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Social Factors and Recovery from Anxiety and Depressive Disorders
A Test of Specificity

G. W. BROWN,L. LEMYREandA. BIFULCO

Analysisof 33 instancesof recoveryor improvementamong 92 women with anxiety, and
49 instancesof recoveryand improvementamong67 episodesof depression,showedthat
recoveryand improvement,when comparedwith conditionsnot changing,were associated
with a priorpositiveevent.Sucheventswerecharacterisedbyoneormoreof threedimensions:
the â€˜¿�anchoring'dimensioninvolvedincreasedsecurity;â€˜¿�fresh-start',increasedhopearising
from a lesseningof a difficultyor deprivation;and â€˜¿�relief',the ameliorationof a difficultynot
involvingany sense of a fresh start. Events characterisedby anchoringwere more often
associatedwith recoveryor improvementin anxiety, and those characterisedas fresh-start
were associatedwith recoveryor improvementin depression.Recoveryor improvementin
bothdisorderswas morelikelyto be associatedwith both anchoringandfresh-startevents.
The studyinvolvedthe reworkingof somesocialandclinicalmaterial,andalthoughdoneblind
shouldbe seen as exploratory.

An earlier paper, based on a survey of 404 largely
working-class women living in Islington, north
London, considered the role of social factors in
recovery and improvement in depressive disorders
(Brown et al, 1988). A â€˜¿�fresh-start'event often
preceded improvement or recovery among those
with an episode which had lasted four months or
more. The life-changes involved, although at times
threatening, all promised some hope of a better
future. There was evidence that incipient changes in
clinical condition had not led women to make
changes to their environment.

The present paper deals in a similar way with
anxiety disorders, about which detailed clinical
material had also been collected. Less is known about
their course or the frequency of recovery or improve
ment. Still less is known about the role of social
factors in onset, course, and recovery. However,
progress has been made. Wittchen (1990) reported
that some consistent findings have emerged from
clinical studies. Most phobic disorders appear to start
fairly early in a patient's life - often before 18years -
and they tend to persist (Reich, 1986;Marks & Herst,
1970). There is less agreement about non-phobic
anxiety states. The long-term course seems to be
more fluctuating and often punctuated by partial
remissions and frequent severe relapses of varying
duration (Reich, 1986).

Wittchen et al (1985) studied all DSMâ€”IIIanxiety
disorders in a large general population sample over
a seven-yearfollow-up using the Diagnostic Interview
Schedule, and confirmed that chronic symptoms
were the most frequent pattern of illness. There was
also a high risk of developing major depression or

dysthymia at some point after first onset. Simple
phobias in particular took a chronic course. For
panic disorder there was a later age of onset and a
particularly poor outcome, with the development of
depression or some other condition in most instances.
The typical outcome for agoraphobia was also
chronic, but it was associated with much more
severe impairment than other phobias. Results for
generalised anxiety disorder (GAD) were less clear,
although it appeared to have characteristicsof panic
disorder and agoraphobia rather than simple phobia.
By contrast, the course of depressionwith concurrent
anxiety disorder was predominantly episodic, with
full remissions. The findings appear to be broadly
consistent with clinical inquiries and those beginning
to emerge from the Epidemiologic Catchment Area
(ECA) studies (e.g. Robins & Regier, 1991).

There has also been some progress in the study of
social factors in depression and anxiety. A number
of studies have suggested that negative life events
often precede the onset of panic disorder and
agoraphobia. Unfortunately most are replete with the
methodological shortcomings so often found in life
event inquiries (see Barlow, 1988,pp. 215-219). None
theless there has been a good deal of consistency
in the reports and the conclusion is supported by
more systematic inquiries in Italy (Faravelli, 1985),
and London (Finlay-Jones & Brown, 1981).

The London inquiry, using the Life Events and
Difficulties Schedule (LEDS), in addition suggested
that a specific type of life event was important.
Almost two-thirds of women with an anxiety disorder
had a severely threatening event in the three months
before onset, compared with 18% in women without
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psychiatric disorder drawn from the same population.
Moreover, while events preceding onset of depression
typically involved â€˜¿�loss',those preceding anxiety
involved â€˜¿�danger'.Those women suffering the joint
onset of anxiety and depression tended to have
experienced both â€˜¿�loss'and â€˜¿�danger'(Finlay-Jones
& Brown, 1981; Finlay-Jones, 1989). Miller &
Ingham (1985), using a different approach, have
found evidence for a similar effect. In a paper dealing
with the women in Islington, the importance of
â€˜¿�danger'events for anxiety and â€˜¿�loss'for depression
has been confirmed (Brown, 1992).

We are aware of only one study that did not report
a role for danger versus loss, and this provided an
inadequate test (Eaton & Ritter, 1988). On the one
hand it failed to examine comorbid conditions
separately, and so it is impossible to see how many
of the considerable proportion with anxiety after
experiencing loss also developed depression. On the
other hand some of the examples of events considered
to be dangerous, such as the introduction of a new
member to the social network, do not resemble the
category used in the earlier, LEDS-based research.

There has been no research on the role of events
in recovery from anxiety. Change in depression
essentially follows â€˜¿�fresh-start'events, conveying
renewed hope about the future. These events may
be seen as the mirror-image of the loss and disappoint
ment so often involved in onset. Given that it is
danger events that tend to precede the onset of
anxiety, it was predicted that the relevant positive
events would relate to security (rather than hope).
Data on depression are therefore also presented in
this paper: firstly, to test the proposition that
events preceding recovery or improvement in anxiety
specifically involve increased security, and those
preceding change in depression increased hope;
secondly, to test whether recovery or improvement
in both conditions in the same woman involves both
increased hope and security.

Method

Four hundred and four largely working-class women with
a child living at home participated in the first stage of the
study (Brown et a!, 1985, 1986). At this first contact, the
woman's psychiatricstate and personal circumstancesin
the yearbeforeinterviewwereaskedabout in detail.A total
of 353 women agreed to be reintervieweda year later. A
second follow-up interview was carried out still a year later
on 286women.For thesewomentherewasthereforeclinical
material for three years - the year before the first interview,
the first follow-up year, and the second follow-upyear.

All measures were based on tape-recorded semistructured
interviews carried out in the respondent's home. It was the
investigator rather than the respondent who made final

ratings (Brown, 1974, 1992; results concerning onset and
course of depression are found in Brown & Harris, 1989;
Brown et a!, 1990a,b,c,d).

Measurementof psychiatricsymptoms

A shortened version of the Present State Examination (PSE;
Winget a!, 1974)wasused. In earlierstudiesit hadbeen
extended to cover the 12 months before interview (Brown
& Harris, 1978;Finlay-Jones eta!, 1980). The interviewer
uses the questions on the PSE to date onset and remission,
as well as severity of symptoms, during a defined period
in order to identify episodes of depression or anxiety, and
a descriptionof the courseof the disorderover the previous
12 months is obtained (Brown & Harris, 1978).

Our use of the PSE in general-population surveys has
for many years been geared to distinguish depressive from
anxiety conditions, and to make more than one diagnosis
if necessary (Finlay-Jones et a!, 1980; Finlay-Jones &
Brown, 1981; Prudo eta!, 1981;see also Brown & Harris,
1992). The fact that the PSE clearly differentiates tension
and anxiety symptoms is helpful here.

The diagnostic system has been describedelsewhereand
has been shown to have good inter-raterreliability when
used by lay interviewers(Wing et a!, 1974; Cooper et a!,
1977). There is also evidence for its construct validity in
the context of aetiologicalresearch(Brown& Harris, 1978;
Finlay-Jones et a!, 1980; Finlay-Jones & Brown, 1981;
Brown & Prudo, 1981; Prudo et a!, 1981). The Bedford
College â€˜¿�caseness'threshold aims to reflect current psychiatric
practice. It is deliberately designed to contrast â€˜¿�cases',
comparable to those of women seen in out-patient clinics,
with â€˜¿�borderlinecases', with symptoms that are not
sufficiently typical, frequent, or intense to be rated as cases
(Finlay-Jones et a!, 1980).

The following check-list of symptoms has been shown
statistically to underlie the clinical criteria for a case
of depression.

(a) depressed mood, and
(b) four or more of the following ten symptoms:

hopelessness, suicidal ideas or actions, weight loss,
early waking, delayed sleep, poor concentration,
neglect due to brooding, loss of interest, self
deprecation and anergia.

In practice, many other PSE symptoms are also found.
Borderline cases of depression require between one and
three of the ten symptoms. In a population study in
Edinburgh (Dean eta!, 1983) this threshold for â€˜¿�caseness'
has been found to be somewhat higher than that of the
Research Diagnostic Criteria (Spitzer et a!, 1978) and the
Index of Definition of the PSE (Wing & Sturt, 1978).

â€˜¿�Recovery'was defined as a change from a â€˜¿�case'to not
even meeting criteria for a â€˜¿�borderline'case and
â€˜¿�improvement'as a move from case to borderlinecase (but
excluding a few rated â€˜¿�highborderline'). Changes in any
other diagnostic conditions such as anxiety or alcoholism
were ignored. Onset, recovery, and improvement from
â€˜¿�cases'of disorder were dated as accurately as possible,
referring to times such as Christmas, Easter, or move of
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house (see Brown et a!, 1988). The actual dating of point
of recoveryor improvementwas not alwayseasy, since this
was often over some weeks, if not months. Therefore, if
necessary, the earliest and latest possible dates were
established. For the purpose of this analysis the earlierhas
been taken as the point of change.

The same generalapproachwas used to deal with anxiety
disorders (see Finlay-Jones et a!, 1980), but since the
DSM-III system is used in this paper details of the Bedford
College system are not given. A decision was made to
convertthe initialcase and borderlinecase classification
of anxietyinto the DSM-III-R system(AmericanPsychiatric
Association, 1987) because we had been dissatisfied with
the lower threshold for clinically relevant anxiety. We
had excluded â€˜¿�lowborderline' conditions in previous
analysis, but werenot alwayssure about the inclusionof
â€˜¿�mediumborderline' conditions. The descriptive clinical
material was detailed enough to make such a conversion
possible, and if there was any doubt it was always
possible to consult the original tape-recorded interviews.
Two raters worked separately and had no knowledge
of the social material. All differences in ratings were
settledby discussion.Detailsof the conversionaredescribed
by Brown & Harris (1992), who also show that the
population rates in Islington are fairly close to those
obtained from the Epidemiologic Catchment Area (ECA)
survey (Robins & Regier, 1991) carried out in five sites
in the US, using an instrument designed to reflect
DSMâ€”IIIcriteria.

The proportion with panic disorder was 3.3%, with a
phobic condition 15.4%, and with GAD 8.2%. The
conversionto DSMâ€”IIIâ€”Rcriteria resulted in 23% of the
original Bedford College â€˜¿�mediumborderline' anxiety
conditionsand 76% of the â€˜¿�lowborderline'conditionsbeing
excluded (see Table 1 in Brown & Harris, 1992); all the
original â€˜¿�case'and â€˜¿�highborderline' anxiety conditions
were included.

The DSMâ€”IIIâ€”Rdiagnostic categories have been dealt
with as a hierarchyof putativeseverityas follows: (a) panic
disorder or agoraphobia, (b) GAD, (c) social phobia,
(d) mild agoraphobia, and (e) simple phobia. Severe or
moderate agoraphobia has been distinguished from mild
agoraphobia, the latter involving â€œ¿�someavoidance (or
endurance with distress), but relativelynormal life-style,
e.g. travelsunaccompaniedwhennecessary,suchas to work
or to shop; otherwise avoids travelling aloneâ€•(American
Psychiatric Association, 1987, p. 239).

â€˜¿�Recovery'was defined as a move from a DSM-III-R
to a non-DSMâ€”IIIâ€”Ranxiety condition or none at all,
and â€˜¿�improvement'as a move down the hierarchy of
conditions - for example panic disorder to a GAD. In
practice,firstof all the originalcase/borderlinecasesystem
was used with recovery consisting of a move to a non-rating,
and improvement from case to medium borderline. Then
each DSMâ€”IIIâ€”Rdiagnosis was considered in the light of
this and the descriptive material. Only two changes to the
Bedford College ratings of recovery/improvement were
considerednecessary. It should be borne in mind that those
recovering in these terms could still have symptoms of
anxiety not meeting DSM-IIIâ€”R criteria (see Brown &
Harris, 1992).

Measurement of life events and difficulties

Although the present paper concentrates on new measures
of â€˜¿�positive'aspects of events, they are an integralpart of
the existing LEDS, based on a semistructured interview
(Brown, 1974;Brown& Harris, 1978,1986;Brown, 1989;
Nelson et a!, 1989).

It is the likely meaning of events and difficulties that is
rated. In assessing, say, the threat of having a third child
in an overcrowded flat, raters make a judgement of what
most womenin suchcircumstanceswouldbe likelyto feel,
by takinginto accountwhat is knownof the woman'splans
andpurposes,as thesearereflectedinherbiographicaland
current circumstances. By ignoring self-reports about
responses to the event, sources of bias stemming from the
respondentcan be ruledout. The methodguardsequally
against bias stemming from the investigator. Manuals that
givestrict definitionsof whichincidentscan be counted as
events,and directoriesgivingextensiveexamplesrated on
the various scale-points, help prevent interviewers from
allowing a knowledge of the respondent's symptoms or
reported emotional responses to influence their ratings.
Consensusmeetingsof other interviewersin the research
team, who are blind to the subject's symptoms and
reactions, provide a further check on investigator bias.

â€˜¿�Severity'of events is assessed in terms of both the
immediate and the more long-term effects. Events rated
severeon long-termcontextual threat have proved so far
to be of centralaetiologicalimportancefor depressionand
anxiety (see Brown & Harris, 1978, chs 4, 5). Also, only
a restrictedclassof difficulties,measuredbymuchthesame
procedure as events, appear to be of importance for
depression - these are termed â€˜¿�majordifficulties' (see Brown
& Harris, 1978, chs 8, 9).

Only eventsrecordedby the LEDSwereconsideredfor
a â€˜¿�positive'rating. The descriptivematerial used was that
routinelyobtained; no extra questionshad been added to
deal with positiveevents, becausedetailsconcerningeach
event included potentially positive aspects.

For the present exercise we took the opportunity to
reconsider an earlier rating scheme of positive dimensions
developed for the study of recovery from depression (Brown
et a!,1988).However,a numberof thenewscaleswerequite
highly correlated, and the present report deals only with the
six that proved of clear significance. These are â€˜¿�freshstart',
â€˜¿�potentialfreshstart', â€˜¿�delogjamming',â€˜¿�relief,â€˜¿�anchoring',
and â€˜¿�reroutinisation'.Some developmentalwork for the
new scales was carried out on the Islington material; a
further, final version was developed on a series of psychiatric
patients. Following the LEDS, the ratings were contextual -
that is, theyweremadein termsof whatmostwomenwould
be expected to feel about the event in its particular context.
All ratings were made blind to clinical material.

Three further basic decisionswere made:
(a) the ratingwas â€˜¿�long-term',reflectingthe situation

10â€”14days after the event
(b) the ratings reflectedthe various positiveaspects of

the event, regardlessof how it was brought about
or the degree of threat involved; it was possible for
an event to be ratedas â€˜¿�positive'despitebeing highly
threatening in contextual terms
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(c) ratingsweremadeby at leasttwo ratersindependently,
and a consensus rating made by more than two
when there was a disagreement â€”¿�again blind to
clinical outcome.

The three main positivedimensions(set out below)are:
(1) fresh-start type, (2) anchoring, and (3) relief. Those
involving new hope (laâ€”c, three types of â€˜¿�freshstart') were
seen as likely to reverseor ameliorate loss or deprivation,
and those involving increased security(2a-b, two types of
anchoring)to dissipatedanger.The thirddimension, relief,
was seen as likely to reduce tension and to overlap with
the two main dimensions. It must be borne in mind that the
sameeventcouldbe rated undermorethan onedimension.

The â€˜¿�freshstart' ratingof the originalstudywasexpanded
to cover three distinct but related measures.

(la) Freshstartdescribesa changein a situationwhich
gives hope with a situation that had been rated 1-4 as an
ongoing LEDS difficulty â€”¿�or had been a deprivation not
coveredby sucha rating(seediscussionof relieffor example
ofadifficulty rating of 4). Ineveryinstancethesubjectshould
be the direct focusof the eventâ€”¿�an unemployedhusband
getting a new job would not justify a rating. An example
of a deprivation would be the experience of a single mother
who had been isolatedat home with her two childrenand
had been trying for some time to find suitable work and
arrange care for her children. This would be sufficient to
be judged a deprivationbut not a difficultyrated 1â€”4.In
order to control possible bias, â€˜¿�deprivation'was considered
present only if the subject's behaviour had shown evidence
of this â€”¿�for example, she had made some efforts to
ameliorate the situation, that is, in the previous example,
had made efforts to fmd ajob and had made inquiries about
a nursery place for her children. A rating of fresh start
wouldbe conferred on the eventof sucha womangetting
a job. A womanwho had left a job earlier to go on a tour
and on returning took up a similar post elsewhere would
not be consideredto have a â€˜¿�freshstart' becauseher
choosing to take the tour indicated a lack of such
deprivation. Fresh-startevents typically involve an actual
change in everyday behaviourâ€”¿�for example a woman
gettinga job after beingunable to get one, or a moveto a
larger house to escape overcrowding. Quite rare reconciliation
events involving renewal of contact with a key figure after
an estrangementof at least six months (i.e. a difficulty or
deprivation from loss of contact) were also included as
fresh-start events.

(lb) Potentialfresh startratesa situationthatdoes not yet
warrant a fresh-start rating, but that may later do so â€”¿�for
example, hearing news of an offer from the council for
rehousing from overcrowded and unpleasant accommo
dation. Events involving no more than a decision to do
something are included only if they involve some â€˜¿�public'
actionor declaration- for exampleactuallyvisitinga solicitor
to arrange a divorce, not merelyprivatelydeterminingto
do so. Theratingisalsomadewherea satisfactoryoutcome
for a â€˜¿�freshstart' is more than usually uncertain â€”¿�for
example,a singlemotherbeginningto livewitha man after
only a brief acquaintance.

(ic) De!ogjamming is rated where an event appears to
clear the way for a future solution, or appears to have made

such a solution more possible, but where a substantial
difficulty is still left â€”¿�for example agreeing to leave a job
after a long historyof harassment,but with no satisfactory
alternative employment available.

In what follows, the fresh start, potential fresh startand
delogjamming dimensions are combined and referred to as
â€˜¿�fresh-starttype' events.

The second broad class of positive event involves the
notion of increased security.

(2a)Anchoring, the most important type, reflects a likely
increase in security following increased regularity in and
predictability of an activity or relationship. In practice most
anchoring events among the Islington women concerned
situations such as finalising a divorce or a separation,
â€˜¿�settlingdown' with a man, change in housing (e.g.
from renting to owning accommodation) or a change in
employment status (e.g. from unemployed to regular
employment), although some weremore idiosyncratic(e.g.
a twice-divorced woman changing her name by deed poll
to that of the man she was living with).

(2b) Reroutinisation is a related rating, which involves
the subject returningto previous activities (e.g. becoming
pregnant for a second time or returning to work after
lengthy sick leave). This has been placed with anchoring,
and both are referred to as anchoring.

(3) Relief is rated where the event might help to resolve
a problem. The ratingwas designedto replacethe complex
difficulty-reductionmeasureof the earlierresearchand this
is still its main purpose.Theseareeventsoccurringto otheic
close to the subject that reducea LEDS difficulty of some
relevance to the subject. Many are fresh-start-likeevents
focused on the other person. Examples are a husband
getting a job after his unemployment had led to serious
financial difficulty, and a child who has been disruptive
at school being transferred at the subject's request to
another one â€”¿�both resolving a LEDS difficulty rated 1â€”4.
(LEDS difficulties are rated from 1 (very marked) to 6
(low); â€˜¿�4'is considered â€˜¿�lowmoderate'. A typical example
of a difficulty rated 4 would be living with husband in a
privately rented house for 34 years. Although there is
enough space the house is extremelydamp and needs quite
a lot of modernisation.The landlordrefusesto do anything
and has been trying to bribe them to leave.)

There are also two less common types of relief. (i) On
occasions events occur to others that appear capable of
significantly reducing tension for the subject, but for various
reasons do not reduce a LEDS difficulty. This (rarely) may
be becausethe overalldifficulty, although reducedto some
extent, is still rated on the same scale point in the LEDS'
fairly broad bands. For example, a woman in very poor
housing in a rundown and â€˜¿�violent'estatewith five children
still had a difficulty rated â€˜¿�3'after a daughterand a friend
had moved out relievingthe overcrowding.This changewas
judged nonetheless to be likely to reduce tension and so
was given a rating of relief. On other occasions the
backgroundsituationwillnotqualifyfora LEDSdifficulty
rating of 1â€”4.For example, one woman's husband who
had been a lorry driverand away from home for lengthy
periods found a new, better-paid job, and the rating was
made in the context of the marriagebeginning to improve
after a bad patch.



HierarchicaldiagnosisDuration ofepisode:%In)Depression1 alsopresentat
somepointinyear:%In)More

thanMorethanTotal2
years1yearPanic

disorderoragoraphobia
Generalisedanxietydisorder(GAD)
Socialphobia61(14)

55 (21)
80 (4)82

(19)
68 (26)

100 (5)24

(23)
40 (38)
5 (5)61(14/23)

)
55 (21/38) 56 (37/66)
40 (2/5)@â€˜¿�Mild

agoraphobia
Simplephobias73

(8)
79 (15)81

(9)
100 (19)11(11) 20(19)20 (2/11) 13 (4/30)11(2/19)Totals65

(62)81(78)100 (96)43(41/96)1.

â€˜¿�Cases'only.
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(ii) Events were also rated as relief if they focused on the
subjectandwerelikelyto relievetensiondespitethe fact that
the situation had not been reflected in a LEDS difficulty.
This may be becausethe crisisis too recent (e.g. receiving
good newsabout a biopsy for a lump in the breast after a
crisis of three weeks was not included as a difficulty, since
the minimum duration is four weeks). In other instances a
long-term and obviously tense situation has not been felt to
justify a contextual rating of 1-4 as a difficulty. For example,
one â€˜¿�career'woman who had married â€˜¿�late'had very young
children, and was keen to work. She could not use an intra
uterine device and, as most women would be, was â€˜¿�terrified'
of getting pregnant(a difficulty rating 5). The relief event
was beingsterilised,with herhusband'sagreement.

Inter-rater reliability for events and difficulties was
satisfactory: kappa= 0.82 for the fresh-starttype, 0.81 for
anchoring type, 0.78 for relief events.

The nature of the anxiety conditions

Clinical information was collected for the 404 women for
the year before first interview.Twenty-four per cent of the
women (96/404) had a DSM-III-R diagnosisof anxiety
disorder: 15% suffered panic disorder, agoraphobia, or
GAD. This is much as expected, bearing in mind that inner
city mothers area high-risk sample (Brown & Harris, 1992).
The total length of the episode was established at the first
interview:81% of episodes had lastedat least one yearand
65% at least two years (Table 1), most of the latter
appearing to have lasted much longer. Only eight episodes
had lastedfor 20 weeksor less, and two of these lasted
longer when the first follow-up year is considered.

Just over half of those with panic disorder, agoraphobia,
GAD, or social phobia also suffered depression at some point
in the year, but only 13% of those with mild agoraphobia or
simple phobia (P<zO.003, d.f. =14); overall, in 41% of the
anxiety disorders there was concurrent depression in the year
before firstinterview.This degreeof comorbidityis expected
(Maser & Cloniger, 1990). In the initial analysis this overlap
is ignored. Ratings in terms of DSM-III-R anxietyand â€˜¿�case
ness' of depressionweremadeindependentlyof eachother.

Anxiety and depressive states studied

Onlywomenwithanepisodeof anxietyordepressionthat
had lastedat least 20 weeks wereconsideredin the analyses.

is period waschosenbecauseanearlieranalysis (Brownetal,

1988) had indicated that positive events played no role in
improvementor recoveryfromdepressionfor periodsof
less than this, and we wished to compare the two conditions.

Wheretherewas a recoveryor improvementthe time
before the date of this change was divided into 20-week
periods, and the 20 weeks immediately before the clinical
change called a recovery/improvement period. Ratings took
account of whether the period was one of depression,
anxiety, or both conditions. Where there had been no
recoveryor improvementthe fmalinterviewdate wastaken
and the timebeforethis dividedin the sameway.Anytime
without anxiety or depression was ignored, as was any
episode lasting less than 20 weeks. The basic analysis was
carried out separately for depression and anxiety.

Forthosewithdepression,a positiveeventinthe20weeks
before recovery or improvement was compared with all 20-
week periods of depression not involving recovery or improve
ment.A womancouldbeincludedanumberoftimesinthe
comparison series of the 20-week periods (e.g. depression
lasting 90 weeks would provide four 20-week periods). The
same procedure was followed for those with anxiety.

Three women had a furtherrecovery/improvement,
representing only 3% of the total episodes of recovery/
improvement. The three were included twice, giving six
recovery/improvement periods.

A total of 92 womenwithDSM-III-R anxietyand 67
with a â€˜¿�case'of depression were selected. Of these, 44 had
both conditions in the three-yearstudy period. We used
materialsystematicallyonlyfromthefirstfollow-upperiod.
Detailedinformationhad beenroutinelytranscribedonly for
those events ratedâ€˜¿�severe'on threatfor the othertwo study
periods(i.e. the yearbeforefirstinterviewand beforesecond
follow-up).However,in order to increaseas far as possible
instancesof â€˜¿�recovery'orâ€˜¿�improvement',somewomenwere
includedwheretherehadbeensuchaclinicalchangeandthere
hadbeengooddescriptivematerialrecordedaboutevents.
Detailsof the finalselectionof womenaregiveninAppendix 1.
Forthe 92 withanxiety,24 recoveredand9 improved(a
total of 36%), and for the 67 with depression, 34 recovered
and 15improved(atotalof 73%).(Ifonlythefirstfollow
up yearisconsidered,the proportionrecovering/improving
for anxietyis26%(23/89),and for depression53%(31/59);
the differencesreflect the less frequent chronic course of
depressive conditions (Brown & Harris, 1992).)

The clinical changes were generally stable. Of the 31
women with at least one recoveryor improvement from

Table 1
DSMâ€”lll-Rhierarchicaldiagnosesof anxietyfor 404 lslingtonwomenfor the year beforethe first interview



Percentage (no.) of women with anxiety by type of event in particular 20-week periods:(a) before recovery/improvements,
and (b) 20-week periods for women not recovering/improving

Fresh-startcomponents

Anxietyanalysis(a)
Recovery/improvementperiods42.4% (14)33.3% (11)30.3% (10)21.2% (7)12.1% (4)12.1% (4)60.6%(20)(33

periods)(b)
Periodsfor women not2.8% (7)6.8% (17)6.9% (17)3.2% (8)2.8% (7)0.8% (2)11.3%(28)recovering/improving(248

periods)Ratio(a)/(b)15.14.94.46.64.315.15.4Significance:

P<0.0010.0010.0010.0010.050.0010.001Depression

analysis(a)
Recovery/improvementperiods26.5% (13)32.7% (16)51.0% (25)28.6% (14)18.4% (9)12.2% (6)57.1%(28)(49

periods)(b)
Otherperiods(105 periods)3.8% (4)1.9% (2)5.7% (6)1.9% (2)2.9% (3)1.0% (1)9.5%(10)Ratio

(a)/(b)7.017.28.915.16.312.26.0Significance:
P<0.0010.0010.0010.0010.010.010.001
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anxiety,onlyonedevelopeda newconditionafter recovery-
a 164-weekepisodeof agoraphobiaand panicdisorderwas
followed by 34 weeks with no symptoms,which was
followed by a 35-weekepisode of GAD which in turn
resolved. Another developed a â€˜¿�worse'condition after
an â€˜¿�improvement'(and later went on to â€˜¿�recover').The
length of follow-up after a favourable change ranged
from 12 to 169 weeks, with an average of 86 weeks,
and with 85% of the follow-up periods lasting over one
year. The 49 recovering or improving from at least one
episodeof depressionweresomewhatlessstable, with five
having one further episode and three having two further
episodeswith a similar lengthof follow-upto that for the
anxiety conditions.

(extreme right-hand column), 57% compared with 10% had
at least one event, a ratio of 6.0 (P<0.00l).

The somewhatdifferentpatterningof the dimensionsfor
the twoconditionsisbroadlyconsistentwiththe specificity
hypothesis: fresh-start type events (involving hope) are more
important for depression, and anchoring type (involving
security)more important for anxiety, with no differential
prediction made about relief. However, a proper test
requiresa more complexprocedure that takes account of
the fact that the positivedimensionsat times overlapped,
and that eightwomenrecoveredor improvedfrom anxiety
and depressionat the same time.

Specificityof effects

An eventcouldat timesbe characterisedboth as freshstart
and anchoring (e.g. marriage), and a rating of relief is
consistentwitha fresh-startoranchoringrating,although,
in fact, the actual amount of overlap is modest (Table 3).
Table 4, dealingwith the specificityhypothesis,takes this
overlapinto account. In any testof thishypothesisit isalso
necessary to take into account that it was possible for a
woman to recover or improve from both anxiety and
depression.Sinceno predictionabout specificitywasmade
about relief, it is treated conservativelyin what follows,
and classedas non-positive.

Three predictionscan be made: (a) those recoveringor
improving from pure depression will have either fresh start
alone or fresh start and anchoring; (b) those with pure
anxiety will have anchoring alone or anchoring with fresh
start, and (c) those with a mixedcondition willhave both
anchoring and fresh start. These predictionsare broadly
confirmed in Table 4. Recoveryor improvementperiods
in pure anxietyhad the highestproportion withanchoring
alone, and in all 40% had some anchoring; such periods

Table2

Resufts

In presenting results for anxiety, women who recovered or
improvedwerecombinedsincefindingsdid not differ for
the two outcome categories.Table 2 givesresults for the
various positive dimensions. (The fresh-start components
in the 33 recovery/improvementperiods for anxiety add
to more than the overall fresh-start type, as women on
occasionshad more than one fresh-startcomponent in the
20-week period.) All three basic types - that is, anchoring
(includingreroutinisation),relief,and the combinedfresh
start type - were much more common before recovery/
improvementthan wherethere wasno suchchange. If any
type of event is considered (extreme right-hand column),
61%comparedwith 11Â°lohadat leastone positiveevent,
a ratioof 5.4 (P<zO.OOl).

A similar procedure was employed for depression.
Differences are again high for all positive types for the 49
womenrecoveringor improvingfromdepressionfor at least
20 weeks (Table 2). If any type of event is considered

Anchoring Relief Fresh-start Freshstart Potential Delogjamming Any
type freshstart anchoring,

reliefor fresh
start type



Fresh-starttypeAnchoringtypeReliefFresh-start

type1.000.410.31Anchoring
type31/831.000.21Relief27/9011/571.00

PositiveeventsDepression aloneDepression andanxietyAnxietyNoneFreshstartalone28(11)13(1)8

(2)4(16)Anchoring
alone0 (0)0 (0)28 (7)2(9)Freshstartandanchoring22

(9)50(4)12 (3)2(11)Non-positive
(includingrelief)51(21)38 (3)52 (13)92(418)Totals100(41)100(8)100(25)100(454)
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Table3
The association(kappa)betweenthe three dimensions

usingall eventsratedpositiveon at leastone

The approach in Table 4 is based on allowingwomen
to havemorethanoneimprovement/recoveryin thestudy
period (in fact, only three did so), and the use of multiple
20-weekperiodsfor eachwomanto estimatebaserates for
positiveevents. We believethis is acceptableas in the two
instances where the second episode was linked with a
positiveevent the gap betweenthe two â€˜¿�recoveries'was 89
and 111weeksrespectively,and the events involvedwere
quite unrelated. Furthermore, insofar as the presence of a
positive event in a 20-week period might relate to an
increased chance of one in an adjacent 20-week period (e.g.
a potential fresh start in the first period beingfollowedby
an actual fresh start in followingperiod), this would go
against our hypothesis, in that it would tend to raise the
rate of positive events in the comparison series.

The inclusionin the studyof the â€˜¿�extra'womenwho had
a favourableclinicalimprovementoutsidethe firstfollow-up
period did not influencethe basic findingsâ€”¿�for example,
for thosein the anxietyseries67% (6/9) had a positiveevent
comparedwith58Â°/i(14/24)of therest.Thesameheldfor
the depression series.

In order to simplify the presentation of results, the
comparison series uses only 20-week periods of either anxiety
or depression. In fact we covered20-weekperiods for 50
womenwithouteitherconditionat anypoint. Sincethe rates
of the various positiveeventsweresimilar (rates were, in
fact, a little lower) we have not presented this material.

The issueof comorbidityisdealtwithat lengthby Brown
&Harris(1992).Depressionand anxietyoftenoverlappedin
time (Table 1).The important point for the present set of
resultsis that mixedconditionsare unrelatedto the processes
considered.For 33Â°/a(11/33)of the womenwhoseanxiety
conditionhad recoveredor improvedtherewasa coexisting
depressive condition that had lasted over 20 weeks. In most
instancesthis depressionchanged favourably at the same
time as the anxiety (8/11). However, the rate of â€˜¿�positive'
events preceding improvement or recovery from anxiety was
not affectedbywhetheror not depressionwaspresent- 64%
(7/il) versus 59Â°/a(13/22) respectively.Essentially the
same held for periods of recovery or improvement from
depression- 62Â°/a(16/26)had a positiveeventwhenanxiety
was present and 52Â°/a(12/23) when it was not.

Recovery/improvement and different diagnostic categories
of DSM-IH-R anxiety

Allnineâ€˜¿�improvements'amongtheanxietydisorders
occurredtowomenwithpanicdisorderoragoraphobia.

Thefractionsgivethe numberof eventsratedonbothdimensions
(numerator)over the total with eitherdimension(denominator).
Half the events (40/82) are rated on only one of the three
dimensions.

in pure depressionhad the highestproportion witha fresh
start alone, and in all 50% had a fresh-start event. Recovery
or improvementperiodsfrom depressionand anxietyin the
sameperiodhad the highestproportionwithboth anchoring
and fresh start. The proportions with such events among
those 20-week periods not associated with recovery or
improvement were uniformly low (fourth column).

In order to carry out a formal test of these predictions,
a singlehierarchicallog-linearanalysiswasemployedusinga
saturated model and four factors: (a) improvement/recovery
in anxiety,(b)improvement/recoveryin depression,(c)fresh
start, and (d) anchoring. In examining the parameters
for associationsbetweenvariables, the criticalpredictions
wereconfirmed (Table 5). Firstly, recovery/improvement
in anxiety and presence of anchoring, and recovery/
improvementin depressionand freshstart haveodds ratios
of 5.75 and 9.87 respectively,controlling for the other
factors. (SeeAppendix 2 for a note about the odds ratio
as an indexof association.)Secondly,neither anxietyand
the presenceof fresh start nor depressionand anchoring
(row 3), are significantlydifferent from zero, with odds
ratios of 0.91 and 0.90 respectively.

The analysis also confirms that there is a positive
association between anchoring and fresh-start dimensions.

It is also possible to examine possible interactions between
the factors. None proved to be significant.

Possible biases

In order to maximisethe numbersin the analysisand obtain
better estimatesof rates wehavealloweda certain amount
of â€˜¿�duplication'by taking 20-weekperiods rather than
number of women; there is, we believe, no reason why this
should have led to bias.

Table4
Percentage(no.)of 20-weekperiodsregisteringrecovery/improvementfromDSM-lll-R anxietyorcasedepressionwith

a fresh-starttype or anchoringevent



ParameterZ valueOdds ratioPvalue1AxANC2.735.750.0012DxFS3.579.870.0013Dx

ANCâ€”0.160.90NS4AxFSâ€”0.150.91NS5ANCxFS4.2815.500.0016AxD0.841.71NS7DxFSxANCâ€”0.88-NS8AxFSxANC1.18-NS9AxDxANC0.31-NS10AxDxFS0.61-NS11AxDxANCxFS0.77-NS
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in mind that the women were almost certainly at high
risk. They all had children at home, and lived in an
inner-city area; a fifth were single mothers. These
factors appear to raise rates of anxiety (Robins &
Regier, 1991).

â€˜¿�Recovery'or â€˜¿�improvement'from a DSM-IIIâ€”R
anxiety condition was quite common, although not
as frequent as with depressive disorders. Using the
hierarchy panic disorder, agoraphobia, GAD, social
phobia, mild agoraphobia, and simple phobia, three
in ten women with an anxiety condition at the first
interview showed such a change during a follow-up
whichaveragedabouttwoyearsinlength.Relapse
was rare.

Although most anxiety conditions were chronic, 33
women did develop a new episode during the first two
yearsofthestudy.Circumstancessurroundingonset
confirmed earlier research that severely threatening
â€˜¿�danger'events â€”¿�such as learning of a husband's
affair, or son's involvement with police â€”¿�often
provoked onset (Brown, 1992). This replicates the
earlierfindingconcerningtheroleof provoking
agentsinanxiety(Finlay-Jones& Brown,1981).
â€˜¿�Positive'eventsareinvolvedinâ€˜¿�recovery'and

â€˜¿�improvement':61% oftheanxietyconditionshad
had a positiveevent characterisedby anchoring, fresh
start or relief in the prior 20 weeks. This proportion
might be somewhat increased by the inclusion of
otherpositivedimensionssuchasâ€˜¿�goalattainment'
notusedinthispaper,butourimpressionisthatit
is unlikely that many more would be involved. We
had already established that depressiveepisodes that
had lastedsome 20 weeksormore weresimilarly
influencedbypositiveevents(Browneta!,1988).The
figure reported in the present paper is similar to that
foranxiety-57% comparedwith61%.
The presentpaperisthefirstattempttoextend

theideaofspecificitytotheprocessofâ€˜¿�recovery'
and â€˜¿�improvement'ratherthan onset. The hypothesis
testedwas thata â€˜¿�freshstart'isimportantfor
depression because it conveys hope in a situation of
deprivationandloss,andthatâ€˜¿�anchoring'inaplace
or role is important for anxiety because it conveys
security in a situation of danger. Testing this
hypothesis was difficult because the same event could
convey both meanings - a mother living alone with
money difficulties who returns to work after five years
would experience a fresh start and be anchored in
a new role. Also, anxiety and depressionoccasionally
changed favourably at the same time.

However, it emerges that events preceding a
changeindepressionweremoreoftencharacterised
asfresh-starttypeevents,whilethosebeforeachange
in anxietywere more oftenon the anchoring
dimension,and eventsbeforea changeinboth

Table 5
Hierarchical log-linear analysis using a saturated model for
recovery/improvement in anxiety or depression and fresh

start and anchoring dimensions

FS, Freshstart; ANC. anchoring;A, recovery/improvementin
anxiety;D. recovery/improvementin depression.

Neitherrecoverynorimprovementwerecommonamong
thosewithsimplephobiaor mildagoraphobia- 14Â°/a(4/28)
comparedwith45Â°/o(29/64)forotheranxietyconditions
(x@=6.86,1d.f. = 1, P<0.0l). Despitethese differences,
diagnosiswasunrelatedtowhetherornottherewasa
â€˜¿�positive'eventbeforeanyrecoveryorimprovement.

Length of episode of anxiety

Length of episode of anxiety disorders was unrelated to
outcomeforthe86womeninanepisodeatthepointof
first interview who had been followed up for at least one
year (most had been followed up for two years). Thirty
per cent of the women (26/86) recoveredor improved at
some point. There was also no relationshipbetween
durationofepisodeandpresenceofa â€˜¿�positive'event
before recovery/improvement. Only eight women in the
whole three years had an episode of 20 weeks or less
(average10.9weeks),andallwereexcludedfromthe
aboveanalyses.(Thisdecisionwas made beforethe
analysis.)Allrecoveredandnonehada â€˜¿�positive'event
beforethis.Ithasalreadybeenestablishedthatpositive
events are rare before clinical improvement for depression
ofa similarlength(Browneta!,1988).

Discussion

The basic characteristicsof the DSM-III-R anxiety
disorders found among the Islington women are
unsurprising. They were largely chronic conditions,
often coexisting with episodic and circumscribed
bouts of major depression, especially for panic
disorder, agoraphobia, GAD, and social phobia.
Some one in six of the women had one of these four
conditions during the year before our first contact
and, if the remaining phobic conditions are included,
this ratio increases to one in four. It should be borne
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conditions were characterised by fresh start and
anchoring.Thiswas trueevenaftertakinginto
accountwhetheror not anxietyand depression
changedina favourabledirectiontogether.A log
linear analysis confirmed all four hypotheses pre
dicted by the notion of specificity: odds ratios are
large and significant for fresh start and depression,
and foranchoringandanxiety,controllingforthe
otherpair,butnotdifferentfromzeroforfreshstart
andanxietyorforanchoringanddepression.This
isdespitethefactthatfreshstartand anchoring
dimensions often occur together.

Given the specificity already established in terms of
lossand danger in the onset of the two conditions, differ
entaspectsofmeaningappearedtobeinvolvedin
onset and course - and by implication different under
lyingelementsinactivityof thecentralnervoussystem.

Episodes of 20 weeks or less were excluded because
noeffectondepressionhadbeenfoundforconditions
lastinglessthanaboutfourmonths(Browneta!,
1988).Shortepisodeswereuncommon among the
anxiety disorders, but there was nothing to suggest
thatâ€˜¿�positive'eventsrelatedtoclinicalchangeamong
them. It is possible in such instances that the actual
danger involved in provoking onset dissipates fairly
quickly. One woman developing a severe episode
of panicdisorderfollowingthewitnessingof a
violentattackonhersonbyâ€˜¿�strangers'intheyouth
clubwhich she and her husbandran,lostall
symptomsaftereightweeks-perhapspartlybecause
thestrangershad notbeenseensince.Itisalso
possiblethattheprovokingeventitselfparadoxically
willplaysome partin clinicalimprovementby
changing the crisis of which it is a part â€”¿�a husband
callingthepolicetopreventhimviolentlyattacking
his wife might lead fairly quickly to reduced tension
in the marriage.
Itisnecessarytoendon a noteofcaution.The

exercise has involved a considerable amount of
reworking of data in terms of a blind re-rating of
events.The basicmaterialon anxietyhas been
re-ratedintermsofDSMâ€”IIIâ€”Rcriteriaandthere
was also at times some doubt about the exact dating
oftheclinicalchange.Throughoutwe havedoneour
best to be conservative â€”¿�for example, taking the
earliest evidence of clinical change stands more
chanceofplacingany â€˜¿�positive'eventwhichmay
haveplayeda roleafterratherthanbeforethe
relevantclinicalchange.However,itisimpossible
toruleoutbias,anditisnecessaryfortheworkto
bereplicated.Theroleofdangerevents(ratherthan
loss)intheonsetof anxietydoesappearto be
reasonably secure, and the results concerning recovery
and improvementin anxiety and depressionprobably
represent a reasonable prima facie case for a

significant effect of â€˜¿�positive'events in general,
leaving aside the issue of specificity.
Thereremainsthepossibilitythatsome of the

clinical changes were set in motion before the event
and this brought about the event rather than the
reverse.Itmay beusefultogivea briefoutlineof
thepositiveeventsthatoccurredbeforea favourable
clinical change in anxiety. In about half the instances
thereissomesuggestionthattheevent(oratleast
one of the events if more than one was present) was
â€˜¿�independent'inthesenseofbeingnotimmediately
theresultof thesubject'sown behaviour.These
included:violent neighboursmoving (relief);husband
gets job (relief); ex-cohabitee leaves her his share of
a jointly owned house (anchoring);subjectwins court
case about her housing problem (delogjamming) and
news of move to better house (potential fresh
start, relief); subject moves to a new council flat
(anchoring); daughter and friend move out of
overcrowded flat (relief); violent husband sent to
prison (delogjamming, anchoring, relief); severely
handicappedgrandchilddiesafterweeksofintensive
hospitaltreatment(relief);â€˜¿�violent'husbandsentto
prison(delogjamming,anchoring,relief).However,
itisequallyclearthatthe women themselves
haveplayedan importantpartinbringingabout
theotherhalfoftheevents:subjectstartsa further
education course (anchoring); subject's new job
(anchoring); subject returns to work after physical
illness (anchoring, reroutiisation); subject's second
pregnancy (anchoring, reroutiisation); separation
from husband(delogjamniing)and boyfriendmoving
in (anchoring); move of house (anchoring) and
subject's change of job (anchoring); move of house
(relief)and new boyfriend(potentialfreshstart);
rehoused(freshstart,anchoring)andlatermove to
own privatehouse (anchoring); subject gets job after
going on a government training course (fresh start,
anchoring); new boyfriend (possible fresh start);
returning to relatives in England after being widowed
and left isolated when abroad (fresh start, anchoring);
move toown privatehousefromrentedaccommo
dation (anchoring).

In the earlier analysis of recovery in depression
evidence was presented that on balance the events
wereprobablynot brought about by the woman after
her clinical change (Brown eta!, 1988).Those leading
tochangeinanxietyappearonbalancetohavebeen
somewhat more under the woman's control and
there must therefore remain the possibility that on
occasionssome clinicalimprovementmay have
occurred before the event, although we had collected
no evidence that would suggest this. There are, of
course,severalpossibilities.A modestchangemay
haveledtothewoman bringingabouttheeventand
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this in turn led to a still greaterclinical improvement.
On occasions improvementin depression,ratherthan
anxiety, may initially have led the women to act, and
so on. It would be helpful to have a new study
specifically focusing on this issue.

Appendix 1

Details of women with DSM-IH-R anxiety and case
depressionselectedfor study

DSM-I1I-R anxiety

Therewere99womenwithDSM-IIIâ€”Ranxietyconditions
in first follow-up:

8 wereexcludedbecauseepisodelastedless than 20 weeks
2 were excluded because recovery date was too uncertain
2 werecounted twice who, after â€˜¿�improving/recovering'

in the first follow-up, relapsedand went on to â€˜¿�recover'
again in the second follow-up

1 was added who had a â€˜¿�recovery'in year before first
interview.

giving a total of 92.
Of the 33 â€˜¿�recovered'or â€˜¿�improved',8 did so in the

second follow-up period and one in the year before the
first interview.

Caseness of depression

There were 64 women with â€˜¿�case'depression condition in
the first follow-up:

14 were excluded because the episode lasted less than
20 weeks

1 was counted twice who, after â€˜¿�improving/recovering'
in the first follow-up, relapsed and went on to â€˜¿�recover'
in the second follow-up

12 were added who had a â€˜¿�recovery'in the second
follow-upand four in theyearbeforethe firstinterview.

giving a total of 67.
Of the 49 who â€˜¿�recovered'or â€˜¿�improved',13did so in

the second follow-up and four in the year before the
first interview.

A note on odds ratios

event: if the odds ratio is less than 1 then the preceding
eventis associatedwitha decreasedlikelihoodof an event.
Most analysesof associationsbetweencategoriesof events
(e.g. log-linearmodelling)test the null hypothesisthat the
odds ratio is not different from 1.
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