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062 Abstract
063 Background: The present study was designed to veri-
064 fy the efficacy of cognitive-behavioral group therapy
065 (CBGT) in reducing obsessive-compulsive symptoms
066 and the intensity of overvalued ideas, as well as in
067 improving the patient’s quality of life. Methods: Forty-
068 seven patients meeting DSM-IV criteria for obsessive-
069 compulsive disorder (OCD) were randomly assigned to
070 either 12 weekly CBGT sessions or a waiting list (control
071 group). Treated patients were followed for three months.
072 Results: There was a significant reduction in the Yale-
073 Brown Obsessive-Compulsive Scale (p ! 0.001), in the
- 074 National Institute of Mental Health Obsessive-Compul-
075 sive Scale (p ! 0.001), in the Overvalued Ideas Scale (p !
076 0.001), and a significant improvement in the quality of
077 life in the four domains of the World Health Organization
078 Quality of Life Assessment Scale: physical (p ! 0.001),
- 079 psychological (p ! 0.017), social (p ! 0.018) and environ-
080 mental (p ! 0.04). No significant reduction was found in
081 the Hamilton Rating Scale for Anxiety (p = 0.111) and the
082 Hamilton Rating Scale for Depression (p = 0.271). The
083 concomitant use of anti-obsessional medications did not
084 influence the results. The rate of improved patients was
085 69.6% in the treated group and 4.2% in the control group
086 (p ! 0.001). The therapeutic gains were maintained and
- 087 an additional reduction in symptoms was observed dur-
- 088 ing the 3-month follow-up period. Conclusions: The re-
- 089 sults suggest that CBGT is effective in reducing the inten-
090 sity of OCD symptoms and of overvalued ideas, and that
091 it improves the OCD patient’s quality of life in a short
092 period of time.
093 Copyright © 2003 S. Karger AG, Basel

097 Introduction

099 Behavior therapy of exposure and response prevention
100 (ERP) and pharmacotherapy are the treatments of choice
- 101 for obsessive-compulsive disorder (OCD) [1]. Many pa-
- 102 tients, however, do not adhere to ERP, drop-outs are com-
- 103 mon, and response is poor when obsessions are not fol-
104 lowed by rituals and when the beliefs about obsessions are
105 overvalued. On the other hand, a limited reduction of
- 106 symptoms, side effects, and frequent relapses are the limi-
107 tations of drug therapy.
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117 Cognitive techniques [2–5] and group therapy [6–8]
118 have been proposed to enhance response and adherence
- 119 to psychotherapy and make it available to a greater num-
120 ber of patients at a lower cost. Few controlled studies,
121 however, have assessed the efficacy of group treatment so
122 far. Falls-Stewart et al. [7] showed that behavioral group
123 therapy was as effective as individual behavior therapy in
124 reducing OCD symptoms. McLean et al. [9] compared
125 cognitive group therapy with ERP group therapy. ERP
- 126 was marginally more effective than cognitive group thera-
127 py at the end of treatment and at 3 months follow-up.
128 Controlled studies using both approaches in one group at
129 the same time were not found.
130 The primary goal of our study was to verify the efficacy
- 131 of cognitive-behavioral group therapy (CBGT) in reduc-
132 ing OCD symptoms. The secondary goal was to verify the
133 efficacy of CBGT in reducing the intensity of overvalued
134 ideas and improving quality of life; we further wanted to
135 evaluate whether the concomitant use of anti-obsessional
136 medication influences the results.

139 Method

140 Study Design
141 The study was carried out using a single-blind, parallel group
142 design. Subjects were randomly allocated to CBGT or to control
143 groups using a computer-generated list of random numbers provided
144 by an independent statistician. The random allocation was done by a
145 researcher not involved in the clinical trial.

147 Subjects
148 Subjects were recruited by means of advertisements on local
- 149 radios, TV programs and newspapers. The initial evaluation was per-
150 formed by an experienced psychiatrist using a structured clinical
- 151 interview and the diagnostic instrument Mini-International Neuro-
152 psychiatric Interview (MINI) [10, 11].
- 153 Inclusion criteria were: OCD diagnosis according to DSM-IV cri-
- 154 teria, age between 18 and 65 years, Yale-Brown Obsessive-Compul-
- 155 sive Scale (Y-BOCS) score 616, no use of anti-obsessional medica-
156 tion or use of a stable dose for at least 3 months prior to entering the
157 study, and willingness to participate in 12 CBGT sessions. Sixty-five
- 158 patients were evaluated, 47 were selected and 18 excluded. The rea-
159 sons for exclusion were: depression with suicide risk (n = 2), OCD
160 initiated after traumatic brain injury (n = 1), severe social phobia (n =
161 2), mental retardation (n = 1), severe anorexia nervosa (n = 1), severe
162 personality disorders (n = 2), and a score !16 on the Y-BOCS (n = 3).
163 Six patients, although suitable, refused treatment. Of the 47 selected
164 patients, 23 were assigned to treatment with CBGT for 12 weeks and
165 24 to a waiting list (control group) during the same period. Two
166 patients (4.3%) dropped out: one from the treatment group (after the
167 third session) because he had severe symptoms of anxiety during
168 ERP homework exercises, and one from the control group (did not
169 attend the final evaluation). The study was approved by the local
170 ethics committee. Written informed consent was obtained from all
171 patients before entering the study.
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182 Assessment
183 The following scales were used to evaluate outcomes:
- 184 The Y-BOCS [12] was used to assess the intensity of OCD symp-
- 185 toms. It comprises 10 questions: five for obsessions and five for com-
186 pulsions, with scores from 0 to 4 (total score range: 0–40).
187 The National Institute of Mental Health Obsessive-Compulsive
188 Scale (NIMH-OC) was used to assess the global severity of OCD
189 symptoms. Range: 1–15, divided into five subscales: minimal, sub-
190 clinical, clinical, severe and very severe [13].
191 Hamilton Rating Scale for Anxiety (HamA) was used to measure
192 the severity of anxiety symptoms (range: 0–56) [14].
193 The 17-item version of the Hamilton Rating Scale for Depression
194 (HamD) was used for measuring the severity of depressive symptoms
195 (range: 0–52) [15].
196 The Overvalued Ideas Scale (OVIS) was used to measure the
- 197 intensity, rigidity and insight of related beliefs. It consists of 10 ana-
198 log subscales, with 10 points each. The final score is divided by 10
199 (range: 0–10) [16].
200 The World Health Organization Quality of Life Assessment –
201 Abbreviated Version (WHOQOL-BREF) was used to assess four
- 202 domains of quality of life: physical, psychological, social and envi-
203 ronmental. An SPSS program was used to calculate the final scores in
204 each domain.
205 Patients of both groups were rated by three independent raters,
- 206 blinded for patient group allocation, before the beginning of the treat-
207 ment and after the fourth, eighth and twelfth sessions, except for
208 WHOQOL-BREF, which was self-administered at the beginning and
209 the end of treatment, as well as at follow-up. In addition, treated
210 patients were evaluated in the first, second and third months post-
211 treatment.

213 Procedures
214 The study was conducted in three successive periods of 12 weeks,
215 with one treatment and one parallel control group at each time.
216 Groups had eight patients each, except for one treatment group that
- 217 had seven participants. All sessions were conducted by the same ther-
218 apist, assisted by a co-therapist, both specialized in psychiatry and
219 with a CBT experience of at least 10 years. Patients in the control
220 group were offered the same treatment after the waiting period, but
221 these data were not included in the present study.
222 The treatment emphasized psycho-education, ERP techniques
223 [17–19], cognitive techniques to change dysfunctional beliefs [2–5,
224 19], and group techniques [8, 20–22].
225 CBGT consisted of 12 two-hour sessions, carried out once a week
226 according to a protocol previously tested [23]. The treatment opened
227 with a presentation of OCD symptoms, the rationale of ERP therapy
228 and treatment targets, followed by demonstrations and practical
- 229 ERP exercises. In the subsequent sessions, commonly held dysfunc-
- 230 tional beliefs about OCD were explained [24] and cognitive tech-
231 niques for their corrections [2, 3, 19, 25] were given, followed by
232 practical exercises of ERP and cognitive restructuring. At the end of
233 each session, homework exercises were assigned to each patient. In
234 the final sessions, the focus was on strategies for relapse prevention.
235 The control waiting list patients were not given any information or
236 expectations of improving during the waiting period.
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247 Statistics
- 248 Baseline data were compared between groups in relation to demo-
249 graphic variables, severity of symptoms, quality of life and use of
250 anti-obsessional medication using a t test for continuous variables
251 and the ¯2 test for nominal variables. Outcome variables were
252 assessed in both groups using repeated measures ANOVA with the
253 scores obtained at four different moments during treatment. In the
254 treatment group, 23 patients were scored at baseline, and 22 patients
255 at the 4th, 8th and 12th week; 24 patients in the control group were
256 evaluated at baseline, at the 4th and 8th week, and 23 at the 12th
257 week. The last-observation-carried-forward approach was adopted
258 for continuous data. ¯2 test was used for dichotomic data (improved
- 259 versus non-improved). The criterion for improvement was a reduc-
260 tion of 635% on the Y-BOCS [24] at end point. An intention-to-treat
261 approach was used for patients who dropped out, labeled non-
262 improved. Significance level was set at · ^ 0.05 (two-tailed).

265 Results

267 Baseline Data
268 The sample included 24 women and 23 men; mean age
269 was 36.5 years (SD = 12.8). Patients had symptoms for a
270 mean of 21.1 years (SD = 11.2); mean age at onset was
271 14.7 years (SD = 6.64). Onset was gradual and not related
272 to any stress factor in 70.2% of the cases.
273 Twenty-one patients (44.7%) – 10 in the treatment
274 group and 11 in the control group – were using and had
275 stabilized under anti-obsessional drugs in variable doses
276 and for different periods of time (from 3 months to 12
277 years, mean = 20 months, SD = 24.4 months). Medication
278 and doses were not different between the two groups and
- 279 were not modified during treatment and the 3-month fol-
280 low-up. The medication used was clomipramine in 7
- 281 patients (75–250 mg/day, mean = 142.5 mg/day), fluoxe-
282 tine in 10 patients (20–80 mg/day, mean = 47 mg/day),
- 283 sertraline in 2 patients (50 and 100 mg/day), and paroxe-
284 tine in 2 patients (20 and 60 mg/day).
285 No significant differences were observed at baseline
- 286 between the treated and the control groups regarding gen-
287 der, age, OCD duration, age at onset, scores assessing
288 OCD severity, anxiety, depression, overvalued ideas and
289 quality of life. Patients using anti-obsessional medication
290 (n = 21) were homogeneously distributed between the two
291 groups and presented slightly higher Y-BOCS mean
- 292 scores at baseline; however, these differences were not sig-
293 nificant. Mean Y-BOCS scores were 28.7 (SD = 4.5) in the
294 treatment group and 26.4 (SD = 5.6) in controls (t = 1.005,
295 d.f. = 19, p = 0.328). Mean Y-BOCS scores in patients
296 without medication (n = 26) were 25.2 (SD = 4.7) in the
297 treatment group and 23.2 (SD = 4.5) in the control group
298 (t = 1.066, d.f. = 24, p = 0.297).
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309 Treatment Effects
- 310 Repeated measures ANOVA showed a significant in-
311 teraction between time and treatment for the following
312 outcome variables: Y-BOCS (F = 14.01, d.f. = 3.45, p !
313 0.001); Y-BOCS Compulsions subscale (F = 6.38, d.f. =
314 3.45, p ! 0.001); Y-BOCS Obsessions subscale (F = 10.88,
315 d.f. = 3.45, p = 0.001); OVIS (F = 11.06, d.f. = 3.45, p !
316 0.001); NIMH-OC (F = 13.7, d.f. = 3.45, p ! 0.001). No
317 significant interaction between time and treatment was
318 found in HamA (F = 2.04, d.f. = 3.45, p = 0.111) and
319 HamD (F = 1.3, d.f. = 3.45, p = 0.271). By the 8th week,
320 the treated group had significantly improved on the Y-
321 BOCS, its obsessions and compulsions sub-scales, and on
322 the NIMH-OC rating scales compared with the waiting
323 list group. Improvement on the OVIS was also statistically
324 significant by the 12th week of treatment. Mean Y-BOCS
325 scores for the four measurement points are presented in
326 figure 1. Baseline and end point scores in the control and
327 in the treated group are presented in table 1.

329 Clinical Relevance
330 The rate of improved patients (reduction of 635% on
331 the Y-BOCS) was 69.6% in the treated group and 4.2% in
332 the control group (¯2 = 21.757, d.f. = 1, p ! 0.001).
333 Improvement odds ratio for treated patients was 16.69
334 (95% CI = 2.2–115.9), and 0.318 (95% CI = 0.17–0.592)
335 for controls; 47.8% of patients presented sub-clinical or
336 mild levels of symptoms (Y-BOCS !16) at end point, and
- 337 none was from the control group. The effect size of treat-
- 338 ment on the Y-BOCS was calculated according to the fol-
339 lowing formula:

339 ES = 
x2 – x1

341 √s12 + s22 – 2r12s1s2

343 where x1 = pre-scores; x2 = post-scores; s1 = standard
344 deviation of pre-scores; s2 = standard deviations of post-
345 scores; r12 = Pearson correlation between pre- and post-
346 scores [26]. It was 1.33 in the treated group and 0.43 in the
347 control group.

349 Associated Use of Anti-Obsessional Medication
350 No significant differences were observed at end point
351 between treated patients and controls in relation to the
352 concomitant use of anti-obsessional medications. Final
353 Y-BOCS scores, means, t and p values were as follows:
354 (1) treated patients with medication: mean = 16.0 (SD =
355 9.6); without medication: mean = 14.4 (SD = 6.4), t =
356 0.485, d.f. = 21, p = 0.633; (2) controls with medication:
357 mean = 25.2 (SD = 6.2); without medication: mean = 21.5
358 (SD = 4.4), t = 1.723, d.f. = 22, p = 0.099. Differences in
359 the other variables were not significant either.
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370 Follow-Up
371 At the end of the 12 weeks of treatment, 22 treated
372 patients were followed for 3 months. Post-treatment
373 mean scores were compared with the scores obtained at
374 follow-up (two-tailed t test). A significant reduction on the
375 Y-BOCS, Y-BOCS obsessions subscale and the OVIS was
376 observed (table 1). On the other hand, the rate of patients
- 377 presenting a reduction of 635% on the Y-BOCS in-
378 creased from 69.6% at the end of treatment to 73.9% 3
379 months later, and the rate of patients with mild or sub-
380 clinical symptoms (!16 on the Y-BOCS) increased from
381 47.8 to 65.2% in the same period. These results suggest
- 382 that therapeutic gains were maintained and that an addi-
383 tional reduction in symptoms occurred during the 3-
- 384 month follow-up period. This effect was particularly evi-
385 dent for obsessions and overvalued ideas.

388 Discussion

390 The results of the present study show that CBGT
391 reduces the intensity of obsessive-compulsive symptoms.
392 In addition, it reduces the intensity of overvalued ideas
393 and improves the quality of life of OCD patients. None of
394 these improvements was observed in the control group. A
- 395 3-month follow-up of the treated group showed that a fur-
396 ther improvement occurred after treatment, with a greater
397 number of patients being considered improved (from 69.6
398 to 73.9%) and with mild or sub-clinical symptoms (from
399 47.8 to 65.2%). These results suggest that the effects of
400 CBGT persist, and that further therapeutic effects may
401 develop over time.
402 The 69.6% rate of improved patients was higher than
403 that observed with pharmacological treatment (from 51 to
404 60%) using similar criteria [27]. The calculated effect size
405 was 1.33, which is higher than the results reported by
406 recent studies: 0.82 for serotonin reuptake inhibitors, 0.99
407 for ERP therapy, and 1.07 for ERP associated with anti-
408 obsessional medication [28]; 0.79 and 1.01 for CBGT
409 open trials [6, 21]. The effect size of the present study was
410 smaller than the 2.10 achieved by Falls-Stewart et al. [7,
411 8]. This may be due to the fact that there were some
- 412 important differences between the two studies: we in-
413 cluded patients with severe symptoms (30% of patients
414 had initial scores 630 on the Y-BOCS); our initial mean
415 score was 26.7, compared to 22.1 in Falls-Stewart et al.’s
416 study [7]; we used only 12 weekly sessions and included
417 patients with major depression and several comorbidities,
418 while in the study of Falls-Stewart et al. such patients were
419 excluded, and sessions were held twice a week (total of 24
- 420 sessions). In addition, in the present study, cognitive ther-
421 apy was used in association with ERP techniques.
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- 431 The associated use of medication was maintained dur-
432 ing our study and apparently did not influence the results.
433 No differences were observed in the two groups at end
- 434 point in relation to the concomitant use of anti-obsession-
- 435 al drugs. The small subsamples of patients with and with-
436 out medication and the low doses used by some of our
- 437 patients, eventually not appropriated, limit the generali-
438 zation of the results of the present study. On the other
439 hand, a significant reduction in the symptoms of patients
- 440 who had not satisfactorily responded to previous treat-
441 ments with anti-obsessional medications was observed.
- 442 This fact is in agreement with the results recently de-
443 scribed by Simpson et al. [29], who showed a reduction in
- 444 OCD symptoms after cognitive-behavioral therapy in pa-
- 445 tients who remained symptomatic even while using medi-
446 cation at appropriate doses and time. Thus the present
- 447 results suggest that CBGT promotes further clinical bene-
448 fits to patients already being treated with drugs, and that
449 it can be added to pharmacotherapy at the beginning or
450 any other point during the treatment. It is possible that
451 the reduction of symptoms achieved by this method
- 452 occurs in a different way from that obtained by medica-
- 453 tion: changes in serotonergic function. Cognitive-behav-
454 ioral therapy acts by correcting faulty learning, rituals and
455 avoidance behavior, thus neutralizing or reducing anxiety
456 associated with obsessions and changing dysfunctional
457 beliefs, all considered to have an important role in the
458 etiopathogenesis, maintenance and relapse prevention of
459 the disorder [19].
460 We observed a reduction in the intensity of overvalued
461 ideas during treatment as well as during the follow-up
- 462 period. The intensity of obsessions was also lower at fol-
463 low-up – this aspect was not addressed in previous studies
464 on CBGT. Although obsessions were considered difficult
465 to treat with ERP techniques, more positive results have
466 recently been reported with individual cognitive therapy
467 [5] than with behavior therapy [30, 31]. Our results show
468 that these improvements also occur with CBGT, and are
- 469 possibly favored by the intensive use of cognitive tech-
470 niques, considered very useful by the patients at the end
- 471 of treatment. In spite of such benefits, cognitive tech-
472 niques are not often used in OCD therapy in the present
473 days.
- 474 Even though our patients presented a significant re-
475 duction in symptoms, from a moderate/severe to a mild/
476 sub-clinical level by the end of treatment, over 50%
477 remained symptomatic. These patients usually did not do
478 their homework exercises due to intense beliefs regarding
479 the danger of doing exposure and response prevention. It
480 is also possible that intense beliefs per se might not have
481 reduced the homework, rather, they could reflect more
482 severe OCD and thus more discomfort during ERP, in
- 483 turn diminishing the amount of homework done. Evi-
484 dence suggests that OCD is a heterogeneous disease, with
- 485 differences in individual biological and psychological sus-
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495 ceptibility in the clinical presentations and in the severity
496 of symptoms. These differences may influence adherence
497 and response to treatment [32]. How to cope with these
498 difficulties remains a challenge in clinical practice and an
499 issue yet to be completely clarified.
500 Our results showed improvement in the quality of life
501 in the four domains evaluated by WHOQOL-BREF,
502 probably as a consequence of the overall reduction in
503 symptoms achieved with the therapy. As far as we know,
504 our study is one of the first to confirm improved quality of
- 505 life in OCD patients after CBGT. This aspect must be tak-
506 en into account when the cost-benefit ratio of this kind of
507 treatment is considered.
508 Another aspect that must be emphasized is the high
509 level of session attendance observed in our study: only 1
510 patient dropped out of the treated group (4.3%). Usually,
511 5–30% of patients refuse to start or do not complete an
512 adequate trial [33], and the estimated drop-out rate for
513 individual ERP therapy in a recent meta-analysis was
514 16.7% [28]. It is possible that unique therapeutic factors
- 515 found in group treatment, such as universality by the real-
- 516 ization that other people have the same problems, inter-
- 517 personal learning trough observation, experiencing al-
518 truism by offering and receiving support, and especially
519 group cohesiveness, increases the patients’ motivation to
520 do homework exercises and adhere to treatment [20–22].
- 521 Finally, it is important to highlight the cost-effective-
522 ness of CBGT compared with individual psychotherapy,
523 especially in public health care services, since it enables
524 the treatment of a greater number of patients during a
525 short period of time.
- 526 In conclusion, our data suggest that CBGT of 12 week-
527 ly sessions reduces OCD symptoms and overvalued ideas,
528 maintains an improved quality of life and enables the
529 simultaneous treatment of a greater number of patients, at
530 lower costs. We also suggest that patients who do not
531 respond to anti-obsessional medication in a satisfactory
532 way may get additional benefit from CBGT.
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Fig. 1. Y-BOCS mean scores for treated patients and controls during
714 the 12 weeks of treatment.
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Table 1. Comparison of treated patients and controls at pre- and post-treatment and 3 month follow-up

Controls (n = 24)

pre post p1

Therapy group (n = 23)

pre post p1 3-month
follow-up

p2

Y-BOCS
741 Obsessions
742 Compulsions

24.7 (5.2)
11.7 (4.3)
13.0 (3.2)

23.2 (5.5)
11.5 (3.2)
12.9 (7.3)

0.070
0.458
0.916

26.7 (4.9)
13.1 (2.8)
13.0 (3.1)

15.1 (7.8)
7.6 (3.2)
7.5 (4.0)

!0.001
0.001

!0.001

12.1 (7.2)
5.9 (4.6)
6.1 (4.5)

0.039
0.018
0.061

767 NIMH-OC 8.0 (1.5) 8.0 (1.8) 0.770 8.6 (1.3) 5.2 (2.6) !0.001 4.6 (3.0) 0.179
776 OVIS 5.3 (15.4) 5.1 (15.3) 0.198 5.6 (13.9) 3.6 (16.8) !0.001 3.9 (1.2) 0.028
785 WHOQOL-BREF
786 Physical
787 Psychological
788 Social
789 Environmental

52.5 (12.3)
55.4 (15.0)
55.6 (21.9)
57.0 (12.4)

58.9 (16.5)
53.8 (15.7)
57.6 (20.4)
54.7 (14.4)

0.132
0.694
0.756
0.507

48.6 (14.0)
52.5 (12.4)
46.4 (19.1)
60.9 (14.5)

67.5 (12.8)
64.3 (19.1)
61.6 (18.4)
69.6 (13.5)

!0.001
0.017
0.018
0.040

58.3 (12.7)
58.5 (18.6)
56.2 (25.4)
69.3 (14.7)

0.02
0.343
0.457
0.569

822 Figures in parentheses are standard deviations.
823 1 Repeated measures ANOVA: differences between means in pre- and post-treatment scores.
824 2 Paired t test.
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