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Comparative efficacy ofcognitive
and behavioral treatment of OCD
Maureen L. Whittal, Peter D. Mclean, Dana
Thordarson, Steven Taylor, William 1 Koch, 6­
Randy Paterson, University ofBritish
Columbia and UBC Hospital

Obsessive-compulsive disorder (OCD) was
once thought to be a chronic disorder, unre­
sponsive to treatment However, in the past 25
years, psychosocial treatment, primarily
exposure and response prevention (ERP), has
been successful in the treatment of OCD.
Approximately 70% of people who complete
treatment receive some benefit and maintain
their gains over time (Foa, Steketee, & Ozarow,
1985). However, approximately 20-30% of
people who present for treatment either refuse
to begin treatment or drop out (Stanley &
'furner, 1995). Moreover, the majority of those
people who do benefit from treatment con­
tinue to experience residual symptoms upon
termination of 12-16 sessions of behavior
therapy.

Salkovskis (1985, 1996) introduced a
contemporary cognitive-behavioural theory
and treatment for OCD. The theory rests on
the cornerstone that intrusive thoughts are
essentially a universal experience. When these
thoughts, images, or urges are appraised in a
threatening or personally significant way, it
leads to the urge to neutralize or to engage in a
behavior that reduces the perceived threat or
personal significance. These appraisals are the
target for treatment Salkovskis (1985, 1996)
and others have reasoned that altering apprais­
als and beliefs, and not exclusively relying on
habituation, will further improve upon the
efficacy of treatment and make it easier to
tolerate, thereby decreasing the drop/refusal
rate.

The aim of the current study was to test the
efficacy of Cognitive Behaviour Therapy
(CBT) for OCD in a group setting while
comparing it to standard behavior therapy.
Sixty-three people completed 12 consecutive
weeks of group treatment (2.5 hours each
week) (31 people in the CBT condition and 32
people in the ERP condition). After two
individual assessment sessions, subjects were
randomized to ERP or CBT. Half of the

subjects in each condition received immediate
treatment and the other half received treat­
ment after a 3-month delay. Questionnaire
packets and structured interviews were
completed at pre treatment, post-, treatment,
and 3 months after termination. The inter­
ested reader is referred to Whittal and McLean
(in press) for a description of the CBT proto­
col and van Noppen et al. (1997) for a descrip­
tion of the ERP protocol.

For each of the dependent variables,
subjects remained stable during the wait-list
and there were no significant between group
differences at pre-treatment Most impor­
tantly, severity of OCD symptoms (as assessed
by the Yale-Brown Obsessive-Compulsive
Scale, YBOCS; Goodman et al., 1989) signifi­
cantly declined during treatment There was,
however, no significant difference between the
groups at post-treatment At the three month
follow-up, the CBT group had slipped slightly
whereas the ERP group had either maintained
their gains or improved upon them slightly
which produced a significant group difference.

Scores on the Inventory of Beliefs Related
to Obsessions, Thought Action Fusion Scale,
and the Responsibility Scale declined signifi­
cantly during treatment and people main­
tained their gains at follow-up, but there was
no significant group difference. Using diagnos­
tic status as a measure of treatment success, an
advantage emerged for ERP over CBT. Surpris­
ingly, significantly more people refused CBT
compared to ERP, however, once treatment
had begun, significantly more people dropped
out of ERP compared to CBT. As expected,
there were significantly more refusers in the
delay condition compared to immediate
treatment Post-hoc tests revealed that drop­
outs had significantly higher pre-treatment
YBOCS and Beck Depression Inventory scores
compared to completers.

Overall, the results indicate that OCD is
amenable to group treatment The question of
differential efficacy based on type of psychoso­
cial. treatment remains to be answered. It may
be that method of treatment delivery is
particularly important for CBT as it is difficult
to identify and challenge idiosyncratic cogni­
tive processes in the context of group treat­
ment
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Phenomenology,epidemiology,
assessment, treatment, and new
research on panic disorder
Janel G. Gauthier, Universite Laval

In recent years, panic disorder has become one
of the most researched syndromes in psycho­
pathology. It has also been a topic of intense
controversy, with sharp disagreements along
disciplinary lines among biological psychia­
trists, cognitive-behavioural psychologists, and
epidemiologists concerning its syndromal
validity, epidemiology, etiology, and ~eatment

This presentation reviewed information on the
phenomenology of panic as well as the
research on the prevalence and incidence of
panic disorder and agoraphobia in the popula­
tion. The advantages and disadvantages of the
assessment measures recommended by the
U.S. National Institute of Mental Health were
discussed.

An overview of the psychological and
psychopharmacological treatments were
presented and have been described in the
references below. The acceptability of the
treatment to the patient and family members,
the impact on the patient's quality of life,
including functional impairment, the time
needed to show results, the cost of treatment,
and the ease with which the treatment can be
taught to professionals and made availa~le to
the public was considered when comparmg
the effectiveness of various treatment ap­
proaches. The presentation ended with a look
toward future developments.
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PosttraumaticStress Disorder:
Prevention,exacerbation, and
treatment
William ]. Koch, Ingrid Fedoroff, Nichole
Fairbrother, Ingrid Sochting,
Steven Taylor, 6- Grant Iverson, University of
British Columbia and LJBC Hospital

Posttraumatic Stress Disorder (PTSD) is a
highly prevalent mental health condition
resulting from traumatic injury or life­
threatening experiences. In terms of lifetime
prevalence, PTSD is a mental health problem
affecting more than 5 percent of adults, with a
disproportionately higher prevalence in
women. The most common precipitants of
PTSD are motor vehicle accidents (MVAs) and
sexual assault. Because the precipitants of
PTSD are wellknown, preventive interventions
offer hope for reducing the prevalence of this
condition. The most common preventive
intervention related to PTSD at this time
involves rape prevention programs that are
very common on university campuses.

Prevention of rape
Many rape prevention programs attempt to
change beliefS or attitudes that are assumed to
be risk factors for sexual assault. Alternatively,
a rape prevention program may attempt to
build behavioural skills that inoculate women
against sexual assault. Our central thesis is that
too much emphasis in rape prevention has
been placed on attitude/belief change and

insufficient energy devoted to skill develop­
ment.

Some attitude change programs have found
pre-post attitude changes on measures of
rape-myth acceptance, sex-role stereotypes,
and acceptance of interpersonal violence.
There appear to be a significant rebound
effects in attitudes found at one or two month
follow-up in some studies. Didactic interven­
tions may have weak effects on the incidence
of sexual assault because they focus on
attitudes and information rather than
some of the main behaviors that may

be related to
sexual assault. In­
vestigations using
any type of
behavioral change
or rates of victimi­
zation as outcome
measures in this
area are rare.

The research on
resistance strategies
and their relation-
ship to rape avoid-
ance is all of a retrospective nature and
involves post-trauma interviews of victims
of attempted and completed rape to deter­
mine the behavioural differences between
these two groups. These studies have found
that physical resistance is consistently
associatedwith rape avoidance, forceful
verbal resistance has been consistently
related to rape-avoidance, nonforceful
verbal resistance has been consistently
shown to be ineffective, use of multiple rape
resistance strategies is associated with
successful rape avoidance, and immediacy of
resistance predicts rape avoidance. Given the
results of retrospective studies of rape
resistance, it is logical to integrate self-defense
training for women into rape prevention
programs. Evaluation of the effects of these
programs on future experience of sexual assault
has not yet been evaluated. The empirically
supported risk factors for rape victimization
include alcohol and drug use,
miscommunication and sexual assertiveness
deficits, and deficits in danger recognition.
While strategies to intervene in these areas
hold out a promise for prevention, a great
deal of work needs to be done to evaluate
the impact of these interventions.
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Treatment of Posttraumatic Stress Disorder
Treatment outcome studies with respect to
PTSD have blossomed over the past two
decades. ShellyVan Etten and Steve Taylor (in
press) recently completed a meta-analyis of 61
treatment trials for PTSD. primarily having to
do with combat veteran or crime-related
PTSD. Within this meta-analysis. the psycho­
logical treatments generally fared better than
the drug treatments. and the behaviorally
oriented treatments fared better than the non­
behaviorally oriented treatments.

However. to date there have been no
controlled trials for PTSD resulting from
motor vehicle accidents. We are currently
conducting a controlled trial of cognitive­
behavioral therapy for NAVA-PTSD. Other
controlled trials of behavioral or cognitive
therapy for MVA-PTSD are also taking place in
New York (Ed Blanchard's clinic) and Oxford
(David Clark's clinic).

The study design is a comparison of CBT
versus a wait list control. The WL controls are
reassessed after 12 weeks and then commence
treatment. Our preliminary results are based
on a comparison of 6 treatment completers
and I I wait list controls.Our big success story
was on selfreported avoidance with an effect
size of over 2 standard deviations for the
treatment group. This was offset somewhat by
an effect size over 1.0 for the wait list control
suggesting that these patients were gradually
remitting even on the wait list. However. all
other treatment effect sizes are quite modest.
These are disappointing preliminary results.
While we hope these results improve as we
treat more patients. we are prepared to admit
that our treatment does not fully address the
diverse difficulties faced by this particular
population of PTSD sufferers. We suspect that
there are several factors associated with MVA­
PTSD that are relatively unique among the
anxiety disorders and may explain their
modest response to treatment.

Factors that maintllin or exacerbate Posttraumatic
Stress DIsorder
Predictors of PTSD can be roughly categorized
into (a) victim characteristics preceding the
trauma (predisposingJactors). (b) characteris­
tics of the traumatic event (including the
victim's immediate subjective response to the
trauma, objective severity'of the trauma.
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severity of physical injuries caused by the
trauma - eventfactors). and (c) post-trauma
coping by the victim or posttrauma stresses.
The post-event variables that have been
associatedwith psychological disturbance
include: litigation/compensation status. slow
recovery from physical injuries. post-trauma
pain severity. avoidant coping style, low social
support. maladaptive emotions such as guilt or
anaer. and recent trauma to family munbers.
Our group is continuing to study factors
related to treatment outcome with a particular
emphasis on litigation stress.
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Exposure in the treatment of anxiety
disorders: Principles and clinical
applications
Michel]. Dugas, Ph.D., Concordia University, Department ofPsychology
Josee Rheaume, Ph.D., H6pital H6tel-Dieu de Levis, Departemetttde Psychiatrie

)

The purpose of this paper is to summarize the
workshop we had the pleasure of presenting at
CPA 1998. The workshop was divided into
five sections: (1) Facts about exposure, (2)
Preparing the client for exposure, (3) Princi­
ples of exposure, (4) Exposure methods, and
(5) Common problems. Each one of the
sections is briefly described below.

Facts about exposure. Exposure is an
essential treatment component for most (if
not all) anxiety disorders and empirical
evidence clearly indicates that exposure-based
therapies are highly effective (Rachman, 1996).
Exposure methods have considerably evolved
over the past 10 years; in many cases, the
targets of exposure are now more highly
related to ideographic case formulations (e.g.
Freeston et al., 1997).

Preparing the client Anxiety information.
Unfortunately, exposure-based therapies have
at times been associated with high dropout
rates. We believe that providing appropriate
information about anxiety in the context of
exposure can help decrease dropout rates. The
primary goal of providing anxiety information
is to facilitate acceptance and adherence to the
exposure procedures. At the very least,
therapists should inform their clients that
anxiety is not physically dangerous in the
short term (as always, this issue led to an
interesting discussion during the workshop)
and that the intensity of anxiety reactions is
limited (i.e. there is a "ceiling" effect). We have
found that using graphs that depict anxiety
level over time is quite helpful in presenting
the notions of avoidance, escape, neutraliza­
tion and exposure.

Principles ofexposure. Ideally, exposure
should be prolonged, repeated and functional.
It should be prolonged because decreases in
anxiety often do not occur unttU0 to 45
minutes of the exposure session h~vefIapsed.
We ask our clients to remain in the fearful

situation until their anxiety level returns to
normal, which can be anywhere from 30 to 90
minutes. Exposure should also be repeated,
with relatively short time intervals between
exposure sessions. Clients should try to carry
out at least one exposure session a day to
optimize the benefits of exposure. Finally,
exposure should also be functional, that is to
say it should be devoid of all avoiding and
neutralizing activities. Therapists should keep
in mind that it may take some practice before
exposure truly becomes functional and that
clients often need much support during the
early stages of exposure therapy.

Exposure Methods. In vivo exposure is
typically used for specific phobia, agorapho­
bia, obsessive-compulsive disorder and social
phobia. In many cases, a "phobic companion"
may be of great use in facilitating (but not too
much!) initial exposure sessions. Clients need
to learn to monitor their thoughts during in
vivo exposure because cognitive avoidance will
of course decrease its effectiveness. Many of
our agoraphobic clients have reported imagin­
ing themselves elsewhere when being in
exposure situations (e.g. "seeing" oneself at
home when one is carrying out an exposure
session at the shopping center). Interoceptive
exposure is typically used for panic disorder.
However, it may be quite useful for all anxiety
disorders when anxiety information is insuffi­
cient to dispel clients' fears about anxiety.
Hyperventilating, breathing through a straw,
spinning in a chair and stair climbing are
examples of interoceptive exposure exercises.
Finally, cognitive exposure is often used for
generalized anxiety disorder, obsessive­
compulsive disorder and posttraumatic stress
disorder. It may be therapist-directed or sdf­
directed (by imagining the feared situation,
reading about it or listening to a looped
audiotape describing it). Cognitive exposure

Continued on next page
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Imagery training may be a
helpful adjunct to exposure

therapy.

Contlnued from previous page
methods have rapidly evolved over the past
decade and have proven quite helpful in
extending the scope of exposure-based
therapies (Dugas & Bouchard, 1997).

Common problems. The first common
problem with exposure occurs when a client
shows no anxiety response during the expo­
sure session. For all methods of exposure (in
vivo, interoceptive and cognitive), the expo­
sure target may need to be redefined. We have
found that subtle changes in the exposure
target have led to surprising increases in
anxiety responses for many of our clients. If a

client shows no
anxiety response
when carrying out
cognitive exposure,
he/she may have
difficulty generating
the fearful image. In
such cases, imagery

training may be a helpful adjunct to exposure
therapy (see e.g. Craske, Barlow, & O'Leary,
1992). A second common problem with
exposure occurs when the client's anxiety level
does not decrease during prolonged exposure.
In this case, the therapist should carefully look
for all types of neutralization as all effortful or
voluntary activity used by the client to control
the image impedes truly functional exposure.
A final (very) common problem occurs when
clients report that after a number of exposure
sessions, the exposure "doesn't work anymore"
because their anxiety level no longer rises in
response to being exposed to the fearful
stimulus. In many cases, what clients fail to
recognize is that the exposure has in fact
"worked".
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Empirically Supported Treatments in Psychology ­
Response to the Discussion Document

Thank you for taking the time to review the enclosed discussion document on empirically supported
treatments in psychology. The section executive felt it was essential to obtain feedback from the full
membership on the views and recommendations in this document, in order to guide future policy and
development of this initiative in Canada. This document does not represent the final position of this section
or CPA, at this time. To simplify the response process, we ask you to answer the questions below. Of
course, you do not have to limit your response to those questions. You are welcome to write or email
additional comments. Send your replies no later than December 15,1998.

Please return the questionnaire to:
Dr. Lome Sexton, Section Chair
M5 McEwen Building
St. Boniface General Hospital
409 Tache Avenue
Winnipeg, MB. R2H 2A6

or email your responses to:
Dr. Lesley Graff, member-at-Iarge
Igraff@exchange.hsc.mb.ca

1. Do you agree in principle with the need for evidence-based or
empirically supported psychological treatments?

2. Do you have any general concerns regarding the empirically supported
treatment (EST) initiative?
If yes, please describe (use additional pages if needed).

3. Do you have any specific concerns regarding the task force report?
If yes, please describe below (use additional pages if needed).

Yes

Yes

Yes

No

No

No

4a. The task force report lists twelve recommendations (pages 22-24) for future action by Canadian
psychology. Please indicate your support or disagreement for each individual recommendation. The
recommendations are briefly stated below; please review the full text of the recommendations in the
report. The Section on Clinical Psychology should:

1) endorse APA's work on ESTs Yes No
2) encourage CPA to have Canadian representation on APA

Task Force committees Yes No
3) encourage CPA to have Canadian representation in APA practice

gUidelines meetings or develop our own practice guidelines Yes No
4) encourage training in ESTs for doctoral & internship programs Yes No
5) encourage development of continuing education in ESTs Yes No

6) encourage knowledge & training in ESTs as a registration requirement Yes No

7) inform government health ministries about the use and limitations of
NoESTs and promote funding for those services Yes

continued on next page...



8) inform health insurance companies about the use and limitations
of ESTs Yes No (

9) develop a clear public statement on the importance of evidence
based treatment, but limitations in routine practice Yes No

10) encourage CPA to implement accreditation criterion and continuing
education opportunities in outcome evaluation. Yes No

11) encourage national data base on treatment outcome to assess
practice effectiveness Yes No

12) lobby granting agencies for funding support for treatment efficacy
and effectiveness research Yes No

4b. If you answered "no" to any of the above recommendations, please indicate which recommendation(s)
and elaborate on your response in the space provided below. If you answered "yes", but would like to
qualify your support of a particular recommendation, please indicate the recommendation(s) and
elaborate on your response. Use additional space if needed.

5. What should be the next step for the section executive with regard to the task force report on empirically
supported treatments and Canadian psychology?

a) Further discussion at the annual business meeting at CPA Yes No
b) Panel discussion/presentation in conversation session at CPA Yes No (
c) Accept the report in full and recommend to CPA as policy Yes No
d) Accept the report in full, but proceed with only some of the

recommendations, depending on the response from the members Yes No
e) Other suggestions

6. Please use the remaining space for any further comments, questions or concerns. Append pages if
needed.

Thank you for your time and your input.


