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Since the 1920’s , the importance of cognitive and behavioural processes within Psychological disorders have been widely recognised by Psychologists such as Pavlov (1928), Watson (1920) and Skinner (1959) discovering the importance of conditioning and reinforcement with behavioural patterns (Harvey, A., Watkins, A., Mansell, W., & Shafran, R., 2004). Cognitive Behavioural Therapy was initially developed during in the 1950’s and 1960’s by Eysenck in the U.K,  Aaron Beck (1967) and Albert Ellis (1958) in the US. Ellis and Beck both had models for Cognitive therapy however, the similarities and aims of these models are that negative or unhelpful beliefs, thoughts and distorted perceptions can be targeted and used to treat specific psychological disorders by attempting to understand its origin and reason for persistence. This is so as to develop effective treatment plans. Originally CT was developed to help treat depression, it was then evolved and was adapted to help treat anxiety disorders along with other psychological disorders. Current Cognitive Behavioural Therapy (CBT) developed from these models (Gaudiano, 2008) and is suggested as an effective treatment for human distress. However, some difficulties within CBT are things such as the level of engagement from the person receiving treatment, examining how effective CBT is due to it only addressing current symptoms of cognitive issues, along with investigating how reliable clinic trials are. The NHS uses CBT as one of its main treatments with clinicians, examining how CBT could be delivered by computer based interventions and how this could affect treatment time, waiting lists and how many people can engage with therapy from home. Along with a brief overview of how CBT treats anxiety disorders. 

Albert Ellis (1958) developed Rational Emotive Behavioural therapy (REBT), then Aaron Beck (1967) altered it slightly with Cognitive therapy (CT). Even though their intention was the same, dealing with problematic cognition and dealing with depression, Becks model of cognitive therapy differed to Ellis REBT. One of the main differences between REBT and CT is its framework, CT breaks core beliefs into three sections possibly making it a more thorough form of therapy. Another comparative difference is within REBT the role of the therapist is deemed as being the expert or teacher, its confrontational, directive and persuasive. However in CT, the therapist is a co-discoverer and encourages self-reflection, its more client led. CT is substantially more popular than REBT with practicing therapists, as there’s a lot more empirical research in CT and has a wide range of effectiveness with mental health problems, however, REBT is also a proven effective intervention (David, D., Cotet, C., Matu, S., Mogoase. C., & Stefan. S., 2018). Both of these models led onto the development of Cognitive Behavioural therapy in the 1980’s, these treatments were originally developed to treat depression, but were then adapted to treat human distress, one form of human distress is anxiety. 

Anxiety triggers a primitive response within our brains, a misperception of danger for a person is very different from actual danger and this thought pattern can be problematic. Cognitive Behavioural Therapy (CBT) believes that to reduce anxiety, that the inner triangle of a human, thoughts, feelings and behaviours, are all interrelated. CBT intercepts or identifies the maladaptive thought patterns causing the distress and challenges the cognition, which allows the person to become aware of the core belief, examining the meaning they have given to it, which in turn creates an emotion, which results in behaviour, this action ultimately reinforces the maladaptive belief (Grant, A., Mills, J., Mulhern, R., & Short, N., 2004) (Stewart, R. E., & Chambless, D. L., 2009). Additionally, by breaking this pattern this allows the client to build skills, allowing the person to finally self-reward and to praise any attempts at facing their fear/anxiety, which is the ultimate goal of therapy. 
Current CBT is a prominent treatment method amongst clinicians in the National Health Services due to its empirical support (Stewart et al, 2009) and relatively short treatment periods (Gaudiano, 2008). It can be delivered by nurses with the assitance of computer lead programmes or delivered directly to the client via a computer, making it a cost effective therapy. Additionally, with the length of waiting lists for psychotherpy being upto 6 months on the NHS, by being able to deliver computer based CBT this may help patients more quickly and evidence supports that engagement and satisfaction with treatment was good, and improvement was seen in the treated condition for the follow up period of up to 26 weeks (Andrews, G., Cuijpers, P., Craske, M., G., McEvoy, P., & Titov, N., 2010). Furthermore, results of Spence et al, (2011) shows that online CBT with minimal therapist contact was an effective alternative to solely based clincal interventions. This would also suggest that this may in fact reach a larger number and variety of clients, and reduce therapist hours and actual treatmant time, for comparision total minutes for computer based therapy 120-180 minutes, compared to 1140 minutes for clincial based treatment (Spence, Sue, Donovan, Caroline, March,....& Justin., 2011).

However, due to CBT only focusing on negative cognitive psychological issues and attempting to change the nature of those thoughts, it could be argued that it is only treating the symptoms. Even though it has been proven that CBT is effective and reduces distress, it could be said that it hasn’t in fact dealt with the underlying root cause. Research shows that subjects attempting to suppress or control their thoughts within laboratory settings are more likely to experience them later, this is called ‘post suppression rebound effect’. One way to address this as suggested by Hayes (as cited in Gaudiano, 2008), is an approach called acceptance and commitment therapy (ACT), this focusses on acceptance rather than control of thoughts and feelings, along with strategies to help change behaviour for the client (Gaudiano, 2008). This is the third wave of cognitive behavioural therapy and even thought research is fairly limited, it is showing promice and is possibly more favorable than traditional CBT (Gaudiano, 2008) as it works by adapting behavioural aviodance patterns rather than disfunctional cognitions. 

Additionally, another major factor that can affect the efficacy of CBT within a clinical setting, is the quality of the therapeutic relationship between client and practitioner (Grant, A., Mills, J., Mulhern, R., & Short, N., 2004). This is paramount as it can affect the level of engagement of a client. If someone is in critical emotional distress and isn’t feeling comfortable being vulnerable or in control of the process that they have gone into, or in therapy against their own choice (being sectioned), it is not very likely that they will want to engage as deeply, this is called client resistance. However, if the practitioner can create a situation where the client understands the process and feels as though they can collaborate, problem solve and control the pace at which they discuss things, this can dramatically help the therapeutic relationship by allowing the client to have some element of control (Grant et al, 2004). Comparitively, Wells (1997) (as cited in A. Grant et al, 2004), suggests that some benefit can be received even if someone is in psychological or emotional distress due to it requiring the person to only deal with their current feelings, giving them an effective immediate action to take whilst in the distressing moment. This is known as relaxation and distraction techniques, this will not stop the maladaptive thought from occurring, but will allow the client to feel safer about their worry due to two things, either the outcome doesn’t materialise or the level of worry is out of proportion to what actually happens (Grant et al, 2004) providing some relief. 

Another factor that can effect the efficasy of CBT is a low dose of treatment, so either a client has low motivation and or low levels of engagement due to not attending sessions. Some studies have found a positive relationship between the amount of treatment received, approximately 13-18 sessions crates a 50% clincal improvement within patients (Glenn, D., Golinelli, D., Rose, R. D., Roy-Byrne, P., Stein, M. B., Sullivan, G., . . . Craske, M. G., 2013). However, studies on this are relatively limited and one criticissm is that low patient numbers in the one study (n=93)(Craske et al. 2006 as cited in Glenn et al, 2013) may not give true representation to general population. Futhermore, the other study discussed in this paper had a limitation that the symptoms were only assesed post-treatment, with no further follow ups at specfic time points (Buckner et al, 2009. as cited in Glenn et al, 2013) making it a limited view. Therefore more reaserch would be helpful to make a more effective conclusion. However, one way that this could be addressed is through computer based interventions. It may prove beneficial for someone dealing with low motivation to enagage more easliy at home, due to not having to deal with face to face interaction, potentially reducing the amount of shame or embarressment when discussing topics or feelings. Within these two studies evidence provided a positive relation to support the completion of treatment programmes, concluding that completing treatment for anxiety to be more beneficial for the client and predicting the best long-term outcome (Glenn et al, 2013). 

That being said however, Cognitive Behavioural Therapy cannot fundamentally change a hormonal or a biological factor when dealing with certain disorders. This may be due to the person needing psychotropic medications to help with the disorder. The Behavioural Neuropathy Clinic states that due to slight abnormalities of neurotransmitters in the brain, medication such as anti-depressants has a success rate of about 40% in patients as treatment for anxiety disorders. However, response times to anti-depressants take weeks to build up (Andrade, C., & Rao, S. k., 2010). Contrary to this, Gaudiano (2008) indicated that CBT is somewhat superior to anti-depressants, and has been shown to be an effective treatment with the addition to medication for treating patients with schizophrenia. Additionally to this, Clark and colleagues (2003) (as cited in Gaudiano, 2008) found that a modified CBT protocol to be more effective than fluoxetine when treating social phobia. Providing support that there is a place for both treatments to allow for adequate relief from distress and cognitive disorders. 

It must be mentioned that the validity of the effectiveness of CBT as suggested by clinical trials on patients may not give true representation of the effectiveness of CBT, due to clinical trial patients being highly filtered (Silberschatz, Persons & Silberschatz, 1998. as cited in Stewart et al, 2009). Western & Morrison (2001) (as cited in Stewart et al, 2009), commented that subjects picked for randomised trials have been assessed and are indicated to be selected with no comorbid conditions, suggesting a less complicated case, or not true to real life settings as many therapists are faced with a variety of conditions and co-morbid conditions within treatment.  Therefore it must be argued that the results from clinical trial research may not be as effective in clinical practice. With this in mind, comparatively, evidence produced in Stewart (2009) journal that an improvement rate of 78% for CBT patients in comparison to 22% for patients within the control group, suggesting that it is in fact an effective treatment for Generalised Anxiety Disorder even with co-morbid conditions and with clinical therapists reports included.  

In conclusion, behavioural therapy was the original source of Cognitive behavioural therapy developing since the 1960’s with Ellis and Beck creating its origins in CT, REBT, the amount of empirical evidence provided and arisen from these interventions provides support that CBT is an effective treatment for human distress and psychological disorders. With the third wave of CBT coming into further progression with treatments such as ACT and DBT to name but a few, and evidence of the treatment becoming more unified, deeper alternative to traditional CBT and less financial expense to the therapist can only be a positive way forward. However, there are factors that will affect the efficacy of CBT. Firstly, some clinicians may argue that the importance of the therapeutic relationship is paramount when engaging with CBT. Secondly, CBT With the use of psychotropic medication to help with biological factors must be acknowledged in a positive way. Thirdly, the fact that CBT doesn’t address the root cause of the clients behaviour, as CBT only addresses the clients current behavioural problem may prove problematic long term, along with client resistance and additionally the efficacy of the treatment is at most benefit when the client completes the full allocation of sessions. Lastly, it must also be mentioned that CBT as a whole is effective, and is the preferred treatment for disorders and human distress within the NHS for numerous reasons. CBT is a cost effective treatment and can be delivered by alternative professionals such as nurses, also via alternative methods such as computer based or telephone directly to patients reducing patient waiting times and possibly reaching a wider client base by being easily accessible from home, and possibly increasing client engagement, due to non-face to face interaction. Additionally, reducing treatment times and therapists work-loads for therapy. It must be agreed that Cognitive Behavioural Therapy is a beneficial and effective treatment for anxiety and other forms of human distress. 
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