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Abstract

Objectives To compare the effectiveness of cognitive
behaviour therapy delivered by telephone with the
same therapy given face to face in the treatment of
obsessive compulsive disorder.

Design Randomised controlled non-inferiority trial.
Setting Two psychology outpatient departments in
the United Kingdom.

Participants 72 patients with obsessive compulsive
disorder.

Intervention 10 weekly sessions of exposure therapy
and response prevention delivered by telephone or
face to face.

Main outcome measures Yale Brown obsessive
compulsive disorder scale, Beck depression inventory,
and client satisfaction questionnaire.

Results Difference in the Yale Brown obsessive
compulsive disorder checklist score between the two
treatments at six months was —0.55 (95% confidence
interval —4.26 to 3.15). Patient satisfaction was high
for both forms of treatment.

Conclusion The clinical outcome of cognitive
behaviour therapy delivered by telephone was
equivalent to treatment delivered face to face and
similar levels of satisfaction were reported.

Trial registration Current Controlled Trials
ISRCTN500103984.

Introduction

Cognitive behaviour therapy, particularly graded
exposure and response prevention, is effective in treat-
ing obsessive compulsive disorder.! The current mode
of delivery is a 45-60 minute face to face session with
the therapist each week, between the hours of 9 am and
5 pm. Such a mode of delivery results in long waiting
lists and precludes access to treatment. Providing treat-
ment over the telephone could increase access to
patients who cannot attend clinic appointments.
Telephone delivery of cognitive behaviour therapy is
growing.*" A pilot study of telephone delivery of such
treatment in obsessive compulsive disorder showed
potential with regard to effectiveness and reduced
therapist time, and a larger open study found a good
outcome.”’

Methods

Design, objectives, and randomisation

We carried out a randomised controlled non-
inferiority trial that compared exposure therapy and
response prevention delivered either face to face
during traditional 60 minute appointments or by
telephone with reduced contact with the therapist. We
hypothesised that exposure therapy and response
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prevention delivered by either of these methods will
have similar clinical outcomes in the treatment of
obsessive cognitive disorder.

Participants

We recruited patients during 2001 and 2002 from two
psychology outpatient treatment units in greater Man-
chester. All patients were assessed at screening clinics,
and patients whose main problem was obsessive com-
pulsive disorder were invited to take part. Inclusion cri-
teria were diagnosis of obsessive compulsive disorder;
obsessive compulsive disorder as the main presenting
problem; score of 16 or more on the Yale Brown
obsessive compulsive checklist; and age 16-65. We
excluded patients with obsessional slowness, organic
brain disease, a diagnosis of substance misuse, or
severe depression with suicidal intent, and patients
who had been on a stable dose of antidepressants or
anxiolytics for less than three months.

Outcomes

Primary outcome measure was the Yale Brown
obsessive compulsive checklist (self report version).”
This is a 10 item questionnaire; each question scores
between 0 and 4 (0 no symptoms, 4 severe symptoms).
The total score range is 0-7 very mild, 8-15 mild, 16-23
moderate, 24-31 marked, and 32-40 severe. A second-
ary outcome measure was the Beck depression
inventory.” Satisfaction with treatment was measured
using the client satisfaction questionnaire at the initial
follow-up visit.”

Procedure

To establish baseline data we assessed patients twice,
with four weeks in between before randomisation to
treatment groups. Researchers blinded to treatment
allocation assessed patients at both of the baseline
visits, the initial visit after treatment, and at one, three,
and six months of follow-up.

Interventions

Face to face therapy consisted of 10 one hour sessions
with the therapist on an individual basis. In the first
session the therapist explained the rationale of graded
exposure and response prevention. In collaboration
with the patient, therapists used the assessment data to
devise a hierarchy of fears. From this hierarchy,
patients and therapists set weekly targets to be
completed between sessions. The therapist encouraged
the patient to progress though the hierarchy of fears by
practising their targets for at least one hour a day and
monitoring their progress on a homework sheet. The
therapist reviewed homework, helped devise weekly
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Beck depression inventory from first baseline visit to six months of
follow-up

targets, encouraged the use of a co-therapist (relative
or friend), pre-empted difficulties, and helped solve
problems.

Telephone therapy consisted of one face to face
session with the therapist that covered the same mate-
rial as the first session of the face to face arm, followed
by eight scheduled weekly telephone calls of up to 30
minutes in length. Treatment was the same as in the
face to face arm, but it was delivered in a shorter period
of time and the therapist sent homework sheets to the
patient. The therapist’s role was the same as in the face
to face arm. The final session was a one hour face to
face treatment session.

Treatment was delivered by two trained and experi-
enced cognitive behaviour therapists (one therapist at
each site delivered both forms of treatment). Consist-
ency of treatment was maintained by therapist
manuals, fortnightly supervision, and training days
every four months during the first year of the study.

Sample size and statistical methods

We analysed the data on an intention to treat basis and
assumed that missing data were missing at random. We
did not use the “last observation carried forward”
method to imput data. To assess non-inferiority of the
two treatments, we computed the two sided 95% confi-
dence interval of the difference between treatments.
Using this method, the experimental treatment is not
inferior to the control treatment at a 2.5% level if the
upper boundary is below a prespecified margin of
non-inferiority, in this case 5 units on the Yale Brown
obsessive compulsive checklist. With 40 participants in
each group (allowing for attrition of eight in each
group) and a within group standard deviation of 7.9,
the study would have 80% power to reject the null
hypothesis that telephone therapy is inferior to face to
face therapy. See bmj.com for details.

Results

Flow of participants, follow-up, and sample
characteristics

We invited 91 patients to be assessed. After exclusions,
72 participants completed the baseline assessment and
were randomised to treatment (36 for each arm). Four
did not complete their treatment and three were lost to
follow-up at six months. See bmj.com for baseline
characteristics and flow of participants through the
trial.

Clinical outcome

The figure shows the mean scores for the obsessive
compulsive disorder and depression scales in the two
treatment groups. A mean Yale Brown checklist score

Main outcome measures and effect of treatment in patients with obsessive compulsive disorder

Treatment delivered by telephone

Treatment delivered face to face

Adjusted* mean difference hetween

Measure Mean (SD) No Mean (SD) No treatment groups (95% Cl)
Yale Brown obsessive compulsive disorder score
Before randomisation:
1st baseline visit 259 (4.9) 36 255 (5.5) 36
2nd baseline visit 249 (47) 36 23.7 (5.8) 36
After randomisation:
Immediately after treatment 14 (6.9) 35 134 (7.7) 33 -0.59 (-3.511t02.34)
1 month follow-up visit 14 (7.3) 33 13.7 (8.5) 32 -0.92 (-4.31t02.47)
3 month follow-up visit 12.6 (7.5) 34 12.9 (7.7) 29 -1.11 (-4.60t02.37)
6 month follow-up visit 14.2 (7.8) 35 13.3 (8.6) 30 -0.55 (—4.26t0 3.15)
Beck depression inventory score
Before randomisation:
1st baseline visit 20.2 (10.4) 36 15.7 (8.5) 36
2nd baseline visit 19.1 (10.6) 36 141 (9.1) 36
After randomisation:
Immediately after treatment 11.2 (8.0) 35 9.3 (8.5) 33 -0.52 (-3.66 t0 2.63)
1 month follow-up visit 12.7 (10.1) 33 10.3 (8.4) 32 0.13 (-4.01t04.27)
3 month follow-up visit 10.1 (8.4) 34 10.6 (8.4) 29 -1.79 (-5.65t0 2.08)
6 month follow-up visit 11.5 (9.5) 35 11.1 (9.1) 29 —2.46 (-6.38101.47)
Score on client satisfaction questionnaire
Immediately after treatment 28.74 (3.6) 34 29.84 (2.9) 32 —-0.81 (-2.46 t0 0.84)

*Analysis of covariance: adjusted for baseline Beck depression inventory score, baseline Yale Brown obsessive compulsive disorder score, and site.
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of 25 before treatment indicates obsessive compulsive
disorder of marked severity. The table gives the mean
values for each treatment group. Differences between
the two sets of baseline scores for the obsessive
compulsive disorder checklist and depression inven-
tory were not statistically significant (mean difference
for Yale Brown checklist 1.4 (95% confidence interval
0.32 to 3.13) and for Beck depression inventory 1.3
(1.96 to 4.56)).

Clinical outcome at all four time points was equiva-
lent for both treatment arms. At six months of
follow-up the adjusted estimate of the effect of
treatment was 0.70 (- 2.71 to 4.11) for the Yale Brown
obsessive compulsive disorder checklist and 1.51
(—2.23 to 5.25) for the Beck depression inventory—a
slight reduction in the mean value for telephone com-
pared with face to face delivery. All confidence
intervals for the Yale Brown checklist score are within 5
units; this suggests that the treatments are equivalent.
Between the start of the treatment and the six month
follow-up visit, mean scores on the Yale Brown check-
list dropped by about twice the prespecified margin of
non-inferiority in both treatment groups. The mean
Yale Brown checklist score at six months may be
slightly underestimated for the face to face treatment
group owing to less complete follow-up (see bmj.com).

Treatment was deemed clinically relevant if the
mean pretreatment score was reduced by two standard
deviations or more after treatment. Treatment was
clinically relevant in 49 patients (72%)—27 (77%)
patients in the telephone treatment arm and 22 (67%)
in the face to face treatment arm.

Satisfaction

Total scores on the client satisfaction questionnaire
ranged from 0 to 32 (higher score indicates greater sat-
isfaction). Patients were very satisfied with treatment,
and the results were similar for both treatments (table).

Blindness

We assessed the level of blindness of the independent
assessor by asking them to guess the patients’
treatment status at one month of follow-up. Nine of the
72 patients directly or indirectly revealed their
treatment status to the assessor. The assessors guessed
35 (56%) of the remaining 63 correctly and 28 (44%)
incorrectly.

Discussion

The clinical outcome of cognitive behaviour therapy
delivered by telephone was equivalent to treatment
delivered face to face at all four follow-up time points
and patients reported similarly high levels of
satisfaction. The effect size of treatment was 2.5, which
is as large or larger than other studies of face to face
(individual or group) cognitive behaviour therapy in
obsessive compulsive disorder.'

Comparison with other studies

The demographic and clinical characteristics of our
patients are similar to other studies on this disorder."""
Yale Brown checKlist scores before and after treatment
are also similar to other studies of obsessive
compulsive disorder that have used exposure on its
own or as part of a cognitive behavioural interven-
tion."” " Sample size in our study is equal or greater
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What is already known on this topic

Cognitive behaviour therapy delivered by
telephone may offer help to people with obsessive
compulsive disorder

What this study adds

Telephone delivery of cognitive behaviour therapy
for obsessive compulsive disorder results in
equivalent clinical outcome and similar levels of
patient satisfaction as traditionally delivered face
to face approaches

This form of treatment delivery is an accessible
intervention that can reduce costs and therapist
time

than most other studies of cognitive behaviour therapy
in this disorder.""* The attrition rate in our study was
low compared with other studies.

Implications

Telephone sessions were 30 minutes (50%) shorter
than face to face sessions; this equates to more than a
40% saving in the therapist’s time. This has important
economic implications. Our findings also support
guidelines for obsessive compulsive disorder,' which
encourage cognitive behaviour therapy delivered by
telephone.

Limitations

We did not include a control (no treatment) group.
However, we found no differences between the two sets
of baseline scores so few improvements were made in
the absence of treatment. This finding is consistent
with other studies.” " We did not compare treatment
with another psychological intervention. However,
other studies that have used interventions not based on
cognitive behaviour therapy, such as relaxation and
anxiety management, have shown poor results."” "
Patients in our study were followed up for six months
only, which precludes conclusions on the long term
efficacy of telephone treatment. Finally, our findings
may only be relevant to settings in which patients are
treated by experienced therapists in departments that
specialise in cognitive behaviour therapy.
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Hope and advance care planning in patients with end
stage renal disease: qualitative interview study

Sara N Davison, Christy Simpson

Abstract

Objective To understand hope in the context of
advance care planning from the perspective of
patients with end stage renal disease.

Design Qualitative in-depth interview study.

Setting Outpatient department of a university
affiliated nephrology programme.

Participants 19 patients with end stage renal disease
purposively selected from the renal insufficiency,
haemodialysis, and peritoneal dialysis clinics.

Results Patients’ hopes were highly individualised and
were shaped by personal values. They reflected a
preoccupation with their daily lives. Participants
identified hope as central to the process of advance
care planning in that hope helped them to determine
future goals of care and provided insight into the
perceived benefits of advance care planning and their
willingness to engage in end of life discussions. More
information earlier in the course of the illness
focusing on the impact on daily life, along with
empowerment of the patient and enhancing
professional and personal relationships, were key
factors in sustaining patients’ ability to hope. This
helped them to imagine possibilities for a future that
were consistent with their values and hopes. The
reliance on health professionals to initiate end of life
discussions and the daily focus of clinical care were
seen as potential barriers to hope.

Conclusions Facilitated advance care planning
through the provision of timely appropriate
information can positively enhance rather than
diminish patients” hope. Current practices concerning
disclosure of prognosis are ethically and
psychologically inadequate in that they do not meet
the needs of patients.

Introduction

About 15-29% of deaths of patients with end stage renal
disease result from a decision to discontinue dialysis.'
Comprehensive care of these patients therefore requires
skill in advance care planning to lay out a set of values
and processes for approaching end of life decisions and

identify preferences for future goals of care. This
includes attention to ethical, psychosocial, and spiritual
issues related to starting, continuing, withholding, and
stopping dialysis.* > Advance care planning differs from
traditional advance directives, which are legal docu-
ments that tend to outline limited treatment options and
are only one optional component. The End Stage Renal
Disease Workgroup on End-of-Life Care recommends
that dialysis units facilitate advance care planning, yet
this is not occurring.’ Patients often do not know that
they have the option to withdraw from dialysis,” * and
relatively few choose a do not resuscitate order,” despite
the extremely poor chance of survival in these patients
after cardiopulmonary resuscitation.” Patients under-
going dialysis typically do not view themselves as termi-
nally ill and falsely assume they can be kept alive
indefinitely on dialysis. Issues relating to death and dying
are commonly avoided until late in the illness.

Hope can make a difference in patients’ experiences
with chronic illness and in how they live their lives.
Patients have indicated that what healthcare providers
say and do can affect their ability to hope.” " Healthcare
providers have an obligation to promote, maintain, and
instil hope in their patients' ** and the “... moral issue
of whether to tell the truth has now shifted from the dis-
closure of diagnosis to disclosure of prognosis”"' Can
health professionals fulfil both of these responsibilities
simultaneously during advance care planning? We do
not know how discussions about prognosis and end of
life care affect the ability of patients to hope, especially in
the context of chronic illness, and whether we can
sustain hope in patients with end stage renal disease yet
meet their end of life needs.

Methods

We wused interpretative description of interviews
with patients.” " This technique recognises that

! An expanded methods section can be found on bmj.com.
+
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