or without major depression) were enrolled. Patients
were English- or Spanish-speakers, ages 18-75 years, and met DSM-1V criteria for one or
more of the following: Panic Disorder (PD) with or without agoraphobia, Generalized
Anxiety Disorder (GAD), Social Anxiety Disorder (SAD), or Post-Traumatic Stress
Disorder (PTSD). Patients were diagnosed using the Mini-International Neuropsychiatric
Interview (MINI) and scored at least 8 (moderate and clinically significant anxiety
symptoms on a scale ranging from 0-20) on the Overall Anxiety Severity and Impairment
Scale (OASIS). All rating scales were fully described in our previous paper.! Excluded were
patients with unstable or life-threatening medical conditions, marked cognitive impairment,
active suicidal intent or plan, psychosis, or Bipolar I Disorder. All patients completed a
baseline questionnaire and were randomized to receive either the CALM intervention or
Usual Care for 3 to 12 months. The CALM intervention participants received a treatment
involving pharmacotherapy, computer-assisted, clinician-administered cognitive behavioral
therapy (CBT), or both, depending on their preference. Blinded follow-up assessments were
done at 6, 12, and 18 months after baseline was completed, and found that the CALM study
resulted in greater improvement in anxiety symptoms, depression symptoms, functional
disability, and quality of care compared with usual care during 18 months of follow-
up.1:29:30 |t was not clear if the primary care providers knew if their patients were using any
CAM modalities.

The data were collected from interviewer-administered questionnaires at baseline and at 6,
12, and 18 months via a centralized telephone survey by the RAND survey research group,
blinded to group assignment. For this paper, we used baseline and 18 months data where
CAM was assessed. Outcome measures included: “Any Med/Herbal Use” where participants
were asked “In the past 6 months, have you taken any non-prescription medications or
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herbal remedies to help with your mood or energy?” Our second outcome measure was
“Any Therapies” where participants were asked “In the past 6 months, have you used any
therapies or healing practices (such as acupuncture, meditation/relaxation, biofeedback,
going to a chiropractor, massage, prayer, or spiritual practices) for problems with your mood
or energy?” We also examined any CAM use (“Any Med/Herbal” and/or “Any Therapies”).

We examined a number of baseline variables for potential covariates of CAM use at 18
months. These variables included intervention assignment (CALM vs. Usual Care),
demographics (age, gender, education, ethnicity, insurance status), type of anxiety disorder
(GAD, PD, SAD, PTSD), number of co-morbid anxiety disorders, co-morbid depression
(using the PHQ-8), number of chronic medical conditions, physical and mental functioning
(using the SF-12 ver. 2), response (50% reduction on the Brief Symptom Inventory), single
item measures of satisfaction with healthcare for personal problems (reported for 6 months
prior to the 18-month interview), belief that medications are an important part of the
treatment of anxiety, belief that medication for anxiety does not help a person cope better,
belief that therapy can help an individual learn new ways of coping with problems, belief
that therapy patients are wasting money, and indicators of use of psychotropic medications
using progressively more stringent definitions of quality of care.

Statistical Analysis

RESULTS

We compared demographic and other baseline characteristics between users of CAM and
non-users utilizing t-tests for continuous variables and ;(2 tests for categorical variables. To
examine what factors related to use of CAM at 18 months, we conducted logistic regressions
of baseline covariates of “Any CAM use,” “Any Meds/Herbal use,” and “Any Therapies” at
18 months past baseline (controlling for baseline CAM use). First, we examined bivariate
relationships between individual variables and CAM use at 18 months. Those significant at
P < 0.20 were included in multivariate logistic regressions. Stripped down models with
those significant at P < 0.05 are presented. Attrition weights were used to account for
participants who missed the 18-month follow-up. The statistical software used was SAS ver.
9 (SAS Institute Inc., Cary, NC).

Baseline Use

Forty-three percent (430/1004) of patients reported the use of CAM at baseline. Twenty-one
percent of subjects in our sample used supplemental or herbal medicine (206/1004). Most
frequently used were chamomile (6.47%), valerian root (3.88%), St. John’s Wort (2.89%),
lavender (2.29%), and kava (1.79%).

Thirty-two percent (319/1004) of patients used therapies (massage, relaxation, acupuncture,
etc.). There were no significant differences between CAM and non-CAM users in
demographic characteristics (see Table 1). Users of CAM tended to have two or more
chronic medical conditions.

Highest CAM use occurred in patients with GAD as opposed to other diagnoses (33.5% vs.
26.6%). GAD patients used more massage therapy than the other anxiety disorder patients.
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Patients diagnosed with PTSD as their principal diagnosis used more prayer/healing
techniques than patients with other principal diagnoses. Seventy-five percent of those who
used imagery techniques were Whites.

Table 2 summarizes the regression analysis of covariates of the use of the CAM at 18
months. Patients using CAM at baseline were four times more likely to be using CAM at 18
months than baseline non-users. Among all study patients, those who achieved a 50%
reduction in their symptoms according to the Brief Symptom Inventory (BSI) were 47% less
likely to be using CAM at 18 months relative to those who did not achieve the reduction.

Patients with one chronic medical condition were 2.29 times more likely to be using CAM
relative to those without any medical conditions. Patients with two or more chronic medical
conditions were 1.94 times more likely to be using CAM relative to those without medical
conditions. Patients who believed medications are an important part of the treatment of
anxiety were less likely to be using CAM (e.g., for a one unit increase in agreement with this
statement, we expect to see an 18% decrease in the odds of using CAM). Similar
relationships were observed separately for “Herbal/Meds” and “Any Therapies.”

In addition, older patients were less likely to be using “Any Herbals/Meds.” Patients who
believed in the efficacy of medications for anxiety were less likely to use “Any Therapies”
(20% less likely for a one unit increase in agreement with the belief). Patients with a high
school education or less were 42% less likely to be using any therapies. The intervention
was not related to CAM use.

DISCUSSION

Our patients were taken from a sample of primary care patients who were referred for the
treatment of their anxiety disorder. We discovered a high prevalence of use of CAM
treatments in this group, which is in accordance with previous research data for this
population. It is unknown to us if the primary care physicians knew of their patients’ use of
CAM therapy. We found that patients using CAM were more likely to have chronic medical
iliness, a finding also present in other recent studies.®:3! Slightly more females than males
used CAM but the difference was not statistically significant in our study, though similar
statistically-significant results have been shown in other studies.®31:32 National surveys
indicate CAM use is greater in younger than older ages,32 but several studies have shown
the use to be quite prevalent in older adults as well.10:33-35

The highest CAM use was found to be in patients with GAD, which is historically the group
that uses the most resources of health-care within all the anxiety disorders.

The CALM intervention was more effective than Usual Care in reducing anxiety symptoms,
depression symptoms, and functional disability during 18 months of follow-up.2° It was also
more effective than Usual Care for principal anxiety disorders and to a lesser extent, co-
morbid anxiety disorders that present in a primary care setting.30
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Interestingly, while 50% or more improvement on the BSI was associated with a decrease in
use of CAM, the CALM intervention was not. This suggests that patients’ whose condition
improves, regardless of how this is achieved, feel less of a need to use CAM.

A high percentage of the patients referred for the treatment of anxiety who use CAM is
especially significant in this population. St. John’s Wort has the potential for drug
interactions with pharmacologic treatments for anxiety, as it induces the cytochrome P450
enzymes CYP3AA4, a substrate for many benzodiazepines.36 Furthermore, it is a strong
inhibitor of CYP2D6, a substrate for most of the selective serotonin reuptake inhibitors
(SSRIs) used as first-line treatment for anxiety (and the first-line treatment used in the
CALM study) and depression.36:37 Its interactions are also widespread outside mental
health, and include reduced efficacy of birth control pills, antivirals, and many
cardiovascular medications.38 Kava’s potential for hepatotoxicity has limited practitioners’
recommendation, and has even caused the entire European Union and Canada to completely
withdraw it from the market.3® Furthermore, kava and valerian root can potentiate the
sedative effect of benzodiazepines.#? Also, while providing rapid temporary relief of
anxiety, these supplements could potentially confound with CBT in as much the same way
as benzodiazepines interfere with the learning and attribution of treatment effects.4142 In
addition, surreptitious use of these herbals could become a self-treatment coping strategy
that interferes with the exposure component of therapy essential for improvement.*2

The simultaneous use of additional CAM therapies, such as relaxation, prayers, meditations,
and biofeedback, that are not a part of a patient’s CBT treatment could also be potentially
problematic.*3 Patients could be given conflicting messages and explanations of their
symptoms and how to handle them (e.g., a suggestion to relax while exposed to a phobic
situation), which could interfere with CBT. Relaxation techniques and meditation could be
extremely useful for patients, and using CAM could be potentially useful during CBT
homework.

The limitations of our study are based on respondents’ willingness to report their personal
use of CAM accurately, as well as the dependence on their memory. Also, this study is not
specifically designed to study patterns of CAM use in anxious patients, and represent a
secondary analysis of the CALM data. We are not intending to show any causative
relationships, but rather illuminate an association that we believe is exceedingly important.
Furthermore, the use of CAM therapies in this study was not aimed at treating anxiety, and
the questions that were asked of the patients were aimed at use of CAM for “help with mood
or energy,” not as a specific treatment for anxiety. The BSI was used as an overall mental
health measure, less so an anxiety measure, meaning that improvements in symptoms
reported herein could have been due to changes in symptoms unrelated to anxiety (e.g.,
depression). However, these finding are interesting and provide incremental knowledge of
CAM use in primary care. Since our data confirm a large prevalence (43%) of CAM use in
this population, both clinicians and researchers should pay further attention to this matter.

The issues of rational combining of traditional and alternative treatments deserve further
study. Mindfulness Based Cognitive Therapy (MBCT) has gained popularity and
theoretically can be quite important.#4-46 The coordination between different providers
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(primary care physicians and traditional therapists) could help significantly improve

ou
an
Wi

References
1.

10

11.

12.

13.

tcomes for patients. For these reasons, it is crucial that there is excellent CAM awareness
d education, and that patients realize the importance of openly discussing these therapies
th all their healthcare providers.

Sullivan G, Craske MG, Sherbourne C, Edlund MJ, Rose RD, Golinelli D, et al. Design of the
Coordinated Anxiety Learning and Management (CALM) study: innovations in collaborative care
for anxiety disorders. Gen Hosp Psychiatry. 2007; 29(5):379-387. [PubMed: 17888803]

. [April 27, 2011] What is Complementary and Alternative Medicine? National Center for

Complementary and Alternative Medicine. [updated March 24, 2011]; Available from: http://
nccam.nih.gov/health/whatiscam/#definingcam

. Eisenberg DM, Kessler RC, Foster C, Norlock FE, Calkins DR, Delbanco TL. Unconventional

medicine in the United States. Prevalence, costs, and patterns of use. N Engl J Med. 1993; 328(4):
246-252. [PubMed: 8418405]

. Mamtani R, Cimino A. A primer of complementary and alternative medicine and its relevance in the

treatment of mental health problems. Psychiatr Q. 2002; 73(4):367-381. [PubMed: 12418362]

. Barrett B. Complementary and alternative medicine: what’s it all about? WMJ. 2001; 100(7):20-26.

[PubMed: 11816777]

. Sirois FM, Purc-Stephenson RJ. Personality and consultations with complementary and alternative

medicine practitioners: a five-factor model investigation of the degree of use and motives. J Altern
Complement Med. 2008; 14(9):1151-1158. [PubMed: 18991517]

. Bishop FL, Yardley L, Lewith GT. A systematic review of beliefs involved in the use of

complementary and alternative medicine. J Health Psychol. 2007; 12(6):851-867. [PubMed:
17956965]

. Goldbeck-Wood S, Dorozynski A, Lie L. Complementary medicine is booming worldwide. BMJ.

1996; 313(7050):131-3. [PubMed: 8688771]

. Nguyen LT, Davis RB, Kaptchuk TJ, Phillips RS. Use of complementary and alternative medicine

and self-rated health status: results from a national survey. J Gen Intern Med. 2011; 26(4):399-404.
[PubMed: 21053090]

. Eisenberg DM, Davis RB, Ettner SL, Appel S, Wilkey S, Van Rompay M, et al. Trends in
alternative medicine use in the United States, 1990-1997: results of a follow-up national survey.
JAMA. 1998; 280(18):1569-1575. [PubMed: 9820257]

Barnes PM, Bloom B, Nahin RL. Complementary and alternative medicine use among adults and
children: United States, 2007. Natl Health Stat Report. 2008; (12):1-23. [PubMed: 19361005]
Barnes PM, Powell-Griner E, McFann K, Nahin RL. Complementary and alternative medicine use
among adults: United States, 2002. Adv Data. 2004; (343):1-19. [PubMed: 15188733]

Zollman C, Vickers A. ABC of complementary medicine. Users and practitioners of
complementary medicine. BMJ. 1999; 319(7213):836-838. [PubMed: 10496832]

14. [April 27, 2011] QuickStats: Percentage of Adults Aged >18 Years Who Used Complementary and

Alternative Medicine (CAM), by Selected Diseases and Conditions and Sex—National Health
Interview Survey, United States, 2007. Centers for Disease Control and Prevention. 2008.
Available from: http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5735a5.htm

15. Hoffman DL, Dukes EM, Wittchen HU. Human and economic burden of generalized anxiety

disorder. Depress Anxiety. 2008; 25(1):72-90. [PubMed: 17146763]

16. Konnopka A, Leichsenring F, Leibing E, Konig HH. Cost-of-illness studies and cost-effectiveness

analyses in anxiety disorders: a systematic review. J Affect Dis. 2009; 114(1/3):14-31. [PubMed:
18768222]

17. Kessler RC, Soukup J, Davis RB, Foster DF, Wilkey SA, Van Rompay MI, et al. The use of

complementary and alternative therapies to treat anxiety and depression in the United States. Am J
Psychiatry. 2001; 158(2):289-294. [PubMed: 11156813]

Psychosomatics. Author manuscript; available in PMC 2014 May 08.


http://nccam.nih.gov/health/whatiscam/#definingcam
http://nccam.nih.gov/health/whatiscam/#definingcam
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5735a5.htm

1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Bystritsky et al.

18.

19.

20.

21.

22.

23.

24.

25.
26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

Page 8

Pittler MH, Ernst E. Kava extract for treating anxiety. Cochrane Database Syst Rev. 2003; (1)
CD003383.

Witte S, Loew D, Gaus W. Meta-analysis of the efficacy of the acetonic kava-kava extract
WS1490 in patients with non-psychotic anxiety disorders. Phytother Res. 2005; 19(3):183-8.
[PubMed: 15934028]

Connor KM, Payne V, Davidson JR. Kava in generalized anxiety disorder: three placebo-
controlled trials. Int Clin Psychopharmacol. 2006; 21(5):249-253. [PubMed: 16877894]

Manzoni GM, Pagnini F, Castelnuovo G, Molinari E. Relaxation training for anxiety: a 10-years
systematic review with meta-analysis. BMC Psychiatry. 2008; 8:41. [PubMed: 18518981]

Larzelere MM, Campbell JS, Robertson M. Complementary and alternative medicine usage for
behavioral health indications. Prim Care. 2010; 37(2):213-236. [PubMed: 20493333]

Pilkington K, Kirkwood G, Rampes H, Fisher P, Richardson J. Homeopathy for anxiety and
anxiety disorders: a systematic review of the research. Homeopathy. 2006; 95(3):151-162.
[PubMed: 16815519]

Cherkin DC, Sherman KJ, Avins AL, Erro JH, Ichikawa L, Barlow WE, et al. A randomized trial
comparing acupuncture, simulated acupuncture, and usual care for chronic low back pain. Arch
Intern Med. 2009; 169(9):858-866. [PubMed: 19433697]

Kelly RB. Acupuncture for pain. Am Fam Physician. 2009; 80(5):481-484. [PubMed: 19725489]

Madsen MV, Gotzsche PC, Hrobjartsson A. Acupuncture treatment for pain: systematic review of
randomised clinical trials with acupuncture, placebo acupuncture, and no acupuncture groups.
BMJ. 2009; 338:a3115. [PubMed: 19174438]

Scully D, Kremer J, Meade MM, Graham R, Dudgeon K. Physical exercise and psychological well
being: a critical review. Br J Sports Med. 1998; 32(2):111-120. [PubMed: 9631216]

Tate AK, Petruzzello SJ. Varying the intensity of acute exercise: implications for changes in affect.
J Sports Med Phys Fitness. 1995; 35(4):295-302. [PubMed: 8776078]

Roy-Byrne P, Craske MG, Sullivan G, Rose RD, Edlund MJ, Lang AJ, et al. Delivery of evidence-
based treatment for multiple anxiety disorders in primary care: a randomized controlled trial.
JAMA. 2010; 303(19):1921-1928. [PubMed: 20483968]

Craske MG, Stein MB, Sullivan G, Sherbourne C, Bystritsky A, Rose RD, et al. Disorder-specific
impact of coordinated anxiety learning and management treatment for anxiety disorders in primary
care. Arch Gen Psychiatry. 2011; 68(4):378-388. [PubMed: 21464362]

Al-Windi A. Determinants of complementary alternative medicine (CAM) use. Complement Ther
Med. 2004; 12(2/3):99-111. [PubMed: 15561519]

Bair YA, Gold EB, Azari RA, Greendale G, Sternfeld B, Harkey MR, et al. Use of conventional
and complementary health care during the transition to menopause: longitudinal results from the
Study of Women’s Health Across the Nation (SWAN). Menopause. 2005; 12(1):31-39. [PubMed:
15668598]

Astin JA, Pelletier KR, Marie A, Haskell WL. Complementary and alternative medicine use among
elderly persons: 1-year analysis of a Blue Shield Medicare supplement. J Gerontol A Biol Sci Med
Sci. 2000; 55(1):M4-9. [PubMed: 10719766]

Ness J, Cirillo DJ, Weir DR, Nisly NL, Wallace RB. Use of complementary medicine in older
Americans: results from the Health and Retirement Study. Gerontologist. 2005; 45(4):516-524.
[PubMed: 16051914]

Foster DF, Phillips RS, Hamel MB, Eisenberg DM. Alternative medicine use in older Americans. J
Am Geriatr Soc. 2000; 48(12):1560-1565. [PubMed: 11129743]

DeVane CL. Brief comparison of the pharmacokinetics and pharmacodynamics of the traditional
and newer antipsychotic drugs. Am J Health Syst Pharm. 1995; 52(3 Suppl 1):S15-18. [PubMed:
7538435]

Obach RS. Inhibition of human cytochrome P450 enzymes by constituents of St. John’s Wort, an
herbal preparation used in the treatment of depression. J Pharmacol Exp Ther. 2000; 294(1):88-95.
[PubMed: 10871299]

Zhou S, Chan E, Pan SQ, Huang M, Lee EJ. Pharmacokinetic interactions of drugs with St. John’s
Wort. J Psychopharmacol. 2004; 18(2):262-276. [PubMed: 15260917]

Psychosomatics. Author manuscript; available in PMC 2014 May 08.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Bystritsky et al.

39.

40.

41.

42.

43.

44,

45.

46.

Page 9

Clouatre DL. Kava kava: examining new reports of toxicity. Toxicol Lett. 2004; 150(1):85-96.
[PubMed: 15068826]

Stargrove, MB.; Treasure, J.; McKee, DL. Herb, nutrient, and drug interactions: clinical
implications and therapeutic strategies. St. Louis, MO: Mosby; 2008.

Otto MW, Bruce SE, Deckersbach T. Benzodiazepine use, cognitive impairment, and cognitive-
behavioral therapy for anxiety disorders: issues in the treatment of a patient in need. J Clin
Psychiatry. 2005; 66(Suppl 2):34-38. [PubMed: 15762818]

Deacon B. The effect of pharmacotherapy on the effectiveness of exposure therapy. Handbook on
animal-assisted therapy: theoretical foundations and guidelines for practice. 2006:311.

Hyland ME. A tale of two therapies: psychotherapy and complementary and alternative medicine
(CAM) and the human effect. Clinical Medicine. J Royal College Physicians. 2005; 5(4):361-367.
Fjorback LO, Arendt M, Ornbol E, Fink P, Walach H. Mindfulness-based stress reduction and
mindfulness-based cognitive therapy—a systematic review of randomized controlled trials. Acta
Psychiat Scand. 2011; 124(2):102-119. [PubMed: 21534932]

Chiesa A, Serretti A. Mindfulness based cognitive therapy for psychiatric disorders: a systematic
review and meta-analysis. Psychiat Res. 2011; 187(3):441-453.

Meibert P, Michalak J, Heidenreich T. Mindfulness-based stress reduction (MBSR). Psychother
Psych Med. 2011; 61(7):328-332.

Psychosomatics. Author manuscript; available in PMC 2014 May 08.



Page 10

Bystritsky et al.

€v8L°0 (18€1) B2 (evv1) 29 (62°€T) ¥7 (co9m) €€ (20vT) THT 20UBINSUI ON
vSer'o (0L's2) ey (6v'€L) 91€ (oe'vl) L€2 (ee'eL) 6T (SL'vL) 6vL aoueINsul eAld
9e8Y0 (s8€) 22 (zoe) et (sve) 1T (€va)s (6v'€) sE 999UBINSUI WatBA0D a0
2681°0 (6T'TT) ¥9 (S6'€T) 09 (ren ey (z9en) 92 (8e'em) vt aIedIpaN
vELS0 (z96) G5 (oL'01) 9v (se'o1) €€ (6T°01) TC (80°0T) TOT presIpaiN
gddueansul yjeay Jo adAL
65750 (ee's9) GL¢ (6v'€9) €L¢ (20'29) 86T (80'%9) 2€T (¥5'v9) 8¥9 Japlosi@ aAlssaidap JofelN
009T°0 (55'97) 56 (00'02) 98 (8€°02) 59 (06'67) T (e0'8T) 18T $S3.11S dleWNeN-1S0d
2870 (6z°TY) L€CT (206¢€) 89T (e6°28) T2T (ze6€) 18 (ve0ov) Sov eiqoyd [e1205
6S€0°0 (z8'22) 81 (19'82) 8€€ (Te'6.) €52 (0L'92) 8ST (0e'52) 952 Kyaixue pazifessusn
1SS0 (vLLy) vie (v2'9v) T0Z (LLsp) 9vT (LS'L¥) 86 (Te°LYy) SLv olued
g 3piosip RBIXuyY
(ov'ss) 81€ (ov'19) ¥9¢ (56'€9) ¥0T (82'25) 81T (26'25) 285 =
(rL¥2) 2vt (16'21) 1L (66'ST) TS (96°27) L€ (18°T2) 6T T
(98'6T) ¥11T (02'0¢2) 68 (90°02) ¥9 (9L'v2) 1S (zz'02) €02 0
0€e0'0 SUOIIPUOD [eaIpaw J1U0IYI JO JsquuinN
(reer) 9L (9T'1T) 8¢ (2601) € (tren L2 (se'en) vet LYo
(¥1°25) 82¢ (18'55) Ove (98'7S) SLT (Le'¥S) 21T (25'95) 895 aNUM
(86'0T) €9 (eeen) €5 (eLvD) Ly (6T°01) TC (55'TT) 91T UDLISWY UBdLYY
(¥9'81) 20T (02'02) 68 (77'67) 29 (eez2) oy (cs'61) 961 o1uedsiH
¥€09°0 Ao
(26'20) 9y (¥1'82) 9€€ (95'08) G2 (02'92) 8GT (¥0'82) 28. sieah gT<
(8L°97) 96 (s0°971) 69 (29sT) 08 (essT) 28 (L¥'91) 59T sreak 1
(sz's) og (18'9) 52 (or€) et (rner (6v°3) G5 [00ys ybIH>
62680 uoneanp3
828€°0 (¥0°02) zov (9s°22) T1E (e'el) vee (6L°€L) 2sT (er1d) ¥1L UBWOA
29900 (8v'€T) 08°c (9g°€T) L7 (66'2T) 26'7Y (¥9'€T) 66'2Y (wv'eT) Lyey Teak '(Qs) ueaw ‘aby
INVO ON 'SA (902
WvOeneAd 04  (#.G=U) NvOON (0er=u) AVO Auy (6T =U) Addedyl WVD Auy  =uU) [eqBH/PRIN VD Auy (Yoot = U) IV

NIH-PA Author Manuscript

T31gavi

NIH-PA Author Manuscript

£SONSLIgORIRYD 1UBIR Buljaseyg

NIH-PA Author Manuscript

available in PMC 2014 May 08.

Psychosomatics. Author manuscript



Page 11

Bystritsky et al.

‘pai410ads 8SIMIBYI0 10U 32URINSUI JUBWILLIBAOB 1830 40 ‘sweBoid AIun0d ‘JHyDIYL ‘SHJsuaQq UONRNSIUILPY, SUBIBIOA sapnjoul,

"$00T UBY) 810W [210} ABW SN 8104819Y) ‘U0 UBY) 310W dABY PINOI &:m_aan

‘paYedIPUI BSIMIBLIO SSBIUN (9%) Jagunu se papiodal are eleq,

7558°0 (5€°05) 682 (LL°6Y) T2 (65°8v) GST (90°8v) 66 (0T°08) €05 uonuaAIBIU|
INWVOD ON 'SA (90z
WVOeneAd o4 (#/G=U) ANVOON (0er =u) NVO Auy  (6T€ = u) Adeoyl WVD Auy =U) gBH/PIN NVD Auy (#00T = u) IV

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Psychosomatics. Author manuscript; available in PMC 2014 May 08.



Page 12

Bystritsky et al.

‘Juealy1ubis os|e alam saidesayl Aue Jo asn Aue ‘ssouaiayip E_mm

o' 1207 0C'T — — — — Swia|qo.d [euo1loWa J04 3483 YIM UOIIIR)SIIeS
0 — — — — alow 10 Jooyas ybiH
¢6'0-8€0 650 — — — — Jooyds ybiy uey ssa

uolyeanpg

— — 66'0-96'0 86'0 — — aby

¥0'L-87'€ 00'S 8L°L—¥C€ c0'S 0¥'G-98'¢ ¢6'¢ asn auljaseq Auy
reE-LCT 60°C 807911 81°¢ ¢0€-9¢'T S6'T +C
99'v—¢S'T 99°¢ 9/'¢-99'0 veT ¢8'€—8ET 62°¢C T
0 0 0 0

SUOIIPUO [81PALU J1UOIYD JO JaqUINN

G6'0-99°0 080 - — 16'0—0L°0 €80 Kyaixue 1oy suolyeatpaw jo Aoeatys ul Jaijeg

€9°0-1€0 o 8L°0—€€0 050 €.°0—8€°0 €50 swoldwAS ur uonanpay %05

SIO olrey sppo SID 0oy sppo SID oley sppo
ehdeRYL NWYD Auy [eqeH/PIN VD Auy VO Auy

NIH-PA Author Manuscript

NIH-PA Author Manuscript

¢ 31avl

SUIUOIA| 8T 18 NV JO 85 JO SI0)01Pald

NIH-PA Author Manuscript

Psychosomatics. Author manuscript; available in PMC 2014 May 08.



