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Oxford dictionary (2018) defines distress as extreme pain, anxiety or sorrow. Therefore, human distress is where an individual is mentally distraught and may require help from mental health practitioners and in some cases medicine, to find ways of coping. Human distress comes in many forms known as emotional disorders. These emotional disorders include depression, loneliness and anxiety. According to Dalgleish et al., (2015) these accumulate to one of the largest groups of disabilities in the world. Though, one of the most experienced by individuals being anxiety. When someone has high levels of anxiety, they usually feel nervous, worried or the feeling of unease about a certain situation. (Oxford dictionary, 2018) the situation can be anything from a presentation, meeting new people or the fear of being laughed at. According to Trower, Jones, Dryden & Casey (2011), anxiety and other related disorders are the most common experienced by individuals. Many patients refuse to take prescribed medication as they could feel judged and laughed at for having to result in medication. Therefore, various theories are believed to help an individual dealing with high levels of anxiety. Theories include the person-centred approach and the psychodynamic approach. However, Cognitive Behaviour Therapy, also known as CBT, can be seen to have the greatest impact for a person with anxiety. 

WHO (2015) states that CBT is about how feelings are affected by behaviour and thinking. CBT was first founded in 1960’s by Aaron Beck who believed that people were not disturbed by an event themselves directly, instead the way they interpret the event. (Dryden & Casey, 2011) When CBT first began, it explored the scientific approach that mainly focused on avoiding characteristic prejudice, yet looking at measurable and observable behaviours, this is known as classic CBT. CBT is short-term which usually lasts for up to 6 sessions. Unlike other therapies, CBT is one of the few that is monitored and shows how people are improving, whether they are reacting positive or negative to the therapy. It is also seen to be more direct than other therapies, that looks at thoughts of a certain incident rather than why it happened, for example, someone feeling very anxious about giving a presentation, a CBT therapist would question why they felt that way or rather than looking into their background to see if relatives had the same thoughts. Nowadays, CBT are countless therapies that are used to help individuals with anxiety. Some therapies within CBT include group work, mindfulness, exposure therapy, acceptance and commitment therapy and many more. (Thoma & Mckay, 2015)

[bookmark: _Hlk529551116]Mindfulness-based therapy (MBT) is one of the most popular and most experienced therapies within CBT. MBT was designed to establish a relationship with emotions, sensations, cognitions, intentions and behaviours. It is about learning to cope with unpleasant experiences and refers to an individual’s own awareness. (Thoma & Mckay, 2015) Another reason for mindfulness is to help individuals get away from negative thoughts and express happier, more positive thoughts. (Casey et al., 2011) A study was conducted to examine the efficiency of mindfulness on those who experience high levels of anxiety. The study consisted of 57 individuals, 56% being females. Half of the participants attended mindfulness sessions whilst the other half attended attention control classes. Prior to the study, it was noted than many of the participants missed days off work, which could be an indicator of high levels of anxiety. The study monitored the number of days off as this could be used as an indicator of the success of the program. The results showed that those who received mindfulness sessions visited mental health professionals less, started to practice mindfulness at home and had less days off in work. For the results to be more reliable, the study would need to be conducted on more than 57 participants and possibly contain a gender balance closer to 50-50. (Dutton et al., 2017)

Nevertheless, mindfulness may have some negatives and can be unhelpful. For example, if an individual is dealing with a death in the family, they may not respond to this treatment well as they should. This is due to the reason for emotional distress is not something someone they could forget easily. Some individuals may not respond to the therapy, therefore being a waste of their time and the mindfulness practitioner. Another negative could be a family member may have been pushed by them to go to therapy therefore they would not contribute to the conversation. The final negative about mindfulness could be that patients find difficulty getting to and from their treatments due to expenses or lack of transport facilities. (Williams & Penman, 2011)

Like mindfulness, group work for anxiety can have a positive impact on a person’s wellbeing and their anxiety. Ringer (2002) believes that a group is an entity and can provide a strong and powerful medium for therapeutic work and are the walls to building a safe place in institutions, whether this being in the government, private sectors or even in education. Ringer (2002) also mentions that a benefit of group work is that it’s a safe place for individuals to interact with people who may be experiencing the same thing and not feel judged. Within group work, the participant goes through 4 stages. The first is concrete experience. This is for participants to understand why they are in therapy. The second is to express what made them feel anxiety. The third stage is to begin to develop new generalisations and concepts from examining others and the fourth is to test the concepts and for the participants to experience new situations.

A study conducted in 2016 compared Mindfulness-Based Stress Reduction (MBSR), Cognitive-Based Group Therapy (CBGT) and Waitlist (WL) to see which had the best outcomes on patients. The study consisted of 108 unmedicated patients, 55.6% being female and of different races. Participants were assigned to either MBSR, CBGT or WL and were given questionnaires to fill at the beginning of the study, end of the study and 1 year after the study. Both CBGT and MBSR were shown to have a positive impact on those with anxiety and helped decrease subtle avoidance behaviours, such as not wanting to do something in fear of being laughed at. Both treatments also raised awareness of mindfulness skills that some individuals may not have had before. However, this study seemed to lack a lot of detail about how the participants were after the study and if they continued to make progress. A few things could be done in order to make this study stronger. For example, looking at medicated patients to see if they would react any different to an unmedicated patient and again, like the previous study, have a gender balance. (Gross et al., 2016)

Technology has developed rapidly over the years, meaning health care professionals have more enhanced ways to treat patients compared to the early stages of technology development. A therapy that nowadays is dependent of this is Exposure Therapy also known as systematic desensitization, first developed in 1958 by behaviourist Joseph Wolpe. Exposure therapy is one of the many treatments used for those with anxiety and was developed based on extinction, which was a phenomenon first examined by L. Solomon’s on dogs. He noticed that dogs could develop anxiety to a feared stimulus, however, the anxiety usually disappeared when the dog was with contact with the stimuli for a long period of time, which is how Exposure Therapy formed. (Thoma & Mckay, 2015) Therefore, this model helps individuals by confronting them with the anxiety provoking stimuli. (Thoma & Mckay, 2015) There are various types of exposure therapy that can be used on patients such as Exposure Group Therapy and Virtual Reality Exposure Therapy, both of which may have positive impacts on those taking part. 

A study was conducted to test whether Exposure Therapy was more effective than Virtual Reality Exposure Therapy (VRET), which involved 8 sessions of either VRET, Exposure Group Therapy or being on a waiting list. The study included 97 participants, with 62% being women, who all had a fear of public speaking. There were self-reports that were collected before therapy, after the 8 sessions and 12 months after to see the progress of each participant. The results showed those who completed the active tests improved drastically and were able to speak in front of small groups of people. (Calamaras et al., 2013) To make this study more reliable, like other studies, a larger sample would be required with an equal gender balance, 50-50. Even though Exposure Therapy is expressed to be successful, the therapy does have negatives. Craske (2015) states that various individuals do not benefit from this type of treatment and some establish a return of fear, meaning individuals could become more afraid of a stimulus or worsen their anxiety. A negative about this study is that the patients could be pretending to feel better from the therapy, therefore making the study biased.

Acceptance and Commitment Therapy (ACT) is grounded in a systematic program of investigational science. (Vilardaga, Villatte & Hayes, 2015) It is widely used to help patients create an understanding of what they have experienced, how they felt and responded to the experience, and how the responses relate to living life. ACT is aimed to reduce suffering in humans through psychological flexibility. When used in practice, health professionals would use the environment to advise participants to discover their behaviour in ways of experiences, responses, antecedents and consequences. The practitioner will also invite a slow paced, deliberate examination of the participants emotions, thoughts and sensations. For example, if the individual expresses they felt danger one night, they may form a fist unconsciously, or the stomach may tighten as if they were about to throw a punch. 

[bookmark: _GoBack]Various studies have looked at the effectiveness and ineffectiveness of ACT. One study, conducted by Geller et al., (2007), looked at 101 diverse outpatients who reported moderate to extreme levels of anxiety. Participants were assigned to either traditional CBT or ACT. To ensure validity, the authors gave minimal criteria to patients about the study. This factor can make the context of the study stronger and more reliable, due to the fact the participants do not know much about the study itself. This means the participants would pretend to feel better because they think the authors may want a specific result. After the study, patients who took both ACT or CBT sessions showed big improvements with their anxiety, and ACT showing the same effect as CBT on those with anxiety. For this study to be more reliable, it would require being carried out again, due to a lot of changes in ACT since 2007. 

An evidence-based evaluation of ACT was conducted by Ost (2014) who recognised that the number of Randomised Controlled Trials (RCT’s) have increased dramatically since the therapy was first put into practise. Therefore, he conducted a meta-analysis that involved 60 RCT’s with 4234 participants dealing with anxiety and other mental health issues such as depression and PTSD. All participants took on ACT and the results showed little improvement with their mental health and it was noted that ACT was not well-established for mental health. A criticism of the study is the lack of information given. The state of the persons mental health, how long they had received ACT, and even the participants gender was not made mentioned within the study. Due to these factors, it may be seen that this is a weak source and the results given are biased and would require a lot more information.

In conclusion, human distress can be seen to improve drastically with the help of CBT and the theories and models within. Many of the therapies and models within CBT received extremely positive results and findings for those with high levels of anxiety. Whilst not all therapies had the same positive results and findings. It was interesting to see how others had personally experienced the therapies within studies and what the people conducting the studies thought of CBT. Another interesting aspect was how little evidence there was to support mindfulness not working, which proves it is highly positive. 
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