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Dr. Koerner et al. regard the Penn State Worry Questionnaire 
as a more appropriate measure of generalized anxiety disor-
der, since it utilizes the DSM-IV criterion for worry. In addi-
tion to HAM-A as the primary outcome measure, we included 
the Penn State Worry Questionnaire as a secondary outcome 
measure, a procedure that is also consistent with previous re-
search on generalized anxiety disorder (e.g., reference 1). In 
our article, we reported the results for the outcome measures 
used, including for the Penn State Worry Questionnaire. It 
is true that the latter results were in favor of CBT, which we 
noted as well. In addition, we did use a combination of self-
rated and observer-rated outcome measures, as suggested by 
Dr. Koerner et al. The results of HAM-A were supported, for 
example, by that of the Beck Anxiety Inventory. Significant 
differences in efficacy between short-term psychodynamic 
psychotherapy and CBT were not found in either the Beck 
Anxiety Inventory or HAM-A. In addition, we used the State-
Trait Anxiety Inventory-Trait Version as another measure of 
anxiety. Again, we found and reported an outcome in favor 
of CBT. Thus, we used several measures of anxiety that ap-
pear to draw on different aspects of anxiety. As reported in 
our article, the Penn State Worry Questionnaire did not show 
significant correlations to HAM-A (r=0.16, p=0.23) or to the 
Beck Anxiety Inventory (r=0.16, p=0.23) in the total sample 
of patients with generalized anxiety disorder (N=57). In con-
trast, the questionnaire correlated significantly with the trait 
anxiety inventory (r=0.66, p<0.0001). As we noted in the arti-
cle, several items of the trait anxiety inventory were related to 
worry. These correlations suggest that the questionnaire and, 
in part, the trait anxiety inventory utilize other, more cogni-
tive aspects of anxiety than HAM-A and the Beck Anxiety In-
ventory. The items of HAM-A and the Beck Anxiety Inventory 
appear to utilize more somatic aspects of anxiety. The correla-
tion between these two measures was 0.58 (p<0.001). These 
somatic symptoms are another main criterion of generalized 
anxiety disorder according to DSM-IV.

As already stated, the other main DSM-IV criterion of gener-
alized anxiety disorder is extensive and uncontrollable worry. 
However, the specificity of pathological worry in generalized 
anxiety disorder has been questioned by several investigators 
(2, 3). The nosological controversies associated with the cri-
terion of worry were discussed by Weisberg (4). Furthermore, 
worry may also be associated with other anxiety disorders 
and especially with depression (2). In another study conduct-
ed by our working group (5), the sensitivity and specificity of 
the Penn State Worry Questionnaire were assessed. Depend-
ing on the cut-off score applied, specificity was between 0.51 
and 0.68. These results did not indicate a high specificity of 
worry or a high specificity of the Penn State Worry Question-
naire for generalized anxiety disorder.

Furthermore, Dr. Koerner et al. note that HAM-A does not 
adequately differentiate between generalized anxiety disor-
der and depression. This seems to also be the case for worry 
and generalized anxiety disorder on the worry questionnaire. 
Fresco et al. (3) reported that worry and rumination were 
highly correlated with each other (r=0.46) and showed equal-
ly strong relationships to both anxiety and depression. In our 
previous study, we found a significant and high correlation 
between the worry questionnaire and the Beck Depression 
Inventory (r=0.51) (5). After controlling for depression (using 
the Beck inventory), the worry questionnaire no longer dif-

der and depression (3), and there are several newer measures 
that are more appropriate for assessing generalized anxiety 
disorder symptoms and worry in particular. Of note, in the 
randomized, controlled trial conducted by Leichsenring et 
al., short-term psychodynamic psychotherapy and CBT led to 
comparable decreases in HAM-A scores. However, CBT was 
superior to short-term psychodynamic psychotherapy in the 
secondary outcome measure, which was the Penn State Worry 
Questionnaire, a well-established measure of excessive and 
uncontrollable worry.

HAM-A is problematic for a second reason: it is clinician 
administered. HAM-A may be vulnerable to allegiance effects 
and other related factors that can influence the way questions 
are posed and the way responses are scored by the clinician, 
even if methods are put into place to limit potential inter-
viewer biases. For this reason, it is important to assess prima-
ry outcomes using a combination of clinician-administered 
and self-report measures.

In our opinion, the results of the randomized, controlled 
trial conducted by Leichsenring et al. are equivocal, largely as 
the result of the selection of a primary outcome measure that 
is an unsuitable measure of the central feature of DSM-IV-TR-
defined generalized anxiety disorder.
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Drs. Leichsenring, Salzer, and Leibing Reply

To the Editor: HAM-A is still one of the most frequently 
used measures to assess anxiety, including symptoms of gen-
eralized anxiety disorder in randomized, controlled trials. 
This is true for studies assessing the effects of psychotherapy 
and those assessing the effects of psychotropic drugs. For this 
reason, we chose HAM-A scores as the primary outcome mea-
sure of our study. This is consistent with previous research on 
generalized anxiety disorder (e.g., reference 1). However, we 
agree with Dr. Koerner et al. that, for several reasons, HAM-A 
is not an optimal measure of anxiety in general and of gener-
alized anxiety disorder in particular. This is especially true if 
HAM-A is applied as the only measure of anxiety.
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Reducing Binge Drinking Harm in Middle-Aged 
and Elderly Adults

To the Editor: In their article, published in the October 
2009 issue of the Journal, Dan G. Blazer, M.D., Ph.D., and Li-
Tzy Wu, Sc.D., demonstrated that more than 14% of men and 
3% of women in the ≥65-year-old age group reported binge 
drinking (1). Therefore, alcohol binge drinking among mid-
dle-aged and elderly adults seems to be of public health con-
cern, as concluded by the authors.

Binge drinking is characterized by the consumption of al-
cohol leading to intoxication (drinking to get drunk), often 
measured as having more than five drinks on the same occa-
sion (2). The costs of this drinking pattern include increased 
risk for numerous acute adverse health and social events 
(e.g., unintentional and intentional injuries, high blood pres-
sure, stroke and other cardiovascular diseases, liver disease, 
neurological damage, poor control of diabetes) (1, 3). These 
health costs may be particularly aggravated by a binge pat-
tern of alcohol drinking in later life when natural body de-
fenses decrease.

It is well known that individuals who binge drink may ben-
efit from screening for substance use and brief intervention or 
counseling as appropriate (1). However, binge drinking behav-
iors in middle-aged and elderly adults may be easily missed in 
clinical settings because these individuals often do not report 
overt stress at the time of the interview, self-reports are sub-
ject to a variety of biases associated with memory errors and 
underreporting (i.e., cognitive impairment and dementia risks 
increase with age), and individuals who suffer from severe 
health problems associated with alcohol drinking (e.g., psy-
chiatric) are often unlikely and/or unable to attend interview/
brief interventions (1). Moreover, the CAGE questionnaire, 
which is frequently used to screen for alcohol problems, is of 
little value in identifying individuals who binge drink (1).

In young people, inadequate detection by alcohol abuse 
markers has been reported (most likely as a result of the ef-
fect of relatively light drinking and rapid normalization of el-
evated markers), and thus the use of questionnaires has been 
found to be superior for alcohol abuse screening in this popu-
lation (2, 4). In older adults, the sensitivity of biomarkers in 
the detection of alcohol abuse is generally much greater than 
that for young persons (4). Hence, feedback given to the older 
binge drinker on the basis of potential biomarker levels may 
be important for the prevention of binge drinking in this age 
group. However, this issue requires further research.

The burden and health costs associated with binge drink-
ing among middle-aged and elderly adults seem to be an 
alarming public health issue. Therefore, the problem of binge 
drinking among older adults indicates the need for strength-
ened global prevention.

ferentiated between patients with generalized anxiety disor-
der and a group of patients suffering from depressive and/
or other anxiety disorders (5). As suggested by Dr. Koerner et 
al., HAM-A indeed showed a significant correlation (r=0.46, 
p<0.001) with depression (Beck Depression Inventory) in the 
total sample of patients with generalized anxiety disorder in 
our study (N=57) (1). However, this was true for the worry 
questionnaire and trait anxiety inventory as well, with corre-
lations that may be even higher (r=0.55, p<0.001 and r=0.76, 
p<0.001, respectively).

Thus, the superiority of CBT to short-term psychodynamic 
psychotherapy regarding worry (worry questionnaire and, 
perhaps, trait anxiety inventory), which we reported, may 
reflect the affinity of anxiety and depression in terms of wor-
rying and rumination. These cognitive aspects of worrying 
and rumination are primarily addressed by CBT but not by 
short-term psychodynamic psychotherapy. This is consistent 
with our finding that CBT was also superior to short-term 
psychodynamic psychotherapy with regard to the reduction 
of depression as measured by the Beck inventory. In our ar-
ticle, we suggested that the outcome of short-term psycho-
dynamic psychotherapy in generalized anxiety disorder may 
be further optimized by employing a stronger focus on the 
process of worrying.

More in general, it may be critically discussed whether 
the definition of generalized anxiety disorder as an anxiety 
disorder should be primarily based on cognitive aspects ne-
glecting the emotional and somatic aspects of anxiety. Stein 
(6) suggested viewing generalized anxiety disorder as a set of 
psychobiological dysfunctions that manifest as a matrix of 
anxious-somatic or anxious-somatic-depressive symptoms.

 Dr. Koerner et al. regard HAM-A as problematic—that it is 
an observer-rated instrument and may therefore be related to 
allegiance effects and other related factors that can influence 
results. However, in our study, HAM-A was applied by trained 
raters blind to the treatment conditions. For this reason, al-
legiance effects and other related factors were controlled for 
in the analyses.

We are pleased to see the use of HAM-A being critically dis-
cussed. However, we would be content to see this discussion 
not only applied to studies of psychotherapy but to studies of 
pharmacotherapy as well.
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