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Abstract
Background: Group CBT approaches have been shown to be equally as effective as individual
CBT for reducing depressive symptoms and preventing relapse; however, the predictors of
response are poorly understood. The primary objective of the spudsEnted in this thesis was
to further examine the formal and process factors within group CBT for depression that
contribute to various treatment outcomes. The first study investigated the relationship between
group CBT for depression and changes inrpgesonal distress, as well as the process
mechanisms that might influence this relationship. The second study assessed whether formal
feedback provided to therapists and clients derived from the Outcome Questionna#g)(@Q
robust measure of clientrigtioning, would enhance group processes and treatment outcomes.
Method: Study 1: Secondary data from clients having received individual CBT for depression at
a communitybased mental health training centre constituted one condition (18 clients). Data for
the group conditioif12 clients) were collected from clients attending group CBT for depression
at a tertiary care facility. Relationship distress, as measured by thb @&ationship distress
subscale score, was assessed at intake and termination.gartaipants also completed
process measures at the start and end of treatment. In study 2, participants were recruited from a
tertiary care facility to participate in a CBT group for depression. Participation involved
completing brief questionnaires assig psychological and process variables before and after
treatment, as well as the &3 at every session. Three groups (21 clients) received standard
CBT and two groups @clients) received enhanced CBT, which included feedback about their
progress fron the OQ@45.
Results:Results of study 1 suggest that clients who participated in group CBT experienced a

significantly greater reduction in relationship distress across time than clients who participated in



GROUPCBT FORDEPRESSION IX

individual CBT.Results also indicate that tlageutic alliance, and not group cohesion, mediates

the relationship between pretreatment relationship distress on posttreatment relationship distress
in group CBT Results of study 2 indicate that participants in the enhanced condition experienced
greateimprovements in quality of life, dysfunctional beliefs, and therapeutic bond at

termination, relative to participants in the standard condition. Trends also suggest a greater
reduction in depressive symptoms.

Conclusions:Group CBT for depression may be ra@ffective than the individual modality for
reducing interpersonal distress. Furthermore, therapeutic alliance plays a significant role in
improving interpersonal distress within a structured group CBT protocol. Feedback from the
0OQ-45 may help improvelient outcomes and enhance therapeutic bonding with facilitators in

group CBT for depression.
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Group Cognitive Behavioural Therapy for Depression:A Preliminary Analysis of the Role
of Feedback and Process in Treatment Outcomes
General Introduction
Varioustheoretical models for the psychosocial treatment of depression have emerged,
with the cognitive theory of depression generating the mashsxe body of research (Beck,
Rush, Shaw & Emeryi979). The cognitive theory of depression has led to greaheesan the
understanding and treatment of depression, as the underlying principles guiding this approach
have evolved in the context of clinical experience and rigorous scientific investigation. One
clinical application deriving from the cognitive theafydepression is cognitive behavioural
therapy (CBT). To date, CBE ione of the most extensively researched psychological treatments
for unipolar depressive disorders, and along with pharmacotherapy, it has been shown to be
consistently effective in thigeatment and prevention of recurrent depressive episodes (see
Cuijpers and colleagues, 2013, for a review). There is also mounting evidence that
pharmacotherapy may not be as effective as previously thought for patients with mild to
moderate depression.@e, Fournier et al., 2010). While most research on CBT has occurred
within the context of individual therapy, recent findings suggests that group CBT approaches to
treatment are equally as effective as individual CBT, and may be moreffaxtive (Tucke &
Oei, 2007. The predictors of response to group CBT, however, are poorly understood. For
example, whereas it has been shown that the provision of formal therapist and client feedback
(i.e. explicit measures used for the purpose of providing feediyatrieatment progress) is an
important predictor of success in individual therapy (Lambert et al., 2005), it is unclear how such
factors relate to treatment response in group therapy. As such, the first objective of the present

thesis was to examine thdfdrences in treatment response for individuals receiving formal
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feedback while receiving individual CBT for depression and individuals receiving formal
feedback while receiving group CBT for depression. A second objective is to determine whether
adoptingan enhanced treatment approach to group CBT, which focuses on increasing client and
therapist awareness of individual responses to treatment, leads to a greater reduction of
depressive symptoms and concomitant increases in level of functioning relatisadard
group CBT for unipolar depression.
Overview of Cognitiv@ehavioural Therapy

The cognitive perspective of depression is based on a diatitiesss model (Beck,
1976). The onset and maintenance of depression is explained in association with rece
precipitating life events, ongoing perpetuating factors, and longstanding predispositions.
Cognitive structures, processes, and products are central to the cognitive model of depression
and are proposed to moderate and mediate all episodes of deprds$sarognitive model
underliescognitivebehavioural therapy (CBT), one of the most extensively researched
psychological treatments for unipolar depressive disorders (e.g., Cuijpers et al., 2013). Itis an
active, directive, structured and relativelysditerm treatment that focuses on the kenenow.
CBT for depression involves several essential features (e.g., Beck, 2011): helping clients to
engage more often in enjoyable activities (i.e., behavioural activation), identifying and correcting
inaccurae thoughts associated with depressed feelings (i.e., cognitive restructuring), and
enhancing problersolving skills. Patients with depression typically withhold pleasurable
activities that have the potential to be enjoyable to them. Therefore, th@fimgsbnent of CBT
for depression, behavioural activation, seeks
negotiating gradual increases in potentially rewarding activities with the patient (Beck, 2011,

Rupke Blecke & Renfrow2006). The second comparteof CBT, cognitive restructuring,
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involves collaboration between the patient and the therapist to identify and modify habitual
errors in thinking that are associated with depression (Beck, 2011). Beck (2011) suggests that
individuals suffering from depssion have distorted thoughts about themselves, their
environment and their future (the cognitive triad). Information from the patient's current
experience, past history, and future prospects is used to counter these distorted thoughts (Beck,
2011). Findly, when patients are depressed, problems in daily living often seem insurmountable.
Thus, in the final stage of therapy, the CBT therapist provides instruction and guidance in
specific strategies for solving problems (e.g. breaking problems down intossepsl) and the
various skills for patients are learned through class exercises and homework assignments (Beck,
2011).

The basic format of a CBT session includes setting an agenda, mood check, summarizing
the previous session, homework review, skillsiirag in the context of current problems,
assigning homework, summary, and gathering feedback from group members about the session
(Beck, 2011).

The application of CBT is flexible because it can be delivered across a range of
populations, settings and withdividuals, groups or familiesThe underlying principles of
group cognitive behavioural therapy are essentially the same as that of cognitive behavioural
therapy administered on an individual basis; however, an added benefit of the group format is
thatindividuals are exposed to others faced with similar challenges and symptoms. This can help
reduce the stigma and feelings of isolatibattcan accompany depressiong(iag, McCabe,
Antony, 2006). Typically, cognitiv®ehavioural group therapy is deliegronce a week in a

two-hour session, over the course of 12 to 16 weeks (Chen, Lu, Chang, Chu & Chou, 2006). In
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some protocols, patients have individual sessions with the therapist prior to intake, and following
completion of the group component of therapy
Research on Individual Cognithgehavioural Therapy for Depression

There is now a considerable body of scientific evidence that CBT is an effective
treatment for unipolar depression. Indeed, CBT has been shown to be as useful and effective in
the treatnent of unipolar mood episodes as standard pharmacological approaches (Fournier et al.,
2010; Cuijperst al, 2013; Cuijper®t al, 2014;Vos et al., 2004Butler, Chapman, Forman &
Beck,2006;DeRubeis et al. 2005; Wampold et al. 2002; Blatt, Zuroffindp& Sanislow,

2000).

Moreover, CBT appears to be efficient in reducing subsequent rates of relapse and
recurrence (Hollon et al., 2005; DeRubeis et al., 2005), which are often common with medication
withdrawal, and carry associated social costs (Amtgio, Thomas, & Danton, 1997). Additional
benefit may be realized by combining prophylactic interventions with pharmacotherapy in a
treatment paradignfava, Rafanelli, Grandit al. 1998. In a recent metanalysis, the
combination of cognitive thera@nd pharmacotherapy was found to be significantly more
effective than either modality alone (Cuijers et al., 2013; Chan, 2006). Otheanadyaes have
called into question the efficacy of antidepressant medications for the treatment of depression,
exceptfor patients presenting with severe depressive symptoms (De Rubeis, 2005, Fournier et
al., 2010). Fournier and colleagues (2010) found that depressed patients whose symptoms ranged
from mild to moderate experienced no therapeutic benefit from the usedafations over and
above the placebo effect. The strategy of combining acute pharmacotherapy with psychological

interventions offers the possibility of capitalizing on the @dtiency of antidepressant
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medication to reduce acute symptomatology as age#lvoiding the need for patients to remain
indefinitely on maintenance medication to reduce future relapse and recurrence.
Research on Group CognithBehavioural Therapy for Depression

Although most research has focused on the effectiveness of iraliciolgnitive
behavioural therapy, evidence from randomized controlled clinical trials also supports the use of
group CBTfor the treatment of major depressive disorder (Hardy et al., 2001; Scott, Palmer,
Paykel, Teasdale & Hayhurst, 2003). In a comparefanxteen individual treatments anfifteen
group treatments (most treatment orientations identified as cognitive or codpahiagioural),
Robinson Bermin, andNeimeyer(1990)determined that treatment effect sizes were
approximately equal.

Specific studies ofrgup CBT and individual CBT for depression have found that both
modalities perform at nearly identldavels (Huntley, Araya, & Sabury, 2012Westen &
Morrison, 2001; DeRubeis & Cri€hristoph, 1998). There is also limited evidence to support
the efficacy of group CBT over other group psychotherapies, such as gestalt group treatment
(e.g., Beutler, Magado, Engle, & Mohr, 1993). A metanalysis comparing treatment as usual,
individual CBT, group CBT, and other group therapies for depression foungtdhogt CBT was
significantly more effective than treatment as usual and comparable to individual CBT for
depression (HuntleyAraya, & Salisbury, 2012). There were four studies comparing group CBT
to interpersonal therapy, dialectic behaviour therapy (DBMYl seHcontrol therapy; however,
no conclusions could be drawn due to the small sample sizes.

The literature on the benefits of group CBT for depression is mixed. Some researchers
have failed to establish group CBT as more effective tharhefinteventions or control

groups (Burlingamg-uhriman & Johnsagr2004). Consensus has also not been reached on
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whether group CBT for depression is comparable to pharmacoth&apygame Fuhriman &
Johnson2004. Burlingame postulated that group CBT foptdession has been unsuccessful in
considering the impact of group process factors on outcomes, thus limiting the ability of these
factors to facilitate greater responses to treatment. Nonetheless, the majority of studies-and meta
analyses point to the oadr efficacy of group CBT for depression when compared to controls
and otler therapeutic interventionsi@ng, McCabe, Antony, 2006).
General Factors Related to the Response to Cog+@hevioural Therapy

In terms of the various skills that composeTCB component analysis was conducted by
Jacobson and colleagues (1996) that evaluated 150 patients with Major Depressive Disorder
randomly assigned to three separate components of CBT. The three conditions consisted of
behavioural activation alone (BA)ebavioural activation combined with changing negative
automatic thinking (AT), and the full CBT treatment including BA, AT, and core beliefs (CT).
Results indicated that treatment outcomes in the CT condition were not superior to the BA and
AT conditions.In fact, the outcomes across the three conditions were comparable. This was
observed at termination as well as at thadihth followup. It was also determined that both the
AT and BA components were equally effective at reducing dysfunctional attitudesgative
thinking. This finding not only highlights the effectiveness of CBT for depression but
emphasizes the important role that behaviour activation plays in treatment response to CBT.

Despite the evidence regarding the effectiveness of CBT in repgsgmptoms of
depression and preventing relapse, it should be noted that there is often a great deal of variability
in response to treatment across patients (Roth &EoRa004 Scott, 1996). For example,
earlier age of onseif symptoms (Button et aR013, increased length of current episode

(Sotsky et al., 1991) and a history of momeginent previous episodes (Thak@94) have been
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shown to predict reduced response to CBT treatment. The presence@f@omg personality
disorder has also beatentified as a predictor of a negativepense to CBT (Shea et al., 1390
however, it has been suggested this apparent relationship is confounded by severity of initial
depressive symptoms, which are often exacerbated byactwring personality disder
(Kuyken, Kurzer, DeRubeis, Beck & Brown, 2001). In addition, higher baseline levels of
dysfunctional attitudes (Shankman et al., 2013), cognitive dysfunction (Sotsky et al., 1991),
avoidant coping (Bockting et al., 2006), sefiticism (Enns, Cox & Rllubny, 2002),
interpersonal diffialties (Borkovec et al., 2002poor therapeutic alliance (Lambert & Bergin,
1994; Norcross, 2011) and lower pretreatment levels of autonomous motivation (Zuroff et al.,
2007) have been associated with a poorer resgor@GBT. Interestingly, there is evidence to
suggest that therapist®"s objective awareness
predictor of overall response to treatment, and consequently may serve as an important method
to enhance treatment (Laemb et al., 2005).

Therapeutic Alliance

Therapeutic alliance is one of the most welearched process factors responsible for
change in psychotherapy (Horvath, 2001; Norcross, 2011). A number of studies have identified
client ratings of therapeutic alnce, especially in the early stages of treatment, as the best
predictor of treatment outcome (Lambert & Bergin, 1994; Norcross, 2011). Both client report of
therapeutic alliance that remains stable over time and improvements in therapeutic alliance from
pre-treatment to podtreatment have been predictive of greater improvement in symptoms and
social adjustment at termination (Jacobson et al., 1996; De Roten et al., 2004gn¥gtia
reviews have also demonstrated the strong relationship betweeneadiimshoutcome. A review

of the literature found that effect sizes for the relationship between therapeutic alliance and
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outcome ranged from .21 to .28 (Norcross, 2011). Norcross found that the average effect size
associated with various individual treatrhapproaches (i.e. CBT, IPT, psychodynamic, and
substancabuse treatments) were not significantly difféfeom one another.

Motivation to Change

Although the therapeutic alliance between the client and therapist has frequently been
heralded as a primafactor in therapeutic outcome across psychotherapies, a sizable body of
research has been devoted to elucidating other factors which may influence response to treatment
(Zuroff et al., 2007). In this respect, autonomous motivation, which refersatearstvhich
individuals are intrinsically motivated when they perceive themselves to have freely chosen their
goals and the strategy to achieve these goals is of their choosing, has emerged as a putative
common factor that may predict treatment outcomardland, Ryan, Tobin & Réhick, 2005;
Zuroff et al., 2007). In support of the notion of autonomous motivation as predictive factor for
treatment success, Zuraifid colleagues (2007) found that autonomous motivation was a
stronger predictor of therapeutic outo® than was therapeutic allianc8imilarly, Pelletier,
Tusonand Haddad (1997) found that autonomous motivation was predictive of positive mood
during sessions, satisfaction with therapy and intention to persist in therapy. It should be
underscored, howev, that studies have found alternative forms of motivation as effective as
autonomous motivation in improving treatment outcomes (e.g. Michalak, Klappheck &
Kosfelder, 2004). Michalak and colleagues found that, independent of autonomous motivation,
individuals who positively valued their goals and envisaged a high probability of success
demonstrated greater reductions in symptoms of anxiety and depression in individual CBT.

Measuring Outcomes in Therapy
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In order to effectively monitor patient progressotighout mental health treatment,
clinicians need standardized methodologies for evaluating change. These assessments must be
comprehensive and have the flexibility to inc
illness (Bilsbury & Richman, 2002In addition, outcome assessment must provide a reliable
method of defining treatment goals and examining efficacy of treatment (Lambert, 2015). There
are many standard psychometric approaches to tracking outcome in individual and group
therapy. Treatmdroutcome can be assessed by changes in patient level of functioning,
subjective quality of life, or severity of symptoms (Panzarino, 1995). The benefit of using
standardized measures of treatment response is the ability to place all patients on anxcaftinuu
distress, which allows for comparisons across therapists, treatment modalities, and settings
(Lambert & Brown, 1996). However, conventional instruments are often insensitive to the
individual nuances that reflect the richness of human experiencbyBil& Richman, 2002).
Often there is more concern with observing an increase or reduction in a number of symptoms
than level of functional impairment. Indeed, incorporating context when assessing change within
the individual is an essential aspect inicien decision making (Bilsbury & Richman, 2002).
Another concern is that many of these measures are used before and after treatment, and
although they do provide an index of therapy effectiveness, they do not allow the clinician to
modify an ineffectivereatment (Lambert, 2015).
Objective Outcome Measures

In response to the need for a global assessment of patient functioning, Lamdbert
colleagues (1996) developed the Outcome Questionnaire. The Outcome Questionnaidd(0Q
Lambert et al., 1996) is a 4&em sdf-report instrument designed to measure change in three

critical domainsonsidered essential to improvement in psychotherapy: Symptom distress,
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interpersonal relationships, and social role performance. Specifically, respondents are directed to
rate how ey felt over the past week basedor@m&i nt Li kert scale, rangi
“al most always” (4). To decrease the possibil
the 45 items are reverse scored. The possible scores range fro800woth higher scores
indicating poorer functioning. Scores on the Total-@&xcale have been reported to be reliable
and valid, distinguishing well between clinical and fatinical subjects, as well as clients with
differing degrees of illness severifymphress et al., 1997).

Lambertand colleagues® (1996) reasoning behind the first subscale, Subjective Distress,
is based on the need to measure a broad range
general emotional functioning. The rationale foriti@dusion of the Interpersonal Relations
subscale is based on research suggesting that interpersonal relationships are a central focus of
therapyandwelbei ng. The Soci al Rol e subscale was in
dissatisfaction, confliclistress, and inadequacy in tasks related to employment, leisure and
family roles can affect one®"s capacity to wor
of the overall questionnaire and its three domains with undergraduate samples sgggest h
stability, as demonstrated by testest coefficients ranging frot78 t00.84 over three weeks
(Burlingame, Lambert, Reisinger, Neff, & Mosier, 1995). Furthermore, concurrent and construct
validity of the OQ45 was assessed with three patient sangridsa sample of community
participants (Umphress et al., 1997). Results revealed statistically significant differences between
patient and nopatient samples on the @43 Total and Symptom Distress score, providing
evidence for discrimination between pegpathological and nepsychopathological groups on
those scales. Moreover, significant differences were found among patient samples, with the

inpatient sample presenting with the most severe psychopathology and the university counselling



GROUPCBT FORDEPRESSION 11

centre represemtg the least pathological group. This evidence not only provides support for the
construct validity oftheO&@ 5, i1t i s also indicative of the i
psychopathology. Another measure vital to outcome assessment in psychoheeasytivity
to change, that is, the ability to measure individual change over time (Lambert & Hill, 1994).
Item analysis of the O@5 from 284 untreated and 1,176 clients undergoing psychotherapy
suggest item sensitivity for the majority of items ois thstrument (Vermeersch, Lambert,
Burlingame, 2000). Indeed, there was significantly more improvement as assessed byithe OQ
for individuals receiving treatment than not in each of the subscales and the Total score.
Vermeersch, Lambert, and Burlinga2000) suggest lack of change sensitivity in the
remaining items may be due to therapist or client variables, or an interaction of both. As well,
some items may reflect constructs that are more static and require a longer period of time before
change canddetected.

The ability of the O@45 subscales to measure the three domains of interest
independently has been called into question. Construct validity of thé53as examined
through the use of confirmatory analysis on a sample of 1,085 participadtsy assigned
into two equivalent groups (Mueller, Lambert, & Burlingame, 1998). Results revealed that a one
factor model fit the data as well as a tfagtor (symptoms and functioning) or thisetor
model. A recent evaluation of the 13 also suppoed a twefactors model of overall
maladjustment and substance use (Rice, Sue, & Ege, 2014). Indeed, the efficacy of
psychotherapy and mental health facilities is often assessed using psychological distress as the
main indicator of patient distress and gsygathology (Umphress et al., 1997). However, before
discarding the O€45 subscales, their unique contributions to the overall scale must be assessed.

Lambertand colleagues (1996) consider the importance of interrelated domains in outcome
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measures, as they proeid more complete picture of overall patient distress and functioning,
despite their statistical nandependence. The only subscale that fails to discriminate between
patient samples is the Interpersonal Relations subscale (Umphress et al., 1997). $snphres
colleague41997) suggest that patients from a community clinic experience predominantly
interpersonal relationship problems, such as spousal, paréhtand less psychiatric symptoms

that would meet the criteria for mental disorders. Therefbeset patients may score lower on

other scales, while presenting with significant distress on the Interpersonal Relations subscale.
Nonetheless, subscales provide the opportunity to monitor changes in each domain over time as
well as track the rate of chamgn each domain separately (Lambert, 2010).

There are many advantages of the-@&3hat makes it an attractive measure for outcome
assessment. The instrument is brief and economical, easy to understand and score, possesses
sound psychometric propers and is sensitive to change (Umphress, 1995). Moreover, the OQ
45 provides a method to improve psychotherapy outcome by monitoring patient progress
throughout treatment at the same time as supplying feedback to clinicians to guide ongoing
treatment (Larbert, 2001). Indeed, based on 4§ data provided by the patient at each session,

t herapists can evaluate patients"™ progress fo
at treatment termination.
Therapist Feedback in Individual Therapy

Preliminary evidence suggests that feedback systems are critical to improving outcomes
for poorly responding patients undergoing psychotherapy (Lambert, 2015). Indeed, it is proposed
that relaying of feedback t o t hdornalpneassuresofr egar
treatment response has the ability to identify patients who are at risk of deterioration far more

accurately than clinician judgment alone. Moreover, completion of formal measures of progress
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throughout therapy may also increase irdeesd investment of patients in the therapeutic
process (Lambert et al ., 2005) . Lambert®s re
feedback about their patients, the percentage of negative responses to treatment decreases; in one
study in the 5% 21% range. Moreover, deterioration rates increase when therapists do not
receive feedback aboutask patients. For example, in a study conducted by Lambert and
colleagues (2005), when therapist and patients at risk for deterioration receive feedibiick abo
patient progress they show the highest rates of improvement (56%), compared to tbehapist
feedback conditions (35%) and no feedback conditions (21%). In this way, using a weekly
feedback system, such as the system described by Lambert, providessthavith early
recognition of potential treatment failures and provides suggestions for using alternative
treatment methods or varying the treatment plan, regardless of the orientation of the therapeutic
service being offered. Other variations of th@-@5 monitoring system have been developed
and show promising results (e.g., Duncan et. al, 2003).

Beyond monitoring patient progress, Lambert and colleagues developed a normative
profiling system that provides external benchmarks for classifying patiange into four
empirically derived categories: Reliable change, indicated by statistically significant change in
symptom distress from admission/intake status; Recovery, indicated by patient functioning that
approximates normal individual functioning Betcommunity level; No change; and Reliable
Deterioration, indicated by statistically significant change where symptom distress has increased
from admission status (Lambert, 2015). The-@8utilizes empirically calibrated algorithms
based on data from pereviewed randomized controlled trials to identify patients at risk of
deterioration. The profiling system also screens for critical areas of patient functioning, including

suicide, substance abuse, and vi ototdscareis ( Lambe
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provided in comparison to the total scores of normative groups such as community mental health
centres, university counseling centres, and inpatient settings (Lambert, Gregersen, &
Burlingame, 2004).

The report produced by the profilingstégm includes a graph that identifies the course of
patient change. A colowaoded empiricallyderived warning system is provided to signal the
reader to patient functioning: White indicates client functioning in the normal range, which
suggeststerminato of tr eat ment should be considered;
change is adequate, and recommends no change in the treatment plan; yellow signifies the
client*"s rate of change is | ess than dadequate
signifies progress below the expected level for the patient, and advises that steps be taken to
carefully review the case an decide on a new course of action (Lambert, Gregersen, &
Burlingame 2004). Finally, a feedback message is provided for patiehtsexapists
summarizing patient progress, status on critical items, and number of sessions recommended in
order to achieve reliable change and normal functioning. Lambert and colleagues (2010) suggest
that these features ensure that patients and thesrapesprovided with the critical information
necessary to both monitor patient change and enhance treatment outcomes.

Whipple and colleagues (2003) explored the use of an enhanced feedback system to
address the fact that in earlier studies, even with the beh&ftdback, many clients identified,
as “"not on track” did not attain satisfactory
a set of clinical support tools (CSTs) to be administered according to a heuristic of steygped
(Whipple et al, 2003)As such, they measured outcome and attendance among three groups of
clientele randomly assigned to an @8 feedback group without CSTs, an @gfeedback

group with CSTs, and a no feedback condition. A significant advantage was found for the

(
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feedback wih CSTs condition over and above the advantage of the genertS@€gdback as
well as the no feedback conditions. The heuristic and CSTs used in the Wihighpbdl eagues
(2003) study were selected on the basis of those factors in the psychotherapy literature
demonstrated to be relevant to positive therapeutic outcomes. Specifically, they included tools to
assess the quality of the therapeutic allianc
treatment strategies, ttheaccudcyoéthetdiagnosis,addthal s up
appropriateness for referral for a medication assessment (Whipple et al, 2003).
Limitations of Outcome Monitoring Systems

While the empirical support for outcome monitoring systems is strong, there are some
limitations. The outcome questionnaire is a global outcome measure that does not take into
account the unique aspects of the client®“s cl
measuring treatment progress allow for tailored client outcomes that betteradhé¢ o t he c | i
treatment plan. The various presenting problems that may be unique to each client seeking
treatment for Major Depressive Disorder, such as symptoms of depression, phobias, binge eating,
parenting difficulties, financial problems, somat@mplaints, and emotion dysregulation, may
not be adequately addressed by a global outcome measure such as the Outcome Questionnaire.
Therefore, while substantial progress may be achieved for the client’s identified treatment goals
over the course of thapy, changes in standardized measures of outcome such as-#dierogy
be minimal. Likewise, some items may not be relevant to the client, resulting in lower distress
scores that inaccurately reflect thfe client®s
administration across multiple clients, normative data, protocols for scoring and interpretation,
and the limitations of time and resources in many health care facilities, standardized outcome

measures such as the &Q are often preferred.
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Measuring Otcomes in Group Psychotherapy

The clear benefits provided by the use of an outcome feedback system to patients in the
context of individual psychotherapy raises the important empirical question of whether this
approach might also improve outcome for induals participating in group psychotherapy. A
first step in designing an effective outcome monitoring and feedback program for CBT groups is
to recognize the unique factors that differentiate group from individual therapy. A second reason
for identifying hese factors is that although it is generally well accepted that group interventions
either produce similar or more favorable outcomes when compared to individual therapy (e.g.,
Kosters, et al, 2006, for a medaalytic review), the means by which suchcontes are arrived
at across the two modalities may vary in important ways.

For example, Brown and Lewinsohn (1984) also found that social support provided by
63 group members attending skills training groups containing components of Cidpfession
i .e. changing aspects of one"s thinkiwag, 1 ncr
related to improved treatment outcomes compared to controls. It is argued that group therapy, in
essence, is in part a unique relational treatment, with beob&tsved in overall treatment
outcome as well as interpersonal functioning. Given that studies such as these were not directly
investigating group CBT for depression, further study is warranted before any conclusion can be
drawn.

Severalmodelsalreadyexist thatdescribetherelationshipdetweergroup specific
factorsandtherapeutioutcome(Bieling, McCabe & Antony, 2006;Burlingame MacKenzie&
Strauss2004 Satterfield, 1994;Yalom, 1995). Bieling, McCabe ,andAntony (2006)review
severalf thesemodelsincludingY a | ogroupfactors(Yalom, 1995),the Burlingame,

MacKenzie andStrausggroupmodel(Burlingame MacKenzie& Strauss2004),and
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Sat t e hybrndmddd(1994).Bieling and colleagues (2006)articulateanintegrated
conceptualizatioof grouptherapythattakesinto consideratiorthosefactorsthataremostlikely
to influenceoutcomewithin a CGT group.Theydrawon existingmodels,in particular,the
Burlingameandcolleague2004)model,whichin fact, in turn, builds on the seminalwork of
Yalom.

Burlingameandcolleague$2004)positthatseverainteractingfactorsconvergeto
explaintherapeutioutcomef grouptreatmentin particular,theyidentify: (1) theformal
changeheory,alsounderstoodo bethetreatmenmodality, (2) smallgroupprocesswhich
encompassesvarietyof interpersonaandsocialpsychologicafactorsthatoperatevhenmore
thantwo peoplecongregated3) patientcharacteristicsyothpersonabndinterpersonal(4)
groupstructuralfactors(e.g.,numbe of participants/engthof sessionsetc.),and(5) group
leadershipyualities,a factorthatis hypothesizedo mediatethe effectsof all the othervariables.

Bieling andcolleague42006),adaptedrom the Burlingameandcolleagueg2004)
model,propasethatoutcomein CBT groupsarerelatedto two categorie®f variablesformal
CBT strategieandsmallgroupprocessFormalCBT strategiesncludestrategiesuchas
behaviourahctivation,thoughtmonitoringandcognitiverestructuringandrelateto previously
identifiedfactorsthatmay predicttreatmentesponsde.g.,level of dysfunctionakttitudes,
cognitivedysfunctionetc.).

Accordingto Bieling andcolleague$2006),smallgroupprocesariablescomprise
sevenfactors,includingoptimism,inclusion,grouplearning,shifting seli-focus,modificationof
maladaptiveelationalpatternsgroupcohesivenesgndemotionalprocessingn the group
setting.Bieling andcolleague42006)furtherdelineatehetherapeuticstrategieshatcanbe

implementedo effectuatechangen levelsof thesefactors,suggestinghatthesevariablesmay
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alsobeimportanttargetsof changeandthatif targetedhroughoutherapytheycould
significantlyenhancdreatmentesponsef groupsparticipantye.g.,paricularly when theyare
notimprovingor aredeteriorating) A reviewof theliteraturerevealedhat, otherthangroup
cohesivenesghereis limited empiricalevidencesupportingthe existenceof thesefactors
(Bieling, McCabe Antony, 2006;Norcross2011). Yalom andLeszcz(2005)suggestedhat
procesdactorsmightbedifficult to captureusingstandardizedneasuresiueto the highly
subjectivenatureofani n d i v expasiente’ s

Group Cohesion

Cohesion among group members has largely been studéecbas process factor mediating
outcome in group therapy (Yalom, 1995). Commo
sense of belonging, mutual liking/trust, support, commitment, and positive interactions with other grouj
membersBurlingame Fuhriman & Johnson2002).In comparison to clients engaging in individual
therapy, Holmes & Kivlighan (2000) found that clients in group therapy were more likely to report
higher levels of relationship and climate as the factors responsible for changeprRgsearchers have
also found that levels of group cohesion are directly related to symptomatic improvement and decreas
in premature dropout (see Yalom and Leszcz, 2005)le most of these studies were conducted using
a variety of therapeutic orieations, including Freudian, nondirective, experiential, gestalt, relational,
interpersonal, and cognitiMeehavioral, the authors concluded that the orientations were similar to one
another in their emphasis on establishing strong therapeutic relationstmiosthe group(see Yalom
and Leszcz, 2005)n fact, nearly identical findings on group cohesion emerged in more structured
group therapies. For example, one investigation studied the relationship betweemfity pat i en't

percei ved “eatgtrroaucpt’i com tto etat ment outcomes in b
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indicated that this measure of group cohesion significantly correlated with higher ratingsesteseth
and fewer member drop outs.

However, findings on the relevance of cohasiostructured group therapies are mixed. One
study investigated the influence of group cohesion in a-$&ort structured CBT group for social
anxiety Hope, Heimberg, Juster, &irk, 2003. While the therapeutic relationship improved over the
twelve teatment sessions, group cohesion remained the same. Furthermore, only therapeutic alliance
was predictive of treatment outcome. Woody and Adesky (2002) theorize that the thmafprgtbond
and agreement on tasks are more critical factors for charmgghily structured group therapies.
Therapist Feedback within Group Psychotherapy

It is unlikely that one could simply translate the methodology used in previous studies of
individual outcome monitoring to a group therapy context. One of the additiori@inges to
utilizing individual participant feedback from the &3 in a group context is the risk of
sacrificing smalgroup process while targeting any one particular participant who might not be
“on track” within any o nvaeddoahemsmpists and paftitipantse f or e,
must take i nto consi decalladfornsahCBBstratdgiesnmgh sedll al * s
group process variables such as group cohesion. The present thesis seeks to understand whether
group process factors, naméherapeutic alliance and group cohesion, should be considered as
legitimate targets when evaluating therapist and patient feedback from t48& @signs of
improvement or deterioration in group therapy.

General Overview

In comparison to the wedtstabished benefits of receiving formal feedback in individual

CBT, the benefits of receiving formal feedback in the context of group CBT are poorly

understood. Therefore, the primary objective of the studies presented in this thesis was to



GROUPCBT FORDEPRESSION 20

examine the differezes in treatment response for individuals receiving formal feedback in CBT
for depression and individuals receiving formal feedback in group CBT for depression.
Specifically, it was of interest to investigate changes in relationship distress across the two
treatment modalities, as it has been identified in the literature as a potential target for change in
both individual and group therapy paradigms. Furthermore, group therapy comprises multiple
relationships (therapist to member and member to member bohit$) may have added

benefits to reductions in relationship distress.

The aim of the first study was to investigate whether process factors, such as therapeutic
alliance and group cohesion, led to greater reductions Hnegmdfted relationship distress
group CBT compared to inddual CBT for depression. It veahypothesized that clients in the
group therapy condition euld experience a greater statistically and clinically significant
reduction in selreported relationship distress at terminatiom@spared to clients in the
individual therapy conditiorf-urthermore, it wa hypothesized that the relationship between
initial relationship distress and relationship distrastrmination in group CBT waddibe
mediated by therapeutic alliance and groapesion process variables. A more complete
understanding of the impact of process variables in group CBT for depression will allow for
improved targets for feedback over the course of treatment and potentially greater treatment
outcomes.

The second objéiwe wasto determine whether adopting an enhanced treatment approach
to group CBT, which focuses on increasing patient and therapist awareness of individual
response to treatment, leads to a greater reduction of symptoms and concomitant increases in
level of functioning relative to standard group CBT for unipolar depression. It was also of

interest to investigate whether an enhanced feedback system would have a positive impact on
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group processes, such as group cohesion, compared to standard feedbagkioiermherent
in group CBT for depression.

It was hypothesized that formal feedback derived from the4®@nd provided to
therapists and patients will lead to clinically and statistically significant improvements in overall
distress levels, depressisgmptoms, quality of life, and dysfunctional beliefs at termination, as
compared to those attending the standard group CBT condition. It was also hypothesized that
clients in the enhanced group CBT condition would show statistically significant improtgemen
in therapeutic alliance, group cohesion, and autonomous motivation to change, compared to
clients in the standard group CBT condition. This study seeks to improve treatment outcomes for
group CBT for depression by providing evidence to support the iadagtan empirically
supported feedback mechanism within the more complex arena of group CBT for depression,
while considering the potential influence this formalized feedback has on unique small group
process variables.

These two objectives serve as Hasis for the studies that were conducted and comprise

the present thesis.
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Cognitive Behavioural Therapy for Depression: The Role of Modality and Process in
Relationship Distress
Introduction

The effectiveness of gmitive-behavioural therapy (CBT) for reducing depressive symptoms
and preventing relapse has been widely demonstrated (Fournier et al., 2010; €ughe2613;
Cuijperset al, 2014;Vos et al., 2004Butler, Chapman, Forman & BecRP0G DeRubeis etl.
2005; Wampold et al. 2002; Blatt, Zuroff, Bondi, & Sanislow, 2000; Hollon et al., 2005;
DeRubeis et al., 2005). Research investigations have also focused on identifying the therapeutic
factors that impact treatment response, including both formétgitea and process variables.
Formal strategies are defined as explicit techniques employed within an intervention. This may
include strategies such as completing monitoring forms, activity scheduling, symptom and
feedback measures, homework completion, exposure and imagery exercises. Process factors
are defined as implicit variables common to various psychotherapeutic interventions that may
account for some of the change in treatment. While numerous studies have highlighted various
factors that lead teymptom reduction in response to CBT, the literature on the role of formal
and process factors in improving interpersonal functioning with CBT is sparse.

Formal Strategies in CBT for Depression
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Formalfeedbackon treatmenprogresgrovidedto thetherapst andclient hasbeen
shownto improvetreatmentesponséLambert,2010).Lambertandcolleagueg2005)
investigatedhe useof a weeklyfeedbacksystemcalledthe OutcomeQuestionnairédOQ-45;
Lambertetal., 1996),which providestherapistswvith earlyrecognitionof potentialtreatment
failuresandprovidessuggestion$or usingalternativetreatmenmethodsor varyingthe
treatmenplan,regardles®f the orientationof the therapeuticservicebeingoffered. The OQ-45
is a45-item selfreportinstrument designedo measurechangen threecritical
domainsconsidereassentiato improvemenin psychotherapySymptomdistressjnterpersonal
relationshipsandsocialrole performanceSpecifically,respondentaredirectedto ratehow they
felt overthe pastweekbasedon a5-point Likert scalerangingfrom® n e Gto™” al mo st
a | w a(4).9HelnterpersonaRelationssubscalevasderivedfrom the Inventoryof
InterpersonaProblemdnventory(IPP; Alden, Wiggins, & Pincus,1990)andmeasures
lonelines, conflict with others,andmarriageandfamily difficulties. The possiblescoresonthe
subscaleangefrom 0 to 36, with higherscoregndicatingpoorerfunctioning.

Hessandcolleague42010)examinedhe ability of the OQ-45 to discriminatefor unique
interpersonatlistress Findingsof the study,which involved 121 participantsecruitedfrom a
universitycounsellingcentre supportedhe OQ-45 asa measuref generalinterpersonal
distressThesubscales basedn researchhatsuggestinterpersoal relationshipsareoftena
centralfocusof therapyandwell-being(Lambertetal., 2005).Giventhathigherlevelsof initial
distressandinterpersonatlifficulties havebeenfoundto predictpooreroutcomesn therapy,
receivingformal feedbaclonacl i e lavelbf ;mterpersonatlistresshroughoutreatment
representavalid target(Kuyken,Kurzer,DeRubeisBeck & Brown,2001;Borkovecetal.,

2002).
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Formal strategies are also inherent in the structural components of CBT. For example,
Heimberg andecker (2002) found that clients completing CBT for Social Anxiety Disorder
(involving formal strategies such as cognitive restructuring, homeworknselitoring, and
behavioural activation) reported a reduction in-sefforted interpersonal distregdthough the
literature on the relationship between formal strategies in CBT for depression and interpersonal
distress is limited, a case can be made for the association. That is, itestablished that
symptoms of depression can increase the liketihaf interpersonal problems (Joiner, 2000).
Consequently, a reduction in depressive symptoms would likely be associated with a reduction in
interpersonal distress. Nonetheless, it appears that formal strategies in CBT may play a role in
reducing selrepated relational distress.

Process Factors in Individual CBT for Depression

Process factors have also been isolated as variables that influence treatment response in
therapy. While many process factors have been theorized and investigated, a great body of
literature has emerged to support the role of therapeutic alliance in treatment staloesa(d
Leszcz, 200p In a metaanalytic review, Horvath (2001) found that therapeutic alliance
accounted for approximately half of the positive effect accrued psyohotherapy. In
particular, the effect size for therapeutic alliance and outcome was .21, compared to an effect
size of .39 for overall treatment effect of psychotherapy. What is less known is the relationship
between therapeutic alliance in treatmerd elnanges in relationship distress outside of
treatment. De Roten and colleagues (2004) investigated the relationship betweeatelikent
therapeutic alliance during the early stage of therapy and various treatment outcomes. Their
findings suggest thatlence was predictive of symptom improvement as well as social

adjustment at termination. While the relationship is not conclusive, it appears that therapeutic
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alliance may play a role in the clienbke"s expe
addressed is the manner in which therapeutic alliance impacts relationship distress for
individuals receiving CBT for depression. While the CBT approach is more structured and less
processoriented, it is nonetheless an evidebesed therapeutic appabathat involves a
relational component and targets problems related to depression, including interpersonal conflict
(Norcross, 2011).
Process Factors in Group CBT for Depression

Other process factors that may influence treatment outcome can be foumdtgtgroup
modality. Group therapy, which has been shown to be comparable to individual treatment, has
the unique benefit of group process factors that can impact treatment response (Norcross, 2011).
One of the major differences between individual andigtberapy is the number of relationship
variables that may influence treatment outcome. Group therapy goes beyond the teerapist
member relationship construct in individual therapy and encompasses all the Arembeartber
bonds within the group.iBliing, McCabe, and Antony (2006) hypothesized seven process
variables in group CBT that might influence treatment outcome, including optimism, inclusion,
group learning, shifting sefbcus, modification of maladaptive relational patterns, group
cohesivenessna emotional processing in the group setting. Perhaps the most widely studied
group process factor, group cohesion, has found wide support in the literature for influencing
treatment response (see deyPiper, and Ogrodniczuk, 200@r a review). Howesr,
consensus on the significance of cohesion on treatment outcomes in group therapy has not been
reached (Hope, Heimberg, Jusi&rTurk, 2001; Oei & Browne, 2006).

What is poorly understood is whether the benefits of the therapeutic relationships formed

between members in group therapy generalize teraptfrted relationship distress outside of
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group treatment. Although it may seem reasonable to expect a change in relational distress when
interpersonal problems are targeted directly during group treatines not clear whether a
more structured approach, such as CBT for depression, might provide the same benefits.
Researchers in Norway examined the relationship between group climate and on treatment
response using a manualized, structured-timged cognitivebehavioural group therapy
(CBGT) for outpatients with comorbid psychiatric disorders, including depression (Ryum,
Hagen, Nordahl, Vogel & Stiles, 2009). Results reveal that only levels of group engagement (a
subscale of the Group Climate Questaire (GCES; MacKenzie, 1981) which measures
cohesion, seltlisclosure, cognitive understanding, and confrontation) were related to
improvement in interpersonal problems, as measured by the Inventory of Interpersonal
ProblemsCircumplex (IIRC; Alden, Wggins, & Pincus, 1990). Other studies have investigated
various models of the relationship between cohesion and outcome (see Norcross, 2011, for a
review). For example, cohesion to the group accounted for abodhinle of the effect of
interpersonal ditress on attendance in two forms of thneited group psychotherapy for
complicated grief (interpretive and supportive), thus providing compelling evidence for its role
as a mediatorJpyce, Piper, & Ogrodniczuk, 20D7Given this, it is possible that@rp cohesion
may act as a mediator between predictor variables, such as initial level of distress, and treatment
outcomes. Although relatively unexplored in the literature, group CBT for depression may
contain unique process factors that can mediate kgoreship between interpersonal distress
reported at intake and termination.

Unlike individual therapy, which only includes the relationship between patient and clinician,
group CBT allows for unique opportunities for relational type factors to be exjpthre to

multiple patient interactions. Given these differences, this study will examine whether
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improvements in selfeported relationship distress are greater in group CBT for depression than
individual CBT for depression. This study will also invedtigtne possible mediating role of
process variables in the relationship betweengmd postrelationship distress in group CBT
for depression. The clinical implications for these results are significant, as there may be added
benefits to referring clign to group CBT treatment instead of individual CBT treatment when
they are reporting interpersonal problems within unipolar depression.
Rationale and Novel Contributions

The purpose of the study was not to examine the effect of providing feedbackwoh dié
progresger se but to compare how individual and group CBT interventions impaect self
reported interpersonal distress over treatment, and investigate how process factors might mediate
this relationship in group therapy. Specifically, it was of irgete study group cohesion and
therapeutic alliance, and the potential mediating relationship to initial levels of relational distress
and relational distress reported at termination.

Studying the impact of process factors on treatment outcome in isaBmecessary first
step before comparing the impact of feedback on patient response to treatment. This research
will advance the literature on the treatment benefits of group therapy as well as the specific
mechanisms in which group therapy might iefhge relationship distress.
Objectives of the Study and Research Questions

The primary objective of the present study was to examine differences in treatment response

for individuals receiving CBT for depression and individuals receiving group CBT for
depression. Specifically, | tested the hypothesis that there are benefits to offering group instead

of individual CBT for depression for individuals experiencing relationship distress.
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While investigating the potential benefits of group CBT for reducitafiomship distress, |
also examined which processes unique to group therapy might be impacting treatment response
and in which manner. Specifically, | explored how therapeutic alliance and group cohesion in
group CBT medi-epoees interprsoeah distress asress treatment. Thus, the
secondary objective was to assess the relationship between group cohesion, therapeutic alliance,
and changes in relationship distress scores across group CBT for depression.
Hypotheses

For the primary objectivet is hypothesized that:

1. Clients in the group therapy condition will experience a lastgisticallysignificant
reduction in selreported relationship distress at termination, as compared to clients in
the individual therapy condition. Improvementdistress is defined as a decrease in the
relationship distress subscale score on thed®@om baseline (Time 1) to termination
(Time 2).

2. Clients in the group therapy condition will experience a lactpically significant
reduction in selreported redtionship distress, as compared to clients in the individual
therapy condition.

3. Participating in group therapy will lead to an overall greede of improvement in self
reported relationship distress across therapy sessions, as compared to clients who
paticipate in individual therapy. A greater rate of improvement is measured by a
significant decrease in the relationship distress subscale score on-#i &»ss all 18
sessions of group treatment and the first 18 sessions of individual therapy.

In ternms of the secondary objective, it is hypothesized that:
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4. Group cohesion and therapeutic alliance will mediate the relationship between

pretreatment relationship distress and posttreatment relationship distress in group therapy.
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Methodology

Overview

This investigation primarily focuses on comparing individual therapy and group therapy
on changes in relationship distress across treatment. The independent variable is the treatment
condition (IndividualversusGroup) and the dependent vatals the change in relationship
distress from préreatment to podreatment, as measured the -@®relationship distress
subscale score. The secondary focus of the investigation is to examine whether process factors in
group therapy, namely therapeutiiance and group cohesion, account for the relationship
between preand postrelationship distress. Data for the two treatment conditions were collected
from two treatment sites. Analysis of previously collected datacommunitypbased mental
healthtraining centre was used to collect data on individuals receiving CBT for depression. Data
for the group therapy condition was collected from patients attending group therapy at a tertiary
care facility. Details on the selection process for each conditmprovided in the Procedures
section.
Participants

In total, there were@individuals involved in this investigation (37% male, 63% female).
The mean age was 33.yé&ars(SD=10.53), with a range of 20 to §dars The mean
pretreatment level of relatship distress score was 18.57 (possible range of scores for this
subscale is 0 to 36), indicating clinical levels of distress in interpersonal relationships at the start
of therapy. The marity of the samplavas single (57.7%), followed by meed (23.1%),
divorced (11.5%), and with a partner/significant other (7.7%). The sample was predominantly

Caucasian (85.7%) and spoke English as their first language (88.9%).
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In the individual therapy condition, there were a total of 18 cases (67% f&8%e,
male). The mean number of sessions attended for individual therapy was 16.72 (SD=7.50) with a
range of 6 to 29. In the group therapy condition, there were a total of two groups comprided of 1
participants (58% female, 42% male). There were seveigiparits in group 1 anfive
participants in group 2. One participant dropped out at session nine in group 2; however, data
was retained and analyzed usinlgast Observation Carried Forward (LOCFH method.Data
from the group therapy condition walso used irstudy?2 of this thesis to inwstigatethe role of
feedbackand process in group CBT for depression.

The mean number of sessions attended was 14.92 (SD=2.64), with a range of 9 to 18. The
mean mmber of comorbid diagnosess\2.25 (SD=.97). The most common comorbid diagnosis
was SociaAnxiety Disorder (42%) followed by Generalized Anxiety Disorder (30%). The mean
number of antidepressant medications taken during treatment in the group therapy condition was
2.5 (SD=.71), with only one participant reporting a change in medication usthewmurse of
treatment. Thirty percent of group participants reported having received previous group CBT.

Clients in the individual therapy condition were treated by clinical psychology doctoral
students or interns who were superviseeleyenclinical psychologists. Tha¢atment groups
were celed by oneclinical psychologist anfive pre-doctoral residents in clinical psycholofgy
different resident for each grougjhe number of years tfaining (as measured by the number
of years registered witthe College of Psychologists of Ontario) between the supervising
clinician in the individual therapy condition and the clinical psychologist in the group therapy
condition was not significanp$0.05). Likewise, the level of training between the clinical
psychology students serving as therapists in each treatment condition wagmficant

(p>0.05).Given that the clinical psychologist in the group therapy condition aléacidates
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the group sessiong)e clinical psychologist ialso considered adating clinicianThe level of
training of te clinical psychologist is significantly greater thiaapracticum students and
interns in the individual therapy condition. However, the literatuggests thathelevel of
trainingof a therapists not asignificant predictoof client treatment outcome €8 Goldberg et
al., 2016 for review.
Procedure

Individual Therapy Recruitment

Participants were selected from an existing database that contains data collected from
clients, student clinicians, andratal supervisors at the University of Ottawa Centre for
Psychological Services and Research (CPSR) used for the purposes of quality assurance and
program developmenCPSR is a welkestablisked communitybased training clinic located on
the campus of theniversity of Ottawa. Under the supervision of registered psychologists,
trainees at CPSR provide services in French and English to clients presenting with a broad range
of psychological problems. CPSR"s ¢trr@inees co
program in clinical psychology at the University of Ottawa as well as 8 interns completing a full
year, predoctoral internship program accredited by the Canadian Psychological Association.
Several evidenebased treatment orientations are offereshdividual, couple, family, and
group modalities.

Beginning in 2008, clinicians were instructed to administer the46@t the beginning of
each session in order to provide clients with feedbadkein progress on a sessibgsession
basis How the infamation obtained from the O@b was to be used in session was not
stipulated, but clinicians had a variety of options. Treating clinicians could choose to provide

feedback in session based on the results of th&d®Qr use the OQ@5 data as a means of
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monitoring client progress and provide feedback when deemed appropriate. This is consistent
with Lambert and colleagues original studies which did not stipulate what therapists should do in
response to results of the &3 (Lambert, 2005).

In 2010, an evaluain was conducted to assess the implementation of thé30a)
CPSR. The methods of data collection included focus groups, surveys, arstrsetared
interviews. Three different groups were sampled: treating clinicrs49), supervising
clinicians (N = 17), and clientsN = 24). In addition, client outcomes were analyzed using a
database created from the online profiling systemOiQeAnalyst as well as a database on
client statistics. Information for this investigation was ascertained secondaniytliese
sources. Approval to use this data as a source for secondary data analysis was approved by the
Social Sciences and Humanities Research Ethics Board at the University of Ottawa.

Selection ofndividual TherapyCases

Using the evaluation database secondary data analysis, selection criteria were applied
to select participants. First, because a variety of services are provided at CPSR (e.qg., child and
family services, psychoeducational assessment, couple therapy, etc.), only individual adult
therapy cases were selected for analysis to ensure consistency in the instrument u4gd (OQ
adult version) across cases. Second, only cases where clients had attended two or more sessions
of individual therapy were included because analysis of change g@ssible with only one
administration of the O&5. Third, because both clinical faculty and students use thé30Q
database in their provision of services, only cases where the treating clinician was a student
(either practicum or intern level) were inded. Finally, only terminated cases were included in
the analyses to ensure that change was assessed at intake and at the end of treatment. After these

selection criteria were applied, there were a total of 148 cases included in the analyses.
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A total of 17 supervising clinicians at CPSR participated in the evaluation. Responses
were collected from a series of questions, including: how supervisors directed their students to
use the OQU5 with their clients, how often they directed their students to use@#5 in
session, and how often supervisors discussed thd3@Q supervision. The collected responses
were coded categorically (e.g., every session, most sessions, some sessions, never). For the
purpose of this investigation, it is assumed that treatingians followed the directives of the
clinical supervisors. That is, if the supervising clinician instructed the treating clinician to
provide feedback from the Q&b to their client at the start of every session, it is assumed that
the treating clinian was compliant. Thus, to ensure comparability to the group therapy feedback
condition, only supervisors who reported that they instructed the treating clinician to provide
feedback from the O@5 to their client at the start of every session was indlidéhe analyses.
Furthermore, only supervisors who identified their theoretical orientation as CBT in the
evaluation were included for analysis. After the supervisor criteria were applied, the total number
of cases was reduced to 61 individual theramnts.Finally, only clients with a primary Axis |
diagnosis of major depressive disorder were included in the study. It was not indicated in the
data file which clinical instruments were used to determine the diagnosis or primacy of the
depressive disordehowever, all diagnoses and clinical reports are overseen by a supervising
registered clinical psychologigDnce all selection criteria were applied, there wé&edividual
cases for analysis ardd supervisors.

Individual Therapy Procedure

Thevarid| es of interest from the client outcol
gender, OA5 scores throughout treatment, number of sessions, supervising clinician, and

treating clinician. Variables of interest from the @@ evaluation database arapsrvising
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clinician, theoretical orientation, and frequency of provision of feedback in session.
Additionally, the variables of interest from the client statistics database were client code,
presenting problem, termination status, and level of trairfimigeating clinician. Data from these
sources were exported from Excel files and merged to a single SPSS file for analysis.
Specifically,the client outcomes database and the use of thd®database were merged
according to the clinical supervisor. THeent outcomes database was merged with the client
statistics database by the client code. This allowed for the analysis of changes in relationship
distress across treatment for adult individuals participating in CBT for depression.

All electronic data weatreated as confidential and stored on a secure server on a research
computer that is located in a locked office at the University of Ottawa. Only the research
investigators had access to the data. No identifying names of clients appeared on any dataset.

Group Therapy Recruitment

Participants were recruited from the Mood Disorders Program at the Royal Ottawa
Mental Health Centre (ROMHC). The ROMHC is a tertiary care service whose mandate is to
provide specialized assessment and treatment of mood dipatasits. The Mood Disorders
Program at the ROMHC includes an Assessment and Evaluation outpatient clinic providing
specialized care for individuals who are at least 16 years of age and who have been diagnosed
with a treatment resistant or refractory mamilsode, recurrent depression, or bipolar | or Il
disorder. Referrals to this clinic are received directly from central triage at the ROMHC, who
coordinate and dispense referrals received from community physicians and other hospital
centres. As part otandard clinical care in the outpatient clinic at the ROMHC, all newly
referred patients undergo a standardized assessment aimed at diagnostic clarification, assessment

of psychosocial variables related to treatment response, and treatment planninlinicete c
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history of each patient is assessed and documented usi@gubtiredClinical Interview for
DSM-1V (SCID-I; First, Gibbon, Spitzer & Gibbon, 1986nterviewGuide br Evaluating
DSM-1V Psychiatric Disorderg&Zimmerman, 1994)s well as standdized seHreport
instruments. Once patients are assessed, ardis@plinary treatment plan is generated and
patients are treated within the context of the Mood Disorders Outpatient Clinic, if diagnosed with
a mood disorder. Patients are offered plenoiogical management of depressive symptoms, as
well as group CBT programming for unipolar depression.

Once participants have completed the standard clinical assessment and evaluation process
at the ROMHC, male and female patients 83 years of age, Wi a diagnosis of current
unipolar depressioaccording to DSMV criteria, were invited by a member of the clinical
assessment team to participate in a study examining the effectiveness of group CBT to treat
unipolar depression. Specifically, they wes&ed for permission to be contactedthe
investigatorsUpon agreement patients were contacted, informed about the study and asked to
participate.

Selection ofsroup TherapyCases

The inclusion criteria includes patients with a primary diagnosis oéciunipolar major
depressive episodestablished by the SCHD. The primay of the diagnosis ofe@pressiorwas
based on standard clinicasessment and evaluatiootpcols that take into consideration the
mental health profile and current needs ofguds in the Mood Disorders Program. As well,
current major depressive episode is listed as the primary presenting concern on the clinical
assessment repoiithe exclusion criteria were patients with a (1) primary diagnosis of any
anxiety disorder, or (2 SCD diagnosis, past or present (d) Bipolar Disorder, (b)

Schizoaffective Disorder, (c) Schizophrenia, (d) Substance Abuse Disorder (current or within the
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past 6 months), (g@rimary personality disordébased ora structured clinical interview and
assessment report from the Mood Disosd&ogramAssessment and Evaluation clinic
Patients were also excluded if they were actively suicidal (i.e. suicidal plans or gesiaaems)
unstable medical iliness, neurological disease, head trauma, ort@gyehotic symptoms.
Participants were proficient in speaking English and had at least a Grade 8 reading level. This is
the reading level used for standard clinical care CBT groups at the Royal in order to participate
in group activities and complete CB@&lated homeworlPatients with other mental health
conditions were included in the study provided their diagnoses wetlkeamimary presenting
problem.

Group Therapy Procedure

This research investigation involved asking interested participants tdeteragditional
symptomrelated interviews and questionnaires over the course of treatment. Participants were
under no obligation to participate in the proposed study and it was made clear to them both
verbally and in the informed consent documentationttier decision to participate in this study
would have no bearing on the quality of their current or future health care. Therefore, declining
participation in the study had no effemn treatment received in théood DisordersProgram.
Patients who declied participation at the ROMHC would continue to receive therapy as usual
from a trained therapist and pharmacological management as part of routine clinical care.

Interested participants were placed on a waitlist until there were enough people to form
one group (approximately 10 participantEhe average wait period was 4 weésse Results
section for more detailsPnce there were enough participants, each participant was scheduled
for an individual pregroup session with a group facilitai@tinical psychologist or clinical

psychology resident under their supervisidajing a tweweek period prior to the start of the
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group. During this meeting, patients were asked to provide informed consent to participate in a
study assessing the effectivenessrolug CBT to treat major depressive disorder. Furthermore,
diagnoses obtained during the sestmuctured diagnostic clinical interviews were confirmed
using the mood module of the SCID

This meeting also involved meeting with the research investigatoovap instructions
for completing the O€A5. Severity level of current depressive symptoms alssassesselly
the research investigatasing interviews assessing severity of current symptétam{lton
Depression Rating Scaldamilton, 1960). A shortpackage of selfeport questionnaires
assessg demographics (age, sex, gender), psychigirev{ous treatments) and psychological
variables (satisfaction with life, dysfunctional cognitions), were administered.

Participants who required pharmacological management continued theake
medication as directed for the duration of the study. For the purpose of this study, medications
were considered nuisance variables. That is, the information is not of direct interest to the
investigation, but was taken into account in case changesdication use needed to be
controlled for in the statistical analyses.

The group CBT sessions were leddmeclinical psychologist ando-facilitated byfive
psychology residents who were under supervigime psychology resident for each graup)
Speifically, psychology residents had previous training in two of the following areas: group
CBT, individual adult CBT, and CBT for depression, in order to be consideredfasildators.
The progress of the trainees was discussed on a weekly basisspaifgc allotted periods for
supervision.

In addition to the 2 individual sessions, one before and after treatment, there were 18

weekly group sessionhe individual session after treatment termination involved debriefing
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about participation in the gy, including positive and negative aspects of using thel®@s
well as recommendations for the futuEach session was 2 hours in duration. Clients were
instructed to go to a computer lab clog¢hte grougherapy rooni5 minutes before the staof
each session to complete the -@®on theOQ-Analyst an accompanying computer software
program that tabulates and produces feedback based on client responses. A research investigator
was present to assist with logging into the program, questionggrtéchnical issues that
might arise. All participant feedback reports were then printed by the research investigator and
given to the facilitators and each participant received their own feedback report. Five minutes
were allotted to allow participantise opportunity to discuss their feedback. It was made clear at
the beginning of each session that participants were free to not discuss their feedback if they
chose to.

In line with standardyroupCBT for depressioratthe ROMHC, drop-outsweredefined
whenparticipantamissedmorethan3 consecutivesessionsParticipantdrop-outswerehandled
with the LOCF method.This methodimputesthelastmeasuredalueto all subsequentut
missing,evaluationandanalysesreconductedasif all thedatawereobservedThis method
introducedessbiasto the datathana perprotocolanalysiswhich only includesthosepatients
who completetreatmentOtherimputationmethodsexistthatmayfurtherreducebiasin the data.
Forexample,anintentionto Treat(ITT) analysistypically involvesadministeringneasuresit
studytime pointsto patientsvho havedroppedout of thetreatmentandincludeseveryonen the
analysisHowever this methodwasnot feasiblegiventheresourcesvailableandthe study
population.

Measures
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Outcome Questionnaire. The Outcome Questionr{@i@45; Lambert et al., 1996) is a
45-item selfreport instrument designed to measure change in three critical daroasidered
essential to improvement in psyt¢herapy: Symptom distress, interpersonal relationships, and
social role performance. Specifically, respondents are directed to rate how they felt over the past
week basedonapoi nt Li kert scale, ranging from “neve
decreae the possibility of response sets producing biased results, 9 of the 45 items are reverse
scored. The possible scores range from 0 to 180, with higher scores indicating poorer
functioning. Scores on the Total @43 scale have been reported to be reliabk valid,
distinguishing well between clinical and rolnical subjects, as well as patients with differing
degrees of illness severity (Umphress et al., 1997).

The Working Alliance InventoryShort Form. Th&Vorking Alliance Inventory Short
Form (WAI-S; Horvath & Greenberg, 1989) is a-it@m selfreport measure developed to
examine three characteristics of working alliance between a clinician and client: therapeutic
bond, agreement on tasks, and agreement about goals. Each item is scorgmbinm lakert
scale ranging from “not at all true” (1) to -
validity of 0.76 for the Tasks subsca®80 for Goal subscale, aib3 for the Bonds subscale,
as well as being correlated with many relationship ancooowe based measures (Hatcher,
Barends, Hansell, & Gutfreund, 1995; Cortean, 1997).

Group Climate Questionnairie Client Short Form.The Group Climate Questionnaire
Client Short Form (GCE5; MacKenzie,1981) is a twehreem seltreport instrument that
measures how group members perceive the group
ratedonasevepoi nt Li kert scale indicatnrotagal eX©0ént ool

“extremely ( 6) . 't has demonst r anstudtvafjdiypwith i nt er nal
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coefficient alphas ranging frotm88 t00.91 (Kivlighan & Goldfine, 1991). The GGQ consists

of three subscales: Engagement, Avoidance, and Conflict. The Engagement scale refers to
cohesion, selflisclosure, cognitive understandingdaconfrontation. The Avoidance scale
measures the extent to which group members may avoid responsibility for their change process.
The Conflict scale is a measure of interpersonal conflict and distrust.

Statistical Analysis

The computer software IBM SP&3atistics for Windows, Version 22.0, Armonk, NY:
IBM Corp. for Windows was used to analyze this data. As a preliminary analysigiagne
ANOVAs were conducted on ptesatment client variables to determine whether potential
confounds exist between treant modalitiesVariables of interest included the mean-@®
relationship distress score at pretreatmantmean age of participantsr each treatment
condition. Themean number of therapy sessiovess also of interesA chi-square analysis was
conduced to assess differences in gender composition (male, female).

Hypothesis 1 waanalyzed using a 2x2 repeated measures design to determine whether,
compared to individual CBT for depression, participating in group CBT for depression leads to a
greater rduction in seHreported relationship distress at termination. The independent variable
was theTreatment Condition (Individual vs. Group) and the dependent variable welsathge
in score on the O@5 relationship distress subscale from intake to terioima

A 2X4 chisquare analysis was employed for hypothesis 2 to further assess the
meaningfulness of change in relationship distress by treatment modality (Individual vs. Group).
Using outcome classifications basedloa c o bson and Tr foaelidbleor( 1991)

clinically significant change, clients were categorized into four final outcome classifications:
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Recovered, Improved, No change, and Deteriordted.differences in the frequency with which
clients were assigned to outcome classificatiategories were then assessed.

Hypothesis 3 was analyzed using a repeated measures ANOVA, with the treatment
condition (lndividual vs. Group) @45 the indep
relationship distress score over eighteen sessions of thesdpg dependent variabléhe use of
mixed linear models for longitudinal data was considered but not completed for this analysis. As
this is a preliminary investigation, the analyses are exploratory in nature. An evaluation of the
goodness of fit for o#r statistical models would present a logical next step in future research
that includes more rigorously obtained data.

To test hypothesis 4, two mediator models were employed to examine whether change in
relationship distress in group therapy was medibyeeither therapeutic alliance ¢fal score on
the Working Alliance Inventory) or group cohesion (Three subscales on the Group Climate
Questionnaire). The data for the mediator variables were collected during session three of group
treatment. The prediatdor these two models was the pngervention O@45 relationship
distress score and the outcome was thepeatment O@45 relationship distress score. A
follow-up mediator model was analyzed using the subscales of the Working Alliance Inventory
(i.e.Bond, Task, Goals) to determine whether specific aspects of the therapeutic alliance mediate
the relationship between pretreatment relationship distress on posttreatment relationship distress
in group therapy.

The Hayes (2013) method was used to testiediation. Compared to Baron and
Kenny®"s regressions and the Sobel test, which

approach usedsootstrap confidence intervdls interpret indirect effect3 his practice has
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become increasingly common as it alfusers to simply report the degree of mediation

observed in the data as opposed to beingthoo significance testing only.

43
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Results
Pre-treatment

Giventhesmallsamplesize(Individual conditionn = 18, Groupconditionn = 12) ateg
for normalitywasnot conductedTabachnickandFidell, 2007) However,nonparametritests,
which aredesignedor dataanalysiswith smallsamplesyould be unableto evaluatehe
researclguestionsin orderto asses$or interactioneffectsandmediaion models,morecomplex
analysesvererequired.Therefore parametridestingwasusedto beginto investigatethe
relationship betweerthe variablesof interest.As this investigations a preliminaryanalysisof
theresearclyuestionsanysignificantfindingsrepresenafirst attemptat examiningthe
variablesof interest

Thesmallsamplesizealsosuggests low level of power, which maymakeit difficult to
detectsignificantfindings This primarily presents challengeto theinterpretatiorof non-
significantresults.Thatis, failure to achievesignificancemaybereflectiveof thetrue
relationshipbetweerthe variablesof interestor simply dueto the analysisbeingunderpowered
However,if significantresultsarefoundwith the smallsamplesize,cautiousinterpretatiorof the
findingsis warranted.

Missingdatafor the weekly OQ-45 relationshipdistressscoresvereimputedusingthe
LastObservatiorCarriedForwardmethod.Datais missingfrom participantsvho droppedout of
thestudyor did notcompletetheinitial or terminationprocessneasure¢Seehypothesist).
Giventhathypothesigt assesssvariablesneasuredt two time pointsbeforeandaftergroup
therapy datamissingfrom eitheroneof thesetime pointsrepresenalossof 50 % of the
part i datglreonderto ducebias,it wasbelievedto bereasonabl¢o excludeparticipants

missingdataat Time 1 or Time 2 from someof theseanalyses.
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Prior to testing the effectiveness of the treatment interventions (Individual Vreandp
Group Therapy), preliminary analyses were completed in order to test fimtgmesntion
equivalence of variables that could be confounded with the effect of treatment intervention
modality. Thus, ongvay ANOVAs were conducted to assess for comphinabf the mean OQ
45 relationship distress scores at pretreatment, mean age of participants, and mean number of
therapy sessions for each treatment condition. Assgbare analysis was conducted to assess
differences in gender composition (male, femdh)e to the number of categories and small
sample sizes, differences in marital status (single, married, divorced, significant other/partner)
was assessed using the rparametric Fishérs Ex act t e ssquare dnaysis, thee t he ¢
Fishet s Bedasenbre amenable for calculating probabilities when the expected frequency
count is less than 5.

Tablel showsthe meansandstandardieviationsof the pre-treatmentanddemographic
variablesof interestfor eachcondition.No statistcally significantbetweergroupsdifferences
werefoundbetweerthe two treatmentonditionsin termsof meanOQ-45 relationshipdistress
scoresat pre-treatmen{F(1,28)= 3.14,p>0.05, meanageof participantdF(1,28)= 3.51,
p>0.05) andmeannumberof therapysessiongor eachtreatmentondition(F(1,28)= 0.67,
p>0.05) Similarly, no statisticallysignificantbetweergroupsdifferencesverefoundbetween
thetwo treatmentonditionsin termsof gender( 3= 0.215,n = 30, p>0.05 andmarital status
(p>0.09. In summaryresultsfrom variablesavailablesuggesthetwo conditionshadsimilar
demographicharacteristicendclinical presemationsanda comparativdevel of attendancand

groupcompletionstatusat termination.
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Table 1. Means, Standard Deviations, angakies for Prareatment and Demographic
Variables by Treatment Conditiom¢lividualn = 18, Groupn = 12).

TreatmeniCondition

Variables Group Mean (SD) Individual Mean (SD) F-value
Pretreatment relationship distres  85.92 (18.18) 89.00 (20.91) 3.14
Age 38.50 (11.66) 31.06 (9.12) 3.51
Number of sessions 14.92 (2.64) 16.72 (7.50) 0.67

*No group difference was fourah any pretreatment demographic variables

Hypothesis 1

Clients in the group therapy condition will experience a greater statistically significant
reduction in selreported relationship distress at termination, as compared to clients in the
individual therapy condition. Improvement in distress is defined as a decrease in the relationship
distress subscale score on the @®from baseline (Time 1) to termination (Time 2).

A 2x2 repeated measures ANOVA was performed with Treatment Condition (Individual
vs.Group) as independent -anapostraabrerd O@5Sreatianshiph c | i e
distress scores as dependent variable. A significant interaction effect was found, indicating that
the relationship distress subscale score differed in each treatoralition across timek(1, 28)
=487p< . 05, 2=045) (Seedigurenl). Table 2 shows the means and standard

deviations othetwo treatment conditions at time 1 and time 2.
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Change in Relationship Distress Across Therapy
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Figure 1 Interaction between time (pre and ptrsatment) and condition (individual and group)
for the Qutcome QuestionnaiRelationship Distress subscale sc@nelividualn= 18, Groupn
=12).

Table 2. Means and Standard Deviations for Change in Relationship Distress by Treatment
Condition (ndividualn =18, Groupn = 12).

Condition Mean (SD)

Group Time 1 16.58 (1.444)
Time 2 9.67 (1.943)

Individual  Time 1 19.89 (1.179)
Time 2 17.72 (1.586)

A subsequent analysis of the simple main effects of time for each group was investigated.
Results indicated a significant effect of time in the group condif¢h 8) = 17.22, p <.001,
p ar t’# @38) amd a nosigrificant effect of time in the individual conditiofF (L, 28) = 2.55,

p > . 05%=0.p8x These eesultssuggest that clients who participated in group therapy
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experienced a significantly greater reduction in relationship distress across timketimanido
participated in individual therapy.
Hypothesis 2

Clients in the group therapy condition will experience a greater clinically significant
reduction in selreported relationship distress at termination, as compared to clients in the
individual therapy condition.

To further assess the meaningfulness of change in relationship distress by treatment
intervention, clients were categorized into the final outcome classifications based on Jacobson
and Truax"s (1991) cr i nifeantclange:decovered, In@dvddedNo or ¢
change, and Deteriorated. These data are presented in Table 3. To account for the small sample
size, the nofparametric FisheE x a destwas used instead of the Chi square statistic. The
Exact procedure is an expsion of the model that was originally developed by Fisher in order to
obtain a probability value without violating the minimum expected frequency count per cell

required for chi square analyses. The Figher a destTegealed that the differences olsedr

between treatment interventions are significanO(OS,l'j =0.47.

Table 3. Observed Count, Expected Count, and Adjusted Residual of the Relationship Distress
Outcome Classification by Treatment Condit{emdividualn = 18, Groupn = 12).

Condition
Outcome @assification Group  Individual
Recovery Observed Count 6 3
Expected Count 3.6 5.4
Adjusted Residual 2.0 -2.0
Improvement Observed Count 3 2
Expected Count 2.0 3.0
Adjusted Residual 1.0 -1.0
No changé Observed Count 3 12
Expectel Count 6.0 9.0

Adjusted Residual -2.2 2.2
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Deteriorated Observed Count 0 1
Expected Count 4 .6
Adjusted Residual -.8 .8

*Adjusted Standardized Residual is the equivalent ebeaze. Significance at the 0.05 alpha level is considered

whentheadjst ed resi dual is =21.96.

Upon investigation of the individual cells, it is evident that the observed count in the
., Recovery" category for the group condition i
expected if it were a function of chance. k e wi se, the observed freque:
category of the individual condition is significantly less than the frequency that would be
expected as a function of chance. This suggests that clients in the group condition experienced a
greater clinicdy significant improvement in relationship distress than clients in the individual
condition, with more clients in the group condition being classified as recovered (change in
relationship distress score from pte post treatment moved from the clinicahge to the non
clinical range) than would be expected by chance and fewer clients in the individual condition
being classified as recovered than would be expected by chance.

Also of note, individual cell analysis revealed that the observed frequerftyeint, N o
change® category of the group condition was s
chance. Similarly, the observed frequency 1in
condition was significantly greater than what would be expectadwasction of chance. These
results suggest that, compared to the group condition, clients in the individual condition
experienced relatively greater rolinically significant change across treatment as compared to
those in the group condition.

Intermsé t he outcome classification , I mprovem

and expected frequencies in both the individual and group condition were not significantly
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different than what would be expected as a function of chance. These findings sug@est tha
comparable number of clients in both the individual and group condition experienced a clinically
significant improvement in relationship distress as classified by Jacobson and Truax. Likewise,
both conditions saw a similar number of clients experi@amc@crease in relationship distress
across treatment interventions.

Hypothesis 3

Participating in group therapy will lead to an overall greater rate of improvement in self
reported relationship distress across therapy sessions, as compared to clieq@rtiidipate in
individual therapy.

A repeated measures ANOVA was performed with Treatment Condition (Individual vs.
Group) as independent -45elatiorstpl distress scdre @ver eighteenl i e n
sessions of therapy as the dependent bii&iven that the individual therapy sessions ranged
from 6 to 29, only individual therapy cases with at least 18 sessions were indlbhde®
participantsivere included irthe individual therapy condition. Theneereno missing data in the
individual condition between sessions 1 and 18. In the group conditionwbez&4% missing
data between session 1 and session 18laBh@bservation carried forward@CF) method was
employed for data imputatidn the group conditionThis analysis wasompaed with and
without using the LOCF method for the group condifjparticipants with missing data were
removed from the analysjshdicating that theesultswereconsistent regardless whether the
LOCF method of data imputatiamas used

Using the GrenhouseGeisser corre@n to account for sphericityesultsindicate a non
significant interactionf(6, 119 = 0. 7 3, = 0:04). Ahdysis op main effects| n

revealed a significant effect of timg(6, 119)= 3. 41, p 2<0.55)suggespngthati al n
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clients experienced a significant reduction in relationship distress over the eighteen sessions of
therapy across both treatment conditions (See Figure 2). The analysis of the main effect of

treatment condition yielded nesignificant indings(F(6, 119)=3 . 6 9, p >2=0a6,, part
although the trend is approaching significarge 0.07). Giverthelarge number of within

subject levels, it is likely thatlargersample would provide enough power to detect a significant

interaction between the atBment interventions across eighteen sessions of therapy.

Change in Relationship Distress Across 18
Therapy Sessions
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Figure 2 Interaction between sessions and condition (individual and group) for the Outcome
QuestionnaireRelationship Distress subscale score (Gnogpl2; Individualn = 9).

Hypothesis 4
Theremaining analyses relate only to the group therapy particigardasp cohesion and

therapeutic alliance will mediate the relationship between pretreatment relationship distress and

posttreatment relationship distress in group therapy.
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Two mediator mode were employed to investigate whether a reduction in relationship
distress in group therapy (predictor =+reatment relationship distress, outcome ={ost
treatment relationship distress) was mediated by group cohesion and therapeutic alliance. Group
cohesion is determined by the participant®s 1in
Questionnaire subscales (measures at session 3): Engagement, Avoidance, and Conflict.
Therapeutic alliance i s deter mi nedkindgpAlilantcehe par
Inventory (measured at session 3). See Figure 3 for the conceptual mediation model (Hayes,
2013).Given the small number of analyses and small sample size, it was decided not to adjust
the alpha level. Therefore, results should be intergnstth caution See Table 4 for a
correlation matrix of the variables of interé8he group participant did not complete greup
cohesion and therapeutic allianoeasures, therefore, eleven participavgseincluded in these
analyses.

Table 4. Corredtion Matrix of the Predictor, Mediators, and Outcome Variable in Hypothesis 4

Correlation Matrix
0Q45 0Q-45
Relationship Relationship
Distress WAI- | WAI- | WAI- | WAI- | GCQ | GCQ | GCQ Distress

Pretreatment| Total T B G E C A Posttreatment
0Q45
Relationship -059| -052| -0.55| -0.54| -0.37| 0.18| 0.09 0.61%
Distress
Pretreatment
WAI-Total 0.93** | 0.90** | 0.91** 0.49| -0.16| -0.09 -0.77**
WAI-T 0.76** | 0.77** 0.34| -0.17| 0.12 -0.73**
WAI-B 0.74** | 0.42| -0.23| -0.31 -0.72*
WAI-G 0.61*| -0.03| -0.12 -0.68*
GCQE -0.38| -0.11 -0.65*
GCQC 0.39 0.44
GCQA 0.07
0Q45
Relationship
Distress
Posttreatment
**_Correlation is significant at the 0.01 level-(&iled).
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*, Correlation is signifiant at the 0.05 level {&iled). ‘

WAI = Working Alliance Inventory, GCQ = Group Climate Questionnaire

As demonstrated in Figure 3, the indirect effect is the combined effects ofitb.
The significance of this effect can be assessed using tlet t8eb(Sobel, 1982). If the Sobel test
is significant it means that the predictor significantly affects the outcome vaviatbhe
mediator. In other words, there is a significant mediation. However, it is recommended that
bootstrap confidence interngbe employed to interpret indirect effects over formal tests of
significance (Hayes, 2013). This practice has become increasingly common and is preferable to
Baron and Kenny®"s regressions and the Sobel

of mediation observed in the data as opposed to being bound to significance testing only.

Indlrect Effect

o]
/ \

Predictor ‘ [ Outcome
\_Y_;

Direct Effect

Figure 3 Conceptual mediation model with direct and indirect effects (Hayes, 2013).

Therapeutic Alliance Mediator Model
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Step one of testing the therapeutic alliamziation model was to determine whether
t he parti ci pteatnestfelatiomskipedistressf(predictoe) was predictive of the
participants® perception of their alliance wi
testing the indirectféect of pretreatment relationship distress (predictor) on {pekttionship
distress (outcome) through the mediators (See Figure 4). Results indicate that there was an
indirect effect of pretreatment relationship distress on posttreatment relatiorssrepsithrough
the client"s percei vebd048,BCacCala.@2el.8R.iTheltontidaneel r t h
interval indicates that the trisevalue for the indirect effect falls between 0.02 and 1.82. Since
b=0 would mean that there is no effect wgdueever, a confidence interval that does not contain
zero means that there is likely to be a genuine indirect effect. Therefore, therapeutic alliance is a
mediator of the relationship between pretreatment relationship distress on posttreatment
relationshipd i stress in group therapy. 9T=H0i3&95%epresen
BCa CI[.12, .77]. The negatilevalue for pretreatment relationship distress (path a) tells us
that as relationship distress increases, perception of therapeuticalliecreases. Likewise, the
negativeb value for therapeutic alliance (path b) tells us that as perception of therapeutic alliance
increases, posttreatment relationship distress decreases. These relationships are in the predicted

direction.
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Therapeutic
Alliance
b=-1.05,p=.06 / \ =-.47,p=.06
Pretreatment Posttreatment
Relationship ‘ Relationship
Distress Distress

Direct effect,b=0.70,p=.10
Indirect effectpb=0.49, 95% CI [0.02, 1.82]

Figure 4 Therapeutic alliance mediation model= 11).

Follow-up Analysis of Therapeutic Alliance Mediator Model

In order to determine which characteristics of the therapeutic alliance mediates the
relationship between pretreatment relationship distregmsttreatment relationship distress in
group therapy, a follovap mediator model was tested using the subscales of the therapeutic
alliance inventory. Step one of testing this follapr mediation model was to determine whether
parti ci pan ttredtmeht eelat®dshsp distfess fpredictor) was predictive of the

participants initial l evel of therapeutic bo
about goals (Goals) (mediators). Step two involved testing the indirect effecttoégiraat
relationship distress (predictor) on poslationship distress (outcome) through the mediators

(See Figure 5). Results indicate that there was ssigprificant indirect effect of pretreatment

relationship distress on posttreatment relationship dsstres hr ough t he c¢client s
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agreement on taskb=<0.25, 95% CI140.97, 1.44]x*= 0.31, 95% BCa CI [.04, .60]) agreement

on goals §=0.05, 95% CI1{0.82, 2.07]k*= 0.27, 95% BCa CI [.04, .70]) and perceived

therapeutic bondb0.19, 95% CI14{1.06, 2.30] *=0.30, 95% BCa CI [.06, .77]). Since the

confidence intervals for thevalues overlap with zero, this suggests that the therapeutic alliance

subscales do not mediate the relationship between pretreatment relationship distress and

posttreatment relationship distress. Given the number of variables in this model and the small

sample size available, it is possible that a larger sample size could yield significant results.

Bond

Tasks

b=-0.32 p=.08

b=-0.33 p=.09

Pretreatment
Relationship
Distress

Goals

b=-.16, p=.88

b=-.60, p=.58

Posttreatment
Relationship
Distress

Direct effect,b=0.70,p=.16
Bond Indirect effecth=0.19, 95% CI1{1.06, 2.30]
Tasks Indirect effecthy=0.25, 95% CI14{0.97, 1.44]
Goals Indirect effect)=0.05, 95% CI140.82, 2.07]

Figure 5 Follow-up thergeutic alliance mediation mod@l = 11).

Group Cohesion Mediator Model

Step one of testing the group cohesion nmteshamodel was to determine whether

parti ci pan ttredtmeht eehat®nstsp dstfess fpreeictor) was predictive of the

participants

i ni ti al

| evel of engagement,

ayv
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Step two involved testing thiedirect effect of prdareatment relationship distress (predictor) on
postrelationship distress (outcome) through the mediators (See Figure 6). Results indicate that

there was a naaignificant indirect effect of pretreatment relationship distress ottreasnent
relationship distress through b=022,96%BCa@Glt " s pe
[-0.14, 1.29] k*= 0.23, 95% BCa CI [.02, .58]), group avoidanice-0.02, 95% CI{0.79,

0.30] ?=#<0.01, 95% BCa CI [<.01, <.01]) and group diot{b=0.07, 95% CI{0.36, 0.53],

k?=0.09, 95% BCa CI [<.01, .37]). The confidence intervals fobthalues all overlap with

zero. Therefore, group cohesion does not mediate the relationship between pretreatment

relationship distress and posttreatine@ationship distress.

Engagement Avoidance Conflict

b=0.02, p=.74 _ _ i ea e
b=-0.03 p=.26 b=-1.04 p=54 b=4.58 p=33

b=0.02, p=.60 b=-6.53 p=.17

Pretreatment Posttreatment
Relationship —— Relationship
Distress Distress

Direct effect,b=0.92,p=.04
Engagement Indirect effedi=0.22, 95% CI14{0.14, 1.29]
Avoidance Indirect effect)=-0.02, 95% CI{0.79, 0.30]
Conflict Indirect effectp=0.07, 95% CI140.36, 0.53]

Figure & Group cohesion mediation model= 11).
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Discussion

The primary objective for this study was to explore whether there were any benefits to
offering group CBT instead of individual CBT for depresdionindividuals experiencing
relationship distress. The results so far suggest that: a) similar to previous studies that identified
to role of CBT for social anxiety in reducing interpersonal distress, CBT for depression also has
a positive impact on reding relationship distress, and b) although many investigations have
found group CBT for depression comparable to individual CBT for depression, there may be
added benefits to attending the group modality for reducing interpersonal distress.

Hypothesis Jpredicted thaparticipants receiving group CB¥ould experience a greater
statistically significant reduction in sekéported relationship distress at termination, as
compared t@articipants receivingqdividual therapyResults indicated that clientgperienced
a significant reduction in relationship distress over the course of treatment as measured by the
0OQ-45. Furthermore, clients who participated in gr@BT experienced a significantly greater
reduction in relationship distreB®m intake to ternmationthan clients who participated in
individual CBT. This suggests that themeay bebenefits to participating in CBT for depression
for reducing distress related to interpersonal relationships. Although the mechanisms are not yet
clear, it appears thaarticipating in the group modality of CBT for depressitay leado
significantly greater improvements in relationship distress as compared to an individual therapy
modality.

Hypothesis 2 tested whether participating in gr@BY led to greater clinidy
significant reductions in sefeported relationship distress at termination, as compared to
participation in individuaCBT. Based on Jacobson and Truax®s (

clinically significant change, results indicated that clieativinggroupCBT were
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significantly more likely to be classified in the Recovered category at termination than a function
of chance, and clienteceivingindividual CBT were significantly less likely to be classified as
Recovered at termination thanum€tion of chance. Findings also suggest that both treatment
interventions saw similar rates of clients classified as Improved and Deteriorated at termination.
Taken together, clients in gro@BT experienced a greater clinically significant improvement in
relationship distress than clients in the individ@8IT. Thus, in addition to group CBT for
depression providing statistically greater improvements in relationships distress compared to
individual CBT for depression, there appears to be a greater doartients to experience

recovery from relationship distress, at least for the present sample, when participating in group
CBT for depression (i.e. transition from a clinical level of distress to alical relationship
distress level). This furtheupports the strength of the positive impact group CBT for

depression has on relationship distress compared to individual therapy.

In additionto analyzingpre- andposttreatmentscoreson relationshipdistressdy
treatmenintervention,changesn scoresacrosghefirst 18 therapysessionsvereexaminedn
hypothesis3 to determinewvhetherparticipatingin groupCBT led to an overall greaterrate of
improvemenin selfreportedrelationshipdistressascomparedo clientswho participatein
individual CBT. Resultsndicatea significantreductionin relationshipdistressoverthe eighteen
session®f therapyacrosdothtreatmentonditions.Althoughtherewasa nonsignificant
interactionbetweertime andtreatmentondition,atrendapproachingignificancewasfound
Thedifferences betweerthetreatmentonditionsandlevel of relationshipdistressvariedfrom
sessiorto sessionpwith somesessionslemonstratingignificantdifferencesetweerthe
individual andgroupcondition Althoughthere weresignificant differencedoundoverallfrom

theintaketo termination the patternof changehroughoutreatmentasnot significantly
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differentbetweerthetwo conditions. It is possiblethatwith alargersamplesize,a significant
interactioneffectwould be detectedLimitationsfor this analysisarediscussedbelow.

While the results of these hyposesfurther advance the literature on the benefits of
groupCBT, it is not clear which mechanisms are influencing these chaldgpsthesis 4
focused on gnop CBT to assess what therapeutic factors might account for the relationship
between preelationship distress and pasiationship distress. Namely, it was predicted that
group cohesion and therapeutic alliance would mediate the relationship betwesstpezit
relationship distress and posttreatment relationship distress in @&LResults of the
therapeutic alliance mediator model suggest that therapeutic alliance is a mediator of the
relationship between pretreatment relationship distress ongaistent relationship distress in
groupCBT. Specifically, as perception of therapeutic alliance increases, posttreatment
relationship distress decreases. These relationships were fdomdhtthe predicted direction.

As a followup to this model, the tee subscales of the Working Alliance Inventory were
employed as mediator variables to determine which aspect of therapeutic alliance accounted for
the relationship between pretreatment relationship distress on posttreatment relationship distress
ingroupherapy. The results suggest that, taken s
on tasks, agreement on goals, and perceived therapeutic bond do not mediate the relationship
between pretreatment relationship distress and posttreatment relatidissiegs. Again, the
small sample size and number of mediators in the model likely influenced the ability to detect
any true effect.

Nonetheless, a global measure of therapeutic alliance appears to be a mediator of the
relationship between prand posteatment interpersonal distress. This further supports the

literature on the importance of therapeutic alliance in treatment outcome. Data on working
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alliancefor clients receivingndividual CBT was not available for secondary analysis. Therefore,
differerces in therapeutic alliance between the individual and gé&pare unknown.
Furthermore, it is not clear whether it is the level of therapeutic alliance that accounts for the
differences in outcome between group and individual modalities. Nonethelesssident that
therapeutic alliancenay playan important role in treatment outcome in group CBT for
depression and this mirrors extensive support in the literature for the relationship between
therapeutic alliance and treatment outcome in individuahgye(Norcross, 2011). This
investigation also extends the literature by providing evidence on the nature of the relationship
between therapeutic alliance and interpersonal distress in group CBT for depression. Given that
alliance with the therapist accdsrfor a significant portion of whether clients see improvements
in relationship distress, it is important for grdOBT therapists to pay close attention to their
alliance with each group member, especially in cases where clients report interpersdealgrob
or are not demonstrating progress in therapy. Addressing the therapeutic alliance as a potential
target for improving outcomes in group therapy is supported by the work of Lambert and
colleagues (Whipple et al., 2003; Lambert, 2010). As part of tte®me monitoring system,
there are clinical support tools that provide a structured mechanism for assessing therapeutic
alliance during treatment, in order to target factors that may improve treatment outcome. While
their research mainly focused on varitndividual therapy orientations, this investigation
provides support for the important role of therapeutic alliance in group CBT for depression.
Given that group CBT employs a structured, manualized approach, and is less-priectsd
than other theragutic orientations, the strength of this finding is significant.

Finally, results of the group cohesion med

group engagement, group avoidance, and group conflict did not mediate the relationship between
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pretreatment relationship distress and posttreatment relationship distress. While this finding
might be impacted by the number of mediators used in the model and low sample size, it is not
inconsistent with the literature (Woody & Adesky, 2002). That is, pusviovestigations have
identified therapeutic alliance and not group cohesion as mediators of treatment outcome in
group therapy. It is possible that the relationship with other group members may not play as
significant a role in reducing interpersonaltiss as with the relationship to the therapist in
group CBT for depression. This has implications for group therapists and the degree of attention
placed on developing group cohesion over therapeutic alliance in group CBT for depression,
especially whenl@nts report relationship distress (as measured by thd®x@lationship
distress subscale score or similar measures). It appears that process factors that influence
treatment outcomes in individual therapy have similar levels of importance in theagemap
The results of the secondary objective, which focused on examining the relationship between
process factors and changes in relationship distress across group CBT for depression, advances
the current state of research on the mechanisms of groupytibed lead to change.
EffectSizes

Many researcherbavereportedtheimportanceof providing effectsizesin quantitative
studies(Sullivan& Feinn,2012).Whereasstatisticalsignificancemeasureshe existenceof a
relationshipthe effectsizeis a measureof the magnitudeof thatrelationship(Kline, 2004).
Giventhe smallsamplesavailablefor this thesis,examinatiorof the effectsizesprovidesan
alternativemethodof describingherelationshipbetweerthe variablesof interestandtreatment
outtcomes.Themeasuremenisedto identify the effectsizewaspartialetasquaredThe
suggesteaormsfor interpretingthe effectsizeare:small(0.01),medium(0.06),andlarge(0.14)

(Field, 2005).
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Thestrengthof therelationshipbetweengroupCBT for depressiorandinterpersonal
distresswvaslarge.Theeffectsizefor the mediatingrole of therapeuti@llianceon pre- andpost
treatmeninterpersonatlistressn groupCBT for depressionvasalsolarge.Althoughthe
subscalesf thetherapeuti@lliancemeasuraverenot supportecasmediatorvariablesthe
strengthof the associatioron all threesubscalesvaslarge.This indicatesthatagreemenon
tasks goals,andtherapeutidondmayactasmediatingvariablesf analyzedwith alarger
samplesize.The effectsizefor the mediatingrole of the groupcohesiorsubscalesangedrom
smallto large.The strengthof theassociatiorbetweerngroupengagemerandchangesn
relationshipdistresswvaslarge,followed by a mediumeffectsizefor groupconflict, and asmall
effectfor groupavoidanceSimilar to thetherapeuti@lliancesubscalest is possiblegroup
cohesiongspeciallylevelsof groupengagementnayplay arole in therelationshipbetween
initial levelsof interpersonatlistressandinterpersoal distressat termination.

Someresearcherbavesuggestedhatlargeeffectsizesareoverestimateavhensample
sizesaresmall,introducinga potentialbiasin researcHindings (Levine,Asada,& Carpenter,
2009) In aneffort to reducethis bias,the partial etasquaredneasuremertf effectsizeandthe
biascorrectedbootstrapconfidencanterval (HypothesisA) wereemployed. Thesemeasures
providesomecorrectionfor smallsamplesizebiasescomparedo thetraditionaletasquaredand
confidencantervalmeasurement@iayes,2013).

However regardles®f the strengthof the effectsize,it is recommendethat
investigatorcollectmoredatawith alargersamplesizeafterthepilot investigationin orderto
replicatefindings. Giventhis is a preliminary analysisof theresearclguestionsgautionis
warrantedvheninterpretingeffectsizesuntil moredatais collectedwith alargersample.

Limitationsand Future Research
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Given the small sample siaed missing daten this investigation, it will bemportant to
replicate this study using more participants in each condition. Future research wouldftoenefit
assessing additional group process factors thatptagna role in treatment outcomes, especially
those variables related to more structuretapies such as CBT. As well, given that scores for
the individual therapy condition were derived from a secondary data source, it was not possible
to gather information on the role of process factors, such as therapeutic alliance, on individual
treatmenbutcome. This made it difficult to compare to results in the group therapy condition. It
was also difficult to determine which other factors between the two treatment sites might account
for the results that were found. For exampidhe database used feecondary analysis for the
individual CBT condition, it is not indicated whether clients ended therapy because they had
dropped out or completed their treatmeAtso, outside of the responses provided by the
supervising clinician, it is not clear whetfthe treating clinician provided feedback from the
0OQ-45 at every session.

Other information, such as medication use, comorbidities, and previous treatment, was
not available. It is possible that the level of therapeutic alliance in the group thenaiityocois
attributed to the level of training and experience of the group facilitators, rather than the group
condition alone. However, every effort was made to compare variables in common between the
two treatment sites, including number of years asetioing clinician betweerdoctoral
studens or betweerregistered clinical psychologst and there were no significant differences
found.Unfortunately,resourcesvere not availabléo control forthesignificant discrepancies in
level of training betwen the treating clinicians in the experimental conditions.

While the level of training of thelinical psychologist providingroupCBT was greater

than that of thstudentproviding individual CBT all individual CBT students received weekly
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supervisiorby a registered clinical psychologist. Likewise, a studeffaciitated every CBT
groupin this study As discussed in the methodologywis assumed that students followed the
directives of their supervisors. This inclaidée provision of feedback, agll asthe application
of CBT principles and treatment protocdsirther research would benefit framsessing
adherence to both individual and group CBT protocols through coding ofeaatialed
sessions.

Finally, the construct of relationship digeehas been operationally defined and studied
in various ways in the literature. While the definition of relationship distress for this
investigation foll owed Lambert®s characteriza
Interpersonal Relations subscéde the OQ45, it is not always clear that this definition matches
other constructs in the literature. For example, the terms interpersonal conflict, interpersonal
distress, and interpersonal problems are often used interchangeably in the literatadindepe
on the measure that is used, but may reflect different constructs. This investigation hopes to
provide a better understanding of the construct of relationship distress and the formal and process
factors that influence changes over the course of @B@dpression.

The source of the relationship distrésispatients in eitheconditionwas not measured
and it is assumed that they are the same. However, this assumption may not be accurate. For
example, is the source of distress a spouse, a parerlit,aochnother person? Also, it is not
clear why having a stronger relationship with your therapist in group CBT for depression leads to
reduced relationship distress. For exampl e, i
problemsolving or feeling onnected to, understood, and validated by another person (i.e.
development of attachment). Further investigation into the nature of this relationship is

warranted.
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Standard and EnhancedGroup Cognitive Behavioural Therapy: The Role of Feedbackin
Treatment Outcomes

Group CognitiveBehaviouralTherapy

Although most research has focused on the effectiveness of individual cognitive
behavioural therapy, evidence from randomized controlled clinical trials also supports the use of
group CBTfor the treatment of major depressdisorder (Hardy et al., 2001; Scott, Palmer,
Paykel, Teasdale & Hayhatr 2003). In a comparison of sixteedividual treatmats and fifteen
group treatments (most treatment orientations identified as cognitive or codpatiagioural),
Robinson Bemin, andNeimeyer(1990) determined that treatment effect sizes were
approximately equal.

Specific studies of group CBT and individual CBT for depression have found that both
modalities perform at nearly idergidevels (Huntley, Araya, & Siabury, 2012 Westen &
Morrison, 2001 DeRubeis & CritsChristoph, 1998). There is also limited evidence to support
the efficacy of group CBT over other group psychotherapies, such as gestalt group treatment
(e.g., Beutler, Maaadb, Engle, & Mohr, 1993). A metanalyss comparing treatment as usual,
individual CBT, group CBT, and other group therapies for depression found that group CBT was

significantly more effective than treatment as usual and comparable to individual CBT for
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depression (HuntleyAraya, & Salisbury,2012). There were four studies comparing group CBT
to interpersonal therapy, dialectic behaviour therapy (DBT), anatgetfol therapy; however,
no conclusions could be drawn due to the small sample sizes.

The literature on the benefits of group CBT depression is mixed. Some researchers
have failed to establish group CBT as more effective tharhedfinterventions or control
groups Burlingame Fuhriman & Johnsar2004. Consensus has also not been reached on
whether group CBT for depression isyguarable to pharmacothera@uflingame Fuhriman &
Johnson2004. Burlingame postulated that group CBT for depression has been unsuccessful in
considering the impact of group process factors on outcomes, thus limiting the ability of these
factors to faditate greater responses to treatment. Nonetheless, the majority of studies and meta
analyses point to the overall efficacy of group CBT for depression when compared to controls
and otler therapeutic interventionsi@ng, McCabe, Antony, 2006).
FactorsRelatedto TreatmenResponséo CBT

Despitethe evidenceaegardinghe effectivenes®f CBT in reducingsymptomsof
depressiomndpreventingrelapsejt shouldbe notedthatthereis oftena greatdealof variability
in responseo treatmentcrospatients (Roth & Foragy,2004 Scott,1996). Forexample,
earlierageof onsetof symptomgButtonetal., 2013, increasedengthof currentepisode
(Sotskyetal., 1991)anda historyof morefrequentpreviousepisodegThase 1994)havebeen
shownto predid reducedesponséo CBT treatmentThe presencef a co-occurringpersonality
disorderhasbeenidentifiedasa predictorof a negativeresponseo CBT (Sheaetal., 1990.
However it hasbeensuggestedhis apparentelationshipis confoundedy severty of initial
depressivesymptomswhich areoftenexacerbatetly a co-morbid personalitydisorder(Kuyken,

Kurzer,DeRubeisBeck& Brown, 2001). In addition,higherbaselindevelsof dysfunctional
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attitudes(Shankmaretal., 2013),cognitivedysfunction (Sotskyetal., 1991),avoidantcoping
(Bocktingetal., 2006),self-criticism (Enns,Cox & Pidlubny,2002),andinterpersonal
difficulties (Borkovecetal., 2002 havebeenassociateavith apoorerrespons¢o CBT. A
numberof processrariableshavealso beenidentified asfactorsrelatedto poortreatment
responseincludingpoortherapeutialliance(Lambert& Bergin,1994)andlower pretreatment
levelsof autonomousnotivation(Zuroff etal., 2007).

TherapeuticAlliance

Therapeutiallianceis oneof the mostwell-researchegrocesgactorsresponsibldor
changen psychotherapyHorvath,2001;Norcross2011).A numberof studieshaveidentified
clientratingsof therapeuti@lliance,especiallyin the earlystageof treatmentasthe best
predictorof treatmenbutcome(Lambert& Bergin,1994;Norcross2011).Both clientreportof
therapeutia@lliancethatremainsstableovertime andimprovementsn therapeuti@lliancefrom
pretreatmento posttreatmentavebeenpredictiveof greateimprovemat in symptomsand
socialadjustmenattermination(Jacobsoretal., 1996;De Rotenetal., 2004).Meta-analytic
reviewshavealsodemonstratethe strongrelationshipbetweerallianceandoutcome A review
of theliteraturefoundthateffectsizesfor the relationshipbetweertherapeutiallianceand
outcomerangedfrom .21to .28 (Norcross2011).Norcrossfoundthatthe averagesffectsize
associateavith variousindividual treatmen@pproache§.e. CBT, IPT, psychodynamicand
substanc@busedreatmens) werenot significantly differencefrom oneanother.

Motivationto Change

Althoughthetherapeuti@lliancebetweerthe client andtherapisthasfrequentlybeen
heraldedasa primaryfactorin therapeutioutcomeacrosgsychotherapies sizablebody of

researcthasbeendevotedo elucidatingotherfactors,suchasmotivationto changewhich may
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influenceresponseo treatmen{Zuroff etal., 2007). Autonomousmnotivation,which refersto a
statein which individualsareintrinsically motivatedwhentheyperceivethemselves$o have
freely chosertheir goalsandthe strategyto achievethesegoalsis of their choosinghasemerged
asa putativecommonfactorthatmay predicttreatmenpbutcome(Markland,Ryan, Tobin &
Rollnick, 2005;Zuroff etal., 2007). In supportof the notionof autonomousnotivationasa
predictivefactorfor treatmensuccessZuroff andcolleagueg2007)foundthatautonomous
motivationwasa strongeipredictorof therapeutioutcomethanwastherapeutialliance
Similarly, Pdletier, TusonandHaddad(1997)foundthatautonomousnotivationwaspredictive
of positivemoodduring sessionssatisfactiorwith therapyandintentionto persistin therapy. It
shouldbeunderscoredhowever thatstudieshavefoundalternativeforms of motivationto beas
effectiveasautonomousnotivationin improvingtreatmenbutcomege.g.Michalak,Klappheck
& Kosfelder,2004).For example Michalakandcolleaguesoundthat,independenof
autonomousnotivation,individualswho positively valuedtheir goalsandenvisaged high
probability of successlemonstratedreatereductionan symptomsof anxietyanddepressionn
individual CBT.

Interestingly thereis wealthof evidenceo suggesthatt h e r aopjectsvéawaseness
of patientprogres constitutesanimportantpredictorof overallresponseo treatmentand
consequentlynayserveasanimportantmethodto enhancareatmen{Lambertetal., 2005;
ReeseNorseworthy& Rowlands2009;Lambert,2007;Harmonetal., 2007;Shimokawa,
Lambet, & Smart,2010;Lambert,Hansen& Harmon,2010.
MeasuringTreatmenResponsé Individual Therapy

In orderto effectivelymonitor patientprogresghroughoutmentalhealthtreatment,

cliniciansneedstandardizeanethodologie$or evaluatingchange Theseassessmentaustbe
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comprehensivandhavetheflexibility to incorporategheuniquecharacteristicefthep at i ent “ s
illness(Bilsbury & Richman,2002).In addition,outcomeassessmemhustprovideareliable
methodof definingtreatmengoalsandexaminingefficacyof treatmen{Lambert,2015).There
aremanystandargpsychometri@approacheto trackingoutcomein individualandgroup
therapy.Treatmenbutcomecanbe assesselly changesn patientlevel of functioning,
subjectivequality of life, or severityof symptomgPanzarino1995).Thebenefitof using
standardize@neasuresf treatmentesponses the ability to placeall patientson a continuumof
distresswhich allowsfor comparisonsicrosgherapistsireatmeninodalities,andsettings
(Lambert& Brown, 1996).However,conventionainstrumentsareofteninsensitiveto the
individual nuanceghatreflectthe richnessof humanexperiencéBilsbury & Richman,2002).
Oftenthereis moreconcernwith observinganincreaseor reductionin a numkber of symptoms
thanlevel of functionalimpairment.Indeed,incorporatingcontextwhenassessinghangewithin
theindividualis anessentiabspecin clinician decisionmaking(Bilsbury & Richman,2002).
Anotherconcerns thatmanyof thesemeasuresreusedbeforeandaftertreatmentand
althoughtheydo provideanindexof therapyeffectivenesstheydo not allow theclinicianto
modify anineffectivetreatmen{Lambert,2015.

In responsao theneedfor a globalassessmermf patientfunctioning,Lambertetal.
(1996)developedhe OutcomeQuestionnaireThe OutcomeQuestionnairdOQ-45; Lambertet
al., 1996)is a45-item selfreportinstrumentdesignedo measurehangen threecritical
domainsconsideredassentiato improvemenin psychotherapySymptomdistressjnterpersonal
relationshipsandsocialrole performanceSpecifically,respondentaredirectedto ratehow they
felt overthe pastweekbasedon a 5-point Likert scalerangingfrom“ n e @ to “almost

always (4). To decreas¢he possibility of responseetsproducingbiasedresults,9 of the 45
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itemsarereversescored.Thepossiblescoregangefrom 0 to 180, with higherscoresndicating
poorerfunctioning.Scoreson the Total OQ-45 scalehavebeenreportedo bereliableandvalid,
distinguishingwell betweerclinical andnonclinical subjectsaswell aspatientswith differing
degree®f illnessseverity(Umphresstal., 1997).

Therearemanyadvantagesf the OQ-45 thatmakest anattractivemeasurdor outcome
assessmentheinstruments brief, economicaleasyto understan@ndscore possessesound
psychometrigropertiesandis sensitiveto changgUmphress1995).Moreover,the OQ-45
providesa methodto improvepsychotherapputcomeby monitoringpatientprogresshroughout
treatmenttthe sametime assupplyingfeedbacko cliniciansto guideongoingtreatment
(Lambert,2001).Indeed basedon OQ-45 dataprovidedby the patientat eachsessiontherapists
canevaluatep a t i pragresddr positiveor negativesigns of predictedfunctioningat
treatmentermination.

Formal Feedbackn Individual Therapy

Preliminaryevidencesuggestshatfeedbacksystemsarecritical to improvingoutcomes
for poorly respondingpatientsundergoingpsychotherapyLambert,2015).Indeed,it is proposed
thatrelayingof feedbacko therapistsegardingheirp a t i progressisingformal measuresf
treatmentesponsdastheability to identify patientswho areat risk of deterioratiorfar more
accuratelythanclinician judgmentalone. Moreover,completionof formal measuresf progress
throughoutherapymayalsoincreasenterestandinvestmenof patientsn thetherapeutic
procesgLambertetal., 2005). L a mb eeasdarctsuggestshatwhentherapistgeceive
feedbackabouttheir patientsthe percentag®ef negativeresponseto treatmentlecreasesn one
studyfrom 5%to 21%. Moreover,deterioratiorratesincreasevhentherapistslo notreceive

feedbackaboutat-risk patients For examplejn a studyconductedy Lambertandcolleagues
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(2005),whentherapistandpatientsatrisk for deterioratiorreceivefeedbackaboutpatient
progresgheyshowthe highestratesof improvemen{56%),comparedo therapistonly
feedbackconditions(35%)andno feedbackconditions(21%). In this way, usingaweekly
feedbacksystem suchasthe systemdescribedby Lambert,providestherapistawvith early
recognitionof potentialtreatmenfailuresandprovidessuggestion$or usingalternative
treatmenimethodsor varyingthetreatmenplan,regadlessof the orientationof thetherapeutic
servicebeingoffered.

Beyond monitoring patient progress, Lambert and colleagues developed a normative
profiling system that provides external benchmarks for classifying patient change into four
empirically deived categories: Reliable change, indicated by statistically significant change in
symptom distress from admission/intake status; Recovery, indicated by patient functioning that
approximates normal individual functioning at the community level; No chamgkeReliable
Deterioration, indicated by statistically significant change where symptom distress has increased
from admission status (Lambert, 2015). The-@8utilizes empirically calibrated algorithms
based on data from peesviewed randomized contrell trials to identify patients at risk of
deterioration. The profiling system also screens for critical areas of patient functioning, including
suicide, substance abuse, and violence (Lambe
provided in canparison to the total scores of normative groups such as community mental health
centres, university counseling centres, and inpatient settings (Lambert, Gregersen, &
Burlingame, 2004).

The report produced by the profiling system includes a graph thaifielethe course of
patient change. A colowroded empiricallyderived warning system is provided to signal the

reader to patient functioning: White indicates client functioning in the normal range, which
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suggests termination of treatment should becensi;c d; gr een signifies the
change is adequate, and recommends no change in the treatment plan; yellow signifies the
client*“s rate of change iIis | ess than adequate
signifies progress below tlexpected level for the patient, and advises that steps be taken to
carefully review the case an decide on a new course of action (Lambert, Gregersen, &
Burlingame 2004). Finally, a feedback message is provided for patients and therapists
summarizing patierprogress, status on critical items, and number of sessions recommended in
order to achieve reliable change and normal functioning. Lambert and colleagues (2010) suggest
that these features ensure that patients and therapists are provided with giénéatimation
necessary to both monitor patient change and enhance treatment outcomes.
Whippleand colleagues (2003) explored the use of an enhanced feedback system to
address the fact that in earlier studies, even with the benefit of feedback, many clieritsddenti
as “not on track” did not attain satisfactory
a set of clinical support tools (CSTs) to be administered according to a heuristic of steygped
(Whipple et al, 2003). As such, they measured ouécand attendance among three groups of
clientele randomly assigned to an @8 feedback group without CSTs, an @g®feedback
group with CSTs, and a no feedback condition. A significant advantage was found for the
feedback with CSTs condition over and abdwe advantage of the generic @®feedback as
well as the no feedback conditions. The heuristic and CSTs used in the Wahighpbdl eagues
(2003) study were selected on the basis of those factors in the psychotherapy literature
demonstrated to be relevant tcspiive therapeutic outcomes. Specifically, they included tools to

assess the quality of the therapeutic allianc
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treatment strategies, the client"s adteei al sup
appropriateness for referral for a medication assessment (Whipple et al, 2003).
Limitationsof OutcomeMVonitoring Systems

While the empirical support for outcome monitoring systems is strong, there are some
limitations. The outcome questionnairaiglobal outcome measure that does not take into
account the unique aspects of the client®“s <cl
measuring treatment progress allow for tailor
treatment @n. The various presenting problems that may be unique to each client seeking
treatment for Major Depressive Disorder, such as symptoms of depression, phobias, binge eating,
parenting difficulties, financial problems, somatic complaints, and emotion dyatieg, may
not be adequately addressed by a global outcome measure such as the Outcome Questionnaire.
Therefore, while substantial progress may be achieved for the client’s identified treatment goals
over the course of therapy, changes in standardizedures of outcome such as the-@&may
be minimal. Likewise, some items may not be relevant to the client, resulting in lower distress
scores that inaccurately reflect the client®"s
administration across multgplclients, normative data, protocols for scoring and interpretation,
and the limitations of time and resources in many health care facilities, standardized outcome
measures such as the &9 are often preferred.
MeasuringTreatmenResponsé Group Thergy

Theclearbenefitsprovidedby the useof anoutcomefeedbacksystemto patientsin the
contextof individual psychotherapyaisesheimportantempiricalquestionof whetherthis
approachmightalsoimproveoutcomefor individualsparticipatingin grouyp psychotherapyA

first stepin designingan effectiveoutcomemonitoringandfeedbackprogramfor CBT groupsis
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to recognizehe uniquefactorsthatdifferentiategroupfrom individual therapy A secondeason
for identifying thesefactorsis thatalthoughit is generallywell acceptedhatgroupinterventions
eitherproducesimilar or morefavorableoutcomesvhencomparedo individual therapy(e.g.,
Kostersetal, 2006for a metaanalyticreview),the meansoy which suchoutcomesarearrived
atacrosghetwo modalitiesmayvaryin importantways.
Group-SpecificFactorsRelatedio TreatmenResponséo CBT

Several models already exist that describe the relationships betweersgewific factors and
therapeutic outcome (Bieling, McCal& Antony, 2M6; Burlingame MacKenzie & Strauss2004
Satterfield, 1994; Yalom, 1995). In addition to general process factors (i.e., therapeutic alliance,
motivation to change), Bielingnd colleague&006) propose that outcome in CBT groups are related to
two categories of variables, formal CBT strategies and smalip process. As discussed earlier, formal
CBT strategies include strategies such as behavioural activation, thought monitoring and cognitive
restructuring, and relate to previously identified factbeg tay predict treatment response (e.g., level
of dysfunctional attitudes, cognitive dysfunction, etc.). According to the authors;gnmahl process
variables comprise seven factors, including optimism, inclusion, group learning, shiftihocseslf
modification of maladaptive relational patterns, group cohesiveness, and emotional processing in the
group setting. Bieling and colleagues (2006) further delineate the therapeutic strategies that can be
implemented to effectuate change in levels of thederfs, suggesting that these variables may also be
important targets of change, and that if targeted throughout therapy they could significantly enhance
treatment response of groups participants (e.g., particularly when they are not improving or are
deterbrating). A review of the literature revealed that, other than group cohesiveness, there is limited

empirical evidence supportingelexistence of these factors¢ihg, McCabe& Antony, 2006;
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Norcross, 2011)Yalom and Leszcz (2005) suggested that po&astors often reflect deeply subjective
experiences that are difficult to capture through the use of standardized measures.

Group Cohesion

Cohesion among group members has largely been studied as a core process factor
influencing outcome in group therapyalom, 1995). Common definitions of group cohesion
focus on members® sense of belonging, mutual
interactions withother group members (Burlinganteyrhiman & Johnsgr2002). In comparison
to factors respoiisle for changen individual therapy, Holmeand Kivlighan (2000) found that
clients in group therapy were more likely to report group member relationships and therapeutic
climate as the factors responsible for change in treatfiResgarchers have also falthat levels
of group cohesion are directly related to symptomatic improvement and decreases in premature
dropout (see Yalom and Leszcz 2008hile most of these studies were conducted using a variety
of therapeutic orientations, including Freudian, icgctive, experiential, gestalt, relational,
interpersonal, and cognitiMeehavioral, the authors concluded that the orientations were similar
to one another in their emphasis on establishing strong therapeutic relationships within the group
(see Yalom ath Leszcz2005) In fact, nearly identical findings on group cohesion emerged in
more structured group therapies. For example, one investigation studied thegieiati@tween
fifty-one patierdper cei ved “attraction t onbehagourgr oup” on
therapy (Falloon, 1981). Results indicated that this measure of group cohesion significantly
correlated with higher ratings of se§teem and fewer member drop outs.

However, findings on the relevance of cohesion in structured group thesepimsxed.
One study investigated the influence of group cohesion in a&nortstructured CBT group for
social anxiety ilope, Heimberg, Juste%, Turk, 200). While the therapeutic relationship

improved over the twelve treatment sessions, group cohesisained the same. Furthermore,
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only therapeutic alliance was predictive of treatment outcome. Woody and Adesky (2002)
theorize that the therapiptitient bond and agreement on tasks are more critical factors for
change in highly structured group theepiThe present thesis seeks to understand whether, in
addition to general process factors, grepecific process factors, such as group cohesion,
should be considered as legitimate targets to address when evaluating therapist and patient
feedback from te OQ45 for signs of improvement or deterioration.
StudyOverview

Thesucces®f CBT for unipolardepressiomasbeendemonstratedcrosanultiple
populationssettingsandseveritylevels.Furthermoreit is now clearthatreceivingformal
feedbackaboutp a t | engageinann, andresponseo, individual therapysessiongincluding
therapiesvith a cognitivebehaviourabrientation)reducesiropoutratesandimproves
psychologicabutcomeglLambert,2015). Althoughresearclon thefactorsimpactingtreament
responseén CBT haspredominantlyfocusedon individual therapy thereis agrowingbody of
literaturethatsupportggroupCBT approachess equallyeffective(Tucker& Oei, 2007).
However,it is unclearhow thesefactorsimpactthe effectivenes®f grouptherapy.Furthermore,
thegroupmodality,in contrasto individual psychologicatreatmentprovidesfor unique
mechanismssuchasgroupcohesionthatcouldbesignificantlyinfluencedby theinclusionof
anenhancedeedbacksystem.
Rationaleand NovelContributions

While someinvestigationdhavestudiedtheimpactof feedbackon groupintervention the
resuts havebeenmixed.Burlingame,StraussandJohnsor(2008)foundthatproviding feedback
to groupmemberon thelevel of groupcohesiorreportedat everysessiorwasassociateavith

moreconflict andworseoutcomedor groupmembersThe authorsecommendedurther
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investigationto determinealternativefeedbackinterventionghatmayimprovetreatment
outcomesn grouptherapy.The presemnstudyaimedto addresghis identifiedgapin the
literatureby adoptinganempirically-supportedeedbacksystemstudiedin individual therapy
andapplyingit to the morecomplexarenaof grouptherapy Moreover this studyaddressethe
impactof formd feedbackon uniqueprocesses grouptherapysuchasgroupcohesionlsing
bothevidencebasedapproacheso feedbackandfactoringin implicationsto processes group
therapythe preseninvestigationsoughtto advanceheliteratureon factorsthatleadto greater
treatmenbutcomesn groupCBT for depression.
Objectivesf the Studyand ResearctQuestions

The primaryobjectiveof this studywasto examinewhetherenhancedormal therapistand
patientfeedbackprovidedduringeachsessiorof groupCBT for depressiorferhancedyroup
CBT condition)would leadto improvedtherapeutioutcomesomparedo the standard
feedbackn groupCBT for depressioristandarcgroupCBT condition).Do clientsseegreater
improvementsn treatmenbutcomessuchaslevel of distressdepressivesymptomsguality of
life, anddysfunctionakhinking, whentheyreceivemoredetailedfeedbackabouttheir progress
in groupCBT?

Thesecondarybjectiveof the studywasto investigatevhetheradoptinganenhanced
feedbacksystemwould havea positiveimpacton groupprocesses) groupCBT for depression
comparedo standardeedbackinterventionanherentin groupCBT for depressionAre there
greateimprovement®bservedn groupprocesdactors,suchasgroupcohesiontherapeutic
alliance,andautonomousnotivation,whenclientsandtherapistgeceivemoredetailedfeedback
aboutclient progresghroughoutgroupCBT for depression?

Hypotheses
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Fortheprimaryobjective,it is hypothesizedhat:

1. Formalfeedbackderivedfrom the outcomequestionnairéOQ-45) andprovidedto
therapistandpatientswill leadto clinically andstatisticallysignificantimprovementsn
generaldistressattermination,ascomparedo thoseattendinghe standardyroupCBT
condition.

2. Relativeto thestandardyroupCBT condition,the enhancedyroyp CBT conditionwill
leadto improvedoutcomessuchthatpatientsin theenhancedroupCBT conditionwill
showstatisticallysignificantreductiongn symptomseverityanddysfunctionabeliefsat
termination,ascomparedo thoseattendingthe standardyroupCBT condition.

3. Relativeto thestandardyroupCBT condition,theenhancedyroupCBT conditionwill
leadto improvedoutcomessuchtha patientsin theenhancedroupCBT conditionwill
showstatisticallysignificantincreasesn quality of life attermination,ascomparedo
thoseattendingthe standardyroupCBT condition.

In termsof the secondarybijective, it is hypothesizedhat:

4. TheenhancedroupCBT conditionwill showstatisticallysignificantimprovementsn
therapeutialliance,groupcohesionandautonomousnotivationto changerelativeto

thestandardgroupCBT condition.
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Methodology

Therewereatotal of 59 individualsreferredto this studyfrom the Mood Disorders
Programat ROMHC. Therewereatotal of 16 individualswho declinedinterestin participating
in thestudyor did notregpondwhencontactedy aresearchnvestigator.The mostcommon
reasongor declininginterestwerethetiming of the groups preferencdor othertypesof
therapy,andlack of interest Therewereatotal of 10 screerfailuresprimarily dueto theabsence
of currentdepressivesymptomsgcognitiveimpairmentsandotherprimary Axis | andAxis Il
disordersThus,therewere33individualsinvolvedin this investigation Only five treatment
groupscouldberundueto limitationsin resourcesT herefore pneconditionwasassignedhree
groupsandthe otherconditiontwo groups.Thus,the samplesizesin eachconditionwerenot
expectedo beequalin size.SeeAppendixD for a consortflow diagramof the participant
selectionprocess.

In the standardyrouptherapycondition,therewerethreeseparatgroupstotaling21
individuals(62%female,38% male). Themeanagewas44.16years (SD=11.07) Themean
pretreatmenkevel of generaldistresgasmeasuredby the pre-treatmentotal OQ-45 score)was
92.00(SD=18.39),ndicatingclinical levelsof generaldistressat the startof therapy.The
majority of the samplepopulationwasmarried(37%),followed by single(26%), divorced
(26%),andwith a partner/significanbther(11%). The samplewaspredominantlyCaucasian
(84%)andspokeEnglishastheir first languagg100%).

Themeannumberof sessionattendedvas14.76(SD=3.52)with arangeof 5 to 18.
Thereweresix participantsn groupl, andeightparticipantsn group2, andsevenparticipants

in group3. Two participantdroppedoutin group3, oneaftersessiorfive andtheotherafter
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sessiorsix. However,datawas retainedandanalyzedusingthe Last Observation Carried
Forward (LOCF) method

Themeannumberof comorbiddiagnosesvas 1.73(SD=.79).Themostcommon
comorbiddiagnosisvasGeneralizedAnxiety Disorder(45%)followed by SocialAnxiety
Disorder(18%). The meannumberof antidepressamhedicationgakenduringtreatmenin the
grouptherapyconditionwas1.38(SD=1.30),with threeparticipantgeportingonechangen
medicaion useoverthe courseof treatmentTwenty-two percentof groupparticipantseported
receivingpreviousgroupCBT.

In theenhancedjrouptherapycondition,thereweretwo groupstotaling12 participants
(58%female,42% male). Themeanagewas38.50years (SD=11.66).The meanpretreatment
level of generaldistresgasmeasuredby the pre-treatmentotal OQ-45 score)was92.10
(SD=19.84)ndicatingclinical levelsof generaldistressat the startof therapy.The majority of
the samplepopulationwassingle(30%) or married(30%),followed by divorced(20%) or with a
partner/significanbther(20%). The samplewaspredominantlyCaucasiari80%)andspoke
Englishastheirfirst languagg100%).

Thereweresevenparticipantan groupl andfive participantsin group2. Oneparticipant
droppedout at sessiominein group2; however datawasretainedandanalyzedisingthe LOCF
method.The meannumberof sessionsittendedvas14.92(SD=2.64) with arangeof 9to 18.
Themeannumberof comorbiddiagnosesvas 2.25(SD=.97).Themostcommoncomorbid
diagnosisvasSocialAnxiety Disorder(42%)followed by GeneralizedAnxiety Disorder(30%).
Themeannumberof antidepressanhedicationdakenduringtreatmenin thegrouptherapy

conditionwas?2.5(SD=.71),with only oneparticipantreportinga changen medicationuseover
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the courseof treatmentThirty percentof groupparticipantgeportedreceivinga previouscourse
of groupCBT. However,it is notknownwhich conditionsweretreated.

Recruitmenof Participants

Participantsvererecruitedfrom the Mood DisordersProgramat the Royal Ottawa
MentalHealthCentre(ROMHC). TheROMHC is atertiary careservicewhosemandatas to
providespecializechssessmerindtreatmenof mooddisorderpatients. The Mood Disorders
Programatthe ROMHC includesan AssessmerdndEvaluationoutpatientlinic providing
specializeccarefor individualswho areat least16 yearsof ageandwho havebeendiagnosed
with atreatmentesistanor refractorymoodepisoderecurrent depressionor bipolarl or Il
disorder Referralgto this clinic arereceiveddirectly from centraltriageatthe ROMHC, who
coordinateanddispenseeferralsreceivedirom communityphysiciansandotherhospital
centres.As partof standarctlinical carein the outpatientclinic atthe ROMHC, all newly
referredpatientsundergoa standardize@dssessmerdimedat diagnosticclarification,assessment
of psychosociavariablesrelatedto treatmentesponseandtreatmenplanning. Theclinical
historyof eachpatientis assessednddocumentedisingthe StructuredClinical Interviewfor
DSM-IV (SCIDI; First, Gibbon,Spitzer& Gibbon,1996),Interview Guidefor Evaluating
DSM-IV PsychiatricdDisorderg(Zimmerman,1994) aswell asstandardizedelfreport
instruments.Oncepatientsareassessedninter-disciplinarytreatmenplanis generateé@nd
patientsaretreatedwithin the contextof the Mood DisordersOutpatientClinic, if diagnosedvith
amooddisorder Patientsareofferedpharmacologicainanagenentof depressivesymptomsas
well asgroupCBT programmingor unipolardepression.

Onceparticipantshavecompletedhe standarctlinical assessmemindevaluationprocess

atthe ROMHC, maleandfemalepatientsl8 - 65 yearsof age,with adiagnosisof current
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unipolardepressioraccordinggo DSM-1V criteria,wereinvited by amemberof theclinical
assessmerteamto participatein a studyexaminingthe effectivenes®f groupCBT to treat
unipolardepression . Specifically,theywereaskedfor permisson to be contactedy the
investigatorsUponagreemenpatientswerecontactedinformedaboutthe studyandaskedo
participate.

Selectiorof Cases

Theinclusioncriteriaincludespatientswith a primarydiagnosisof currentunipolarmajor
depressivepisode(establishedby the SCID-1). The primacyof the diagnosisof depressionvas
basedon standarctlinical assessmer@ndevaluationprotocolsthattakeinto consideratiorthe
mentalhealthprofile andcurrentneed=of patientsn the Mood DisordersProgram.As well,
currentmajordepressiveepisodes listed asthe primary presentingconcernon the clinical
assessmemeport. The exclusioncriteriawerepatientswith a (1) primarydiagnosisof any
anxietydisorder,or (2) a SCID diagnosispastor presat of (a) Bipolar Disorder,(b)
SchizoaffectiveDisorder,(c) Schizophrenia(d) Substancé&buseDisorder(currentor within the
past6 months),(e) primarypersonalitydisorder(basedon a structurectlinical interviewand
assessmemeportfrom the Mood DisordersProgramAssessmerdndEvaluationclinic).

Patientsverealsoexcludedf theywereactivelysuicidal(i.e. suicidalplansor gestures)
hadanunstablemedicalillness,neurologicadiseaseheadtrauma,or currentpsychotic
symptomsParticipatswereproficientin speakingenglishandhadat leasta Grade8 reading
level. Thisis thereadinglevel usedfor standarclinical careCBT groupsatthe ROMHC in
orderto participatein groupactivitiesandcompleteCBT relatedhomework. Patientswith other
mentalhealthconditionswereincludedin the studyprovidedtheir diagnosesverenotthe

primarypresentingproblem.
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Procedure

Thisresearchnvestigationnvolvedaskinginterestegarticipantso completeadditional
symptomrelatedinterviewsandquestionnairesverthe courseof treatmentParticipantavere
underno obligationto participatein the proposedstudyandit wasmadeclearto themboth
verballyandin thewritteninformedconsenform thattheir decisionto participaten this study
would haveno bearingon the quality of their currentor future healthcare.Therefore declining
participationin the studyhadno effed ontreatmenteceivedn the Mood DisordersProgram.
Patientsvho declinedparticipationatthe ROMHC continuedo reeivetherapyasusualfrom a
trainedtherapistandpharmacologicananagemeraspartof routineclinical care.

Interestegparticipantsvereplacedon a waitlist until therewereenoughpeopleto form
onegroup(approximatelylO participants) The averagewait periodwas4 weeks(seeResults
sectionfor moredetails).Oncetherewereenoughparticipantseachparticipantwasscheduled
for anindividual pre-groupsessiorwith a groupfacilitator (clinical psychologisbor clinical
psychologyresidentundertheir supervisionduringatwo-weekperiodprior to the startof the
group. During this meeting patientsnvereaskedo provideinformedconsento participatein a
studyassessinthe effectivenes®f groupCBT to treatmajordepressivelisorder.Furthemore,
diagnose®btainedduringthe semistructureddiagnosticclinical interviewswereconfirmed
usingthe moodmoduleof the SCID-I.

This meeting also involved meeting with the research investigator to provide instructions
for completing the O€45. Sevety level of current depressive symptoms was also assessed by
the research investigator using interviews assessing severity of current sympaomiso(H

Depression Rating Scale; Hamilton, 1960. A shortpackage of selfeport questionnaires
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assessing demographics (age, sex, gender), psychpm&ieous treatments) and psychological
variables (satisfaction with life, dysfunctional cognitions), were administered.

The groupconditionwasrandomlyassignedalsoknownasallocationconcealmentjo
eitherstandardr enhancedreatmemto avoidbiasesn theassignmenprocesdor participants.
Randomizatiorwasgeneratedisingthe RANDBETWEEN functionin Microsoft Excel. This
functiongenerates randomwhole numberbetweertwo boundariesTherefore aftera group
wasformed,areseach investigatousedthe RANDBETWEEN functionto determinevhether
thegroupwould bethe no-feedbackcondition(assignedhe number0) or the feedbackcondition
(assignedhe numberl).

Thisrandomizatiorprocedurealsoavoids patientsremainingon thewaitlist too long
whilst theywaitedfor treatmentA matchingprocedurevasusedto form eachgroupinsteadof
randomassignmenbecausehe samplesizerequiredto implementrandomassignmentvasnot
feasible.Thatis, in orderto havethe 20 participantgequiredfor randomassignmentpatients
would haveto remainon the waitlist for severaimonthsbeforetheyreceivedreatmentGiven
the psychiatricprofile of the participantsthis methodis not appropriateGroupswerematchedn
accordancevith bestpracticeguidelines Accordingto therecommendationsy Heimbergand
Becker(2002),groupsshouldreflecta balanceof sex,age,andsymptomseverity.Significant
differencesamongthesevariablesfor instancepnemalein anall-femalegroup,ayoung
participantin amucholdergroup,or adramaticdifferencein the degreeof impairmentmight
increasgarticipantdiscomfort thusleadingto socialisolationandhigherratesof drop-out.
Therefore groupswerematchedo ensurehereareno significantdifferencesn sex,age,and

depressiveseverity.
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Participantsvho requiredpharmacologicamanagementontinuedo taketheir
medicationasdirectedfor the durationof the study.For the purposeof this study,medications
wereconsidereduisancevariabes.Thatis, theinformationis not of directinterestto the
investigationput wastakeninto accountaspotentialconfoundsn statisticalanalyses

Thegroup CBT sessions were led by atfiaical psychologist and etacilitated byfive
psychology resients who were under their supervisiome psychology resident per group)
Specifically, psychology residents had previous training in two of the following areas: group
CBT, individual adult CBT, and CBT for depression, in order to be consideredfasiltators.

The progress of the trainees was discussed on a weekly basis during specific allotted periods for
supervision.

In addition to the 2 individual sessions, one before and after treatment, there were 18
weekly group sessionFheindividual sessiomfter treatment termination involved debriefing
about participation in the study, including positive and negative aspfacsing the O@45, as
well as recommendations for the futuach session was 2 hours in duration. Clients were
instructed to go ta computer lab close to the group therapy rddminutes before the start of
each session to complete the -@®on theOQ-Analyst an accompanying computer software
program that tabulates and produces feedback based on client responses. A resshigdton
was present to assist with logging in, questions, and any technical issues that might arise. All
participant feedback reports were then printed by the research investigator and given to the
facilitators and each participant received their ovadback report. Five minutes were allotted to
allow participants the opportunity to discuss their feedback. It was made clear at the beginning of

each session that participants were free to not discuss their feedback if they chose to.
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In line with standardyroupCBT for depressioratthe ROMHC, drop-outsweredefined
whenparticipantamissmorethan3 consecutivesessionsParticipantrop-outswerehandled
with the LOCF method.This methodimputesthelastmeasuredalueto all subsequentut
missing,evaluationandanalysesreconductedsif all the datawereobservedThis method
introducedessbiasto the datathana perprotocolanalysiswhich only includesthosepatients
who completetreatmentOtherimputationmethodsexistthatmayfurtherreducebiasin thedata.
Forexampleanintentionto Treat(ITT) analysistypically involvesadministeringneasuresit
studytime pointsto patientsvho havedroppedout of thetreatmentandincludeseveryonen the
analysis However this methodwasnot feasiblegiventheresourcesvailableandthe study
population.

GroupCBT is aclosed structurecandmanualizedreatmenthatmustbe closelyadhered
to. Treatmenfidelity wasassessedsinga CBT adherencehecklistdevdopedby theresearch
investigatorsThis adherencehecklistwasbasedlirectly on the sessiorby-sessiorguidelines
outlinedin thetreatmenmanual(SeeAppendixC for summaryof groupCBT sessions).
Permissiorwassoughtduringtheinformedconsenprocessto audiotapea groupCBT session
oncea monthfor thedurationof thegroup.It wasmadeclearthattheaudiotapevasonly used
by theresearchnvestigatorgor ensuringadherencéo the groupCBT manualandstoredin a
securdocation.Theresearberspresentedheresultsto the grouptherapisteachmonthand
feedbackprovidedif necessaryo ensureadherenceo the protocol.If therehadbeena
discrepancyn thedeliveryof thetreatmenprotocolin anygroup,thetherapiswould havebeen
notified. If thetherapisttontinuedo be biasedn theadministratiorof thetreatmengprotocol,
andthediscrepancyontinuedo be apparenbvertwo consecutiveeviewperiods the group

couldhavebeenexcludedirom dataanalysesBasedon theresultsof the CBT adherence
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checklistdata,no discrepancies/ereobservedn theadministratiorof thegroupCBT manualin
eachtreatmengroup.
Measures

Tablel providesa summaryof themeasuresisedat eachtime point of the study.

Hamilton DepressiorRatingSale. The Hamilton DepressiorRatingScale(HDRS;
Hamilton,1960)is the mostcommonusedclinician-ratedmeasuref depressiveeverity.lt isin
interview-format, takesapproximately380 minutesto administerandusesindicesof both
frequencyandintensity to assessymptomseverity. The 17-item versionof this scalewill be
usedin the presenstudyto assesshe severityof behaviourabndsomaticsymptomsof
depressionThe HDRS:is frequentlyusedasa criterion measurdor validatingothermeasuresf
depression.ln addition,it hasfrequentlybeenusedto assessreatmentffectivenesgHooijer et
al., 1991). Testretestreliabilitiesfor clinicianstypically rangefrom 0.71to .81in the published
literature(Kobaketal., 2000). Furthermorein a sampleof 357 outpatientsincluding 140
patientsdiagnosedvith MDD, ReynoldsandKobak (1995)obtaineda coefficientalpha
reliability of 0.92anda oneweektestretestreliability of 0.96.Forthe currentstudy,only the
researchnvestigatoradministeedthe HDRSto groupparticipantsTherefore jnter-rater
reliability wasnotapplicable.

StructuredClinical Interviewfor DSMHV Axis| Disorders.The StructuredClinical
Interviewfor DSM-IV Axis | Disorderg(SCID-I; First, Gibbon,Spitzer& Gibbon,1996)is a
structureddiagnostidnterviewthatassistgliniciansin determiningdiagnosegor currentand
pastAxis | disordersThe SCID will beusedto confirm the presentandpastpatientpsychiatric
historyof bipolardisorderandtheidentificationof comorbidconditions,ncludingsubstanceise

andabuseandanxietydisordersinter-raterreliability estimatesill be determinedcempirically
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usingintraclasscorrelationsTheinter-raterreliability of the SCID-I hasbeenreportedas
adequateZanarinietal. (2000)foundinter-raterreliabilitiesrangingfrom 0.57-1.0among84
pairsof raters As well, testretestreliabilitiesfor the greatermajority of axis| disorderganged
from 0.590.78.The SCID-I hasalsodemonstrateddequateonstructandcontentvalidity,
generalizabilityandexcellentclinical utility (First& Gibbon,2004).Giventhatthe SCID
interviewswereconductedn theassessmerndevaluationoutpatientclinic at ROMHC prior to
acceptancento this study,inter-raterreliability wasnotavailable.

QuickInventoryof DepressivesymptomsSelfReport.The Quick Inventoryof Depressive
SymptomsSelf Report(QIDS-SR; Rushetal., 2003)is a selfreportmeasuref depressionhat
includesl6itemsprobingfor presentlepressivasymptons. It hasbeenusedin bothclinical and
nonclinical populationsin a studyof 596 adultoutpatientsvith chronic,nonpyschoticMDD,
Rushetal (2003)reportedhigh internalconsistencyCronbach'slpha= 0.86)for the QIDS-SR.
FurthermoreTrivedi etal. (2004)foundthe QIDS-SRtotal scorewashighly correlatedwith the
Inventoryof DepressivesymptomatologySelf-Report(IDS-SR)total scorefor 544 adult
outpatientsvith MDD (c=0.83).This studyalsoreportedinding equalsensitivityto symptom
chang@ whencomparingthesetwo measuregndicatinghigh concurrentvalidity. Rushetal.
(2005)comparedheHDRS,theIDS-SR,andQIDS-SRratingsamong681 patientswith chronic
MDD who wereassignedo 3 treatmengroups(medicationalone,medicationand
psychotherapypsychotherapglone).ln additionto finding comparablehangescoreswithin
groupsthelDS-SRandQIDS-SR confirmedresponsendremissiornratesbasedon the HRSD.

SatisfactiorWith Life Scale.The SatisfactiorWith Life Scale(SWLS;Diener,Emmons,
Larsen,& Griffin, 1985)is afive-item measuref quality of life thatassessegs a t i1 jedgniest”

of their globallife satisfaction(asampletemis "l amsatisfiedwith my life"). Possible
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responsesangedirom "Do notagreeatall" (1) to "Strongly agree'(7). The SWLSwasfoundto
bereliable,with item-total correlationsaveraging).69 andanalphacoefficientof 0.83in an
oldercommunitysample Similar resultswerealsoobtainedn a studentsamplewith item-total
correlationsaveraging).69 andanalphacoefficientof 0.85. High convergentalidity wasalso
foundwith othermeasuresf life satisfactionFor examplethe SWLSyieldeda correlationof
r(39)=0.81, p<.01with the Life SatisfactionndexA (NeugartenHavighurst,& Tobin, 1961)
in theoldercommunitysample(Pavot,Diener,Colvin, & Sandvik,1991).Furthermorea factor
analysisconfirmedthatthe onefactor structureof the SWLS accountedor 65% of theitem
variancen the oldercommunitysampleand74%in the studentsample.

AutomaticThoughtQuestionnaireRevisedThe AutomaticThoughtsQuestionnaire
Revised ATQ-R; Kendal,Howard,& Hays,1989)includes40 itemsthatassesshe frequencyof
negativeandpositivethoughts It informs patientsaboutcognitivedistortionsandnegative
beliefsthatmaybe associateavith depressionandis alsousefulto determinethe
appropriatenessf specificcognitiveinterventionsin aclinical sampleof 114 mentalhealth
outpatientandpatientsseenby physiciangn privatepractice Harell andRyon (1983)foundan
averagesplit-half reliability of 0.96 anda coefficientalphaof 0.98. In addition,whencompared
with othermeasuresf dysfunctionalcognitions,suchasthe Beck Depressiorinventory,the
ATQ yieldedcomparableorrelationgr =0.79), suggestindnigh concurrentvalidity (Harrell and
Ryon,1983).

OutcomeQuestionnaireThe OutcomeQuestionnairdOQ-45; Lambertetal., 1996)is a
45-item selfreportinstrumentdesignedo measurehangen threecritical domainsconsidered
esseritl to improvemenin psychotherapySymptomdistressjnterpersonatelationshipsand

socialrole performanceSpecifically,respondentaredirectedto ratehow theyfelt overthe past
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weekbasedn a 5-point Likert scalerangingfrom®“ n e (3 to “almostalways (4).To
decreas¢he possibility of responseetsproducingbiasedresults,9 of the45itemsarereverse
scored.Thepossiblescoresangefrom 0 to 180, with higherscoresndicatingpoorer
functioning.Scoresonthe Total OQ-45 scalehavebeenreportedto bereliableandvalid,
distinguishingwell betweerclinical andnonclinical subjectsaswell aspatientswith differing
degree®f illnessseverity(Umphresstal., 1997).

Reliability of the overallquestionnairandits threedomainswith undergraduateamples
suggeshigh stability,asdemonstratetdy testretestcoefficientsrangingfrom 0.78to 0.84 over
threeweeks(Burlingame Lambert,ReisingerNeff, & Mosier,1995).Furthermoreconcurrent
andconstructvalidity of the OQ-45 wasassessedith threepatientsamplesanda sampleof
communityparticipantUmphresstal., 1997).Resultsrevealedstatisticallysignificant
differencesdetweerpatientandnon-patientsamplesnthe OQ-45 Total andSymptomDistress
score providingevidencefor discriminationbetweerpsychopathologicand
nonpsychopathologica@roupson thosescalesUmphressandcolleagueslsofoundsignificant
differencesamongpatientsampleswith theinpatientsamplepresentingvith the mostsevere
psychopathologgndthe universitycounsellingcentrerepresentinghe leastpathologicalgroup.
This evidencenot only providessupportfor the constructvalidity of the OQ-45, it is also
indicativeof thei n s t r wmoeesdnsitigityto psychopathologyAnothermeasirevital to
outcomeassessmeim psychotherapys sensitivityto changethatis, the ability to measure
individual changeovertime (Lambert& Hill, 1994). Item analysisof the OQ-45 from 284
untreatedandl,176patientsundergoingosychotherapguggesitem sensitivityfor the majority
of itemsonthisinstrumentVermeerschl.ambert,Burlingame,2000).Indeed therewas

significantlymoreimprovementsassessely the OQ-45 for individualsreceivingtreatment
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thannotin eachof thesubscaleandthe Total score Vermeerschl.ambert,andBurlingame
(2000)suggestack of changesensitivityin theremainingitemsmaybedueto therapistor
patientvariablespr aninteractionof both.As well, someitemsmayreflectconstructghatare
morestaticandrequirealongerperiodof time beforechangecanbe detected.

TheWorkingAlliance Inventory- ShortForm. TheWorkingAlliance Inventory- Short
Form (WAI-S; Horvath& Greenbergl1989)is a 12-item selfreportmeasuralevelopedo
examinethreecharactastics of working alliancebetweenra clinician andclient: therapeutic
bond,agreemenbn tasks,andagreemenaboutgoals.Eachitemis scoredon a 7-point Likert
scalerangingfrom “notatall true’ (1) to “verytrué€’ (7). The WAI demonstratesonvergent
validity of 0.76 for the Taskssubscale.80 for Goalsubscaleand0.53for the Bondssubscale,
aswell asbeingcorrelatedvith manyrelationshipandoutcomebasedneasureg¢Hatcher,
BarendsHansell,& Gutfreund,1995;Cortezlson,1997).

Group ClimateQuestionnaird Client ShortForm. The GroupClimateQuestionnaire-
Client ShortForm (GCQ-S; MacKenzie,1981js atwelve-item selfreportinstrumenthat
measurefiow groupmembergperceivetheg r o uherapgutienvironmentResponseare
ratedon a seven-point Likert scaleindicatingextentof agreementangingfrom “notatall” (0) to
“ e xt r ¢6nleHasdémonstratedoodinternalreliability andconstructvalidity, with
coefficientalphasrangingfrom 0.88to 0.91 (Kivlighan & Goldfine,1991).The GCQ-S consists
of threesubscalesEngagementivoidance andConflict. The Engagemenscalerefersto
cohesionseli-disclosure cognitiveunderstandingandconfrontation.The Avoidancescale
measureshe extentto which groupmembersnayavoidresponsibity for their changeprocess.

The Conflict scaleis ameasuref interpersonatonflict anddistrust.
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Client Motivationto ChangeScale.The Client Motivation to ChangeScale(CMOTS;
Pelletier,Tuson,Najwa,& Haddad1997)is a 24-item scalethatmeasure six differenttypesof
motivationon a continuumbasedn self-determinatiortheory:intrinsic motivation,integrated
regulation,ntrojectedregulation jdentifiedregulation.externalregulation,andamotivation.The
measurdiasdemonstratedhir to excellentinternalconsistencywith subscalalphasranging
from 0.70to 0.92, andgoodconstructvalidity.

Tablel. Summaryof MeasuresandTime Points

Time 1 1 2

Measure Pregroup Sessior8 Weekly Postgroup
(2 weeksprior to (18sessions) | (1 weekaftergroup

group termination)

commencement)

HDRS X

SCID- X

QIDS-SR X X

SWLS X X

ATQ-R X X

CMOTS X

WAI-S X

GCQsS X X

0Q-45 X X X

StatisticalAnalysis
ThecomputersoftwarelBM SPSSStatisticsfor Windows,Version22.0,Armonk, NY:
IBM Corp.for Windowswasusedto analyzethis data.The experimentatlesigncompared

groups(e.g.,enhancedroupCBT, standardyroupCBT) to assesshe hypothesesf interest.
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Althoughhierarchicalinearmodeling(HLM) hasmanyadvantage$or this investigation,
includingthe managementf theviolation of theassumptiorof independencegswell asthe
incorporationof participantswith missingdata,HLM andotherlinearmodelingtechniquege.g.,
SEM)requirevery largesamplesizesthatarenot feasible within the contextof the presenstudy.
Thisis notaninsignificantconsideratiorasattemptingo run HLM analysesvith smallersample
sizescanyield unreliableresultsand/ormodelswhich do not converge Dueto limited resources
andattrition rates the samplesizeavailableto the grouptherapyresearchers oftenrestricted.
In light of thesepragmaticconstraintsye electedio useunivariatetechniquessuchas
ANOVAs, to investigatehetherapeuti@advantag®f enhancedroupCBT relativeto standard
groupCBT. Using G*Power(Faul,2006),it wasestimate thatatotal samplesizeof 64 (i.e., 32
participantgercondition)shouldyield sufficientpower(0.80) to identify large(0.40) effects.

Lambertandcolleagueg2005)conductedour controlled trials investigatingheimpact
of feedbackirom the OQ-45in individual therapycomparedo treatmentasusualcontrols.The
effectsizesfor thedifferencedn treatmenbutcomesvereconsideredarge,rangingfrom 0.34to
0.92.Thus,we expectedo detectlargeeffects.

Giventhelimitationsto samplesizein grouppsychotherapyesearchemphasion effect
sizesis alsobeneficial.Thereis agrowingbodyof literaturethatsupportseffectsizesasthe
preferredmethodfor analyzingresearcldata,comparedo measuresf statisticalsignificance
(Sullivan& Feinn,2012).Whereasstatisticalsignificancedescribesvhetheraninterventionhas
aneffectonthepopulation effectsizesdescribehow muchtheinterventionaffectsthe
population.Therefae, all effectsizeswereexaminedn line with a priori predictionsUsing

SPSSthepartial etasquaredneasuref effectsizewasemployedo detectlargeeffects(0.14).



GROUPCBT FORDEPRESSION 95

Identificationof smallor medium(0.01- 0.06) effectsmaybemoredifficult to detect; however,
arereportedfor trendsthatalign with a priori predictions.

Datawerescreenedor impossiblevalues outliers,missingdata,discrepantell sizes,
normality, linearity, homoscedasticitfhomogeneityf variance andoutlying interceptsand
slopes(Raudenbusk& Bryk, 2002).Basicdescriptivestatisticswveregeneratedo comparehe
characteristicsf participantsacrossachof the experimentatonditions Betweengroup
differencedn continuousvariables(e.g.,age)wereassessedsingone-way Analysisof Variance
(ANOVA) (seeTable2). To comparehefrequencyof responderacrosghetwo experimental
conditions chi-squareanalysesvereundertaken.

Oneway ANOVAs wereconductedo asses$or potentialcovariatesincludinginitial
depessiveseverity,comorbiditiesandmedicationsThe outcomemeasurdor hypothesidl is
level of generaldistressasdeterminedy thetotal scoreon the OQ-45. The outcomemeasurédor
hypothesi is life satisfactionSWLS).The outcomemeasurdor hypahesis3 is symptom
severity(QIDS-SR)andnegativeautomatichoughtATQ). The outcomemeasures$or
hypothesigt aretherapeuti@lliance,groupcohesionandmotivationto changgi.e. WAI-S,
GCQ,CMOTS).

Time 1 (seeTablel) representthe outcomemeauresthatwerecollectedtwo weeks
prior to thefirst sessiorof thegroupor duringsessior8 (processneasuresnly). Time 2 (see
Tablel) representshe outcomemeasureshatwerecollectedoneweekfollowing thelast
sessiorof thegroup.The dependetvariablesarethe averaganeanchangge.g.,MeanDV Time
1—-MeanDV Time 2) of theoutcomemeasuresEachdependentariablewasrun asa separate

analysis.
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To furtherassesshe meaningfulnessf thefeedbackntervention clientswere
categorizedvith regardto theclinical significanceof their changeasoutlinedin Lamberis
researcl{i.e. RecoveryReliableChangeReliableDeteriorationNo change) Thedifferencesn
thefrequencywith which clientswereassignedo outcomeclassificationcategoiesweretested

with the Chi-squarestatistic.
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Results

Theobjectiveof studytwo wasto comparestandarcdgroupCBT for unipolardepression
to anenhancedroupCBT conditionwhich providesadditionalfeedbackon patientprogresgo
thetherapistandclientseachsessionlt is hypothesizedhatthe provisionof feedbackn the
enhancedroupCBT conditionwould leadto greateimprovementsn treatmenbutcomesand
groupprocesdactorsfrom intaketo termination.

Pre-treatment

Giventhesmallsamplesize (Feedbach = 12, No Feedback = 21) atestfor normality
wasnot conducted TabachnickandFidell, 2007).However,nonparametri¢ests which are
designedor dataanalysiswith smallsampleswould be unableto evaluatetheresearch
guestionsin order to asses$or interactioneffects,morecomplexanalysesvererequired.
Therefore parametridestingwasusedto beginto investigateherelationshipdetweerthe
variablesof interest.As this investigationis a preliminaryanalysisof theresearclguestionsany
significantfindingsrepresenafirst attemptat examiningthe variablesof interest.

The smallsamplesizealsosuggests low level of power,which maymakeit difficult to
detectsignificantfindings. This primarily presents challengeto theinterpretatiorof non
significantresults.Thatis, failure to achievesignificancemaybereflectiveof thetrue
relationshipbetweerthe variablesof interestor simply dueto the analysisbeingunderpowered.
However,if significantresultswerefoundwith the smallsamplesize,cautiousinterpretatiorof
thefindingswaswarranted.

Datais missingfrom participantsvho droppedout of the studyor did not completethe
preor postgroupquestionnair@ackagesOtherthanhypothesisl B, which assessechangesn

generaldistressacrossl8 grouptherapysessionsthe hypotheseassesyariablesmeasuredt
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two time points,beforeandaftertreatmentTherefore datamissingfrom eitherof thesetime
pointsrepresenailossof 50% of thep a r t | datglreonderto educebias,it wasbelieved
to bereasonabléo excludeparticipantanissingdataat Time 1 or Time 2 from someof the
analysesFor hypothesisl B, the LastObservatiorCarriedForwardmethodof dataimputation
wasemployedor missingdatabetweersessiond and18.

Preliminary analyses were conductedh ANOVAs and chisquares to asseis
comparability betweethe two group conditions based on a number of demographic and
treatment variableS.able 2 displays the means, standard dmna, and Fvalues of the
continuous treatment and demographic variables for each condition. Resultsaayone
ANOVAs indicated no statistically significant betwegroups differences between the two
treatment conditions in terms of initial level of désts (as measured by the initial total score on
the OQ45) (F(1, 28) = 0.00p>0.05), depressive symptoms (as measured by the initial total
score on the HDRSJF(1,31) = 0.16, p>0.05), adé(1, 28) = 1.65p>0.05) attended therapy
sessiongF(1, 32) = 002, p>0.05) and number of DSMV-TR Axis | diagnose¢F(1, 22) =
2.00,p>0.05. Additional analyses were conducted to investigate potential differences in
medication use between the taonditions. Oneavay ANOVAs indicated no significant
differences betwen conditions with respect to initiaimber of antidepressant medicatioREL,
9) = 1.31,p>0.05) and mean number of antidepressant medication changes over tk€tapy (
= 0.21,p>0.05) suggesting that changes in medication use over the coursaipftgevapy
were comparable across treatment conditions.

A Chi-squareanalysisndicatedno significantdifferencein gendercomposition(maleor
female)( 3= 0.04,n= 33, p>0.05).Dueto the numberof categoriendsmall samplesizes,

differencedn marital status(single,married,divorced,significantother/partnerjvasassessed
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usingthenon-parametridrishef Exacttest.Unlike the Chi-squareanalyss, theFishef Exact
testis moreamenabldor calculatingprobabilitieswhenthe expectedrequencycountis less
than5. Theanalysisrevealeda non-significantprobability of differencedgn marital statusacross
thetwo conditions(p>0.05).Similarly, the expectedrequencycountfor the variabletermination
statug(whethertheycompletedhe groupor droppedout) did not meetthe minimumrequirement
for Chi-squareanalysesthus,theF i s hEgacttestwasemployed.This nonparametridest
indicateda nonsignificantprobability of differencesn terminationstatusacrosshetwo
conditions(p>0.05).In summaryresultsfrom variablesavailablesuggesthetwo conditionshad
similar demographicharacteristicandclinical presentationanda comparéve level of
attendancandgroupcompletionstatusat termination.

Table2. Means,Standardeviations,andF-valuesfor PretreatmentandDemographic
Variablesby TreatmentCondition(n = 33).

TreatmentCondition

Variables No Feedback FeedackMean(SD) F-value
Mean(SD)

Pretreatmentelationshipdistress 85.92(18.18) 89.00(20.91) 0.00
Initial depressivasymptoms 15.14(5.06) 15.83(4.37) 0.16
Age 38.50(11.66) 31.06(9.12) 1.65
Numberof sessions 14.92(2.64) 16.72(7.50) 0.02
Axis | diagnoss 1.73(0.79) 2.25(0.97) 2.00
Numberof antidepressant 1.38(1.3) 2.5(0.71) 1.31
medications

Numberof antidepressant 1.00(0.00) 0.38(0.52) 0.21

medicationchanges
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*Groupswereequivalenion baselinecharacteristics

HypothesisLA

Objectivefeedbackderived from the outcomequestionnaire(OQ-45) and provided to
therapistsand patientswill lead to statistically significantimprovementsn generaldistressat
termination,as comparedo thoseattendingthe standardgroup CBT condition.Improvementn
generaldistressis definedas a decreasan thetotal scoreon the OQ-45 from baseling(Time 1)
to termination(Time2).

A 2 x 2 repeatedneasureANOVA wasperformedwith TreatmenCondition(Feedback
versusNo Feedbackpastheindependentariableandeachc | i ¢ne aridEosttreatmenOQ-
45total distressscoresasdependentariable.Giventhatthis datawereonly collectedat two
time points,participantsvho did not completethe measureat Time 1 or Time 2 (representin@g
50%lossof data)weredroppedfrom the analysis.Therewere14% missingdatain the No
Feedbackcondition,resultingin 17 participantsand29% missingdatain the Feedback
condition,resultingin 7 participantsncludedin theanalysis.

A significantinteractioneffectwasfound, indicatingthatthe distresgotal scorediffered
in eachtreatmentonditionacrossime. [F(1, 22) = 11.58,p < .01, partialn? = 0.35] (SeeFigure
1). Table3 showsthe meansandstandardieviationsof two treatmentonditionsat Time 1 and

Time 2.
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Change in Self  -reported Distress
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Figurel. Interactionbetweertime (preandposttreatmentiandcondition(feedbackandno
feedback)or the OutcomeQuestionnaird otal score(Feedback = 7, No Feedback=17).

Table3. MeansandStandardeviationsfor Changen Distresshy TreamentCondition
(Feedbachk =7, No Feedback=17).

Condition Mean(SD)

Feedback Timel 92.10(19.84)
Time 2 55.14(25.95)

No Feedback Timel 92.00(18.39)
Time 2 77.18(25.23)

A subsequerdnalysisof the simplemain effectsof time for eachgroupwasinvestigated
throughmultivariatetestinggiventhefactthatonly two meansverebeingcompared.Results

indicateda significanteffectof time in boththe Feedbaclkcondition(F(1, 22) = 38.48,p < .001,
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partialn?= 0.64)andthe No Feedbaclcondition(F(1,22) = 11.34,p < .01, partialn?= 0.34).
Theseresultssuggesthatclientswho receivedieedbackrom the outcomequestionnairen
groupCBT for depressiorxperienceé significantlygreatereductionin overall distressacross
time thanclientswho receivedstandardeedbackin groupCBT for depression.

HypothesislB

Participatingin theenhancedyrouptherapyconditionwill leadto an overall greater
rate of improvemenin seltreporteddistressacrosstherapy sessionsascomparedo clientswho
participatein the standardgrouptherapycondition.

A repeatedneasure®ANOVA wasperformedwith TreatmentCondition(Feedback
versusNo Feedbackpastheindependenvariableandeachc | i ©@Q-#5tosal distres score
overeighteersession®f therapyasthedependenvariable.Therewere15% missingdatain the
No Feedbackconditionand14% missingdatain the Feedbackondition.The LOCF data
imputationmethodwasusedin eachcondition,resultingin all participantdatabeingheldfor
analysis.

Usingthe Greenhousé&eissercorrectionto accountor sphericity,resultsindicatea
nonsignificantinteraction(F(7, 211) = 1.01,p > .05, partialn® = 0.03).Analysisof maineffects
revealeda significanteffectof time (F(7, 211) = 6.86,p < .01, partialn? = 0.18)anda non-
significanteffectof treatmentondition(F(7, 211) = 2.68,p > .05, partialn? = 0.08). These
resultssuggesthatclientsexperiencea significantreductionin overalldistressoverthe
eighteersession®f therapyacrossothtreatmentonditions. However therewasno significant

differencebetweertreatmentconditionsin therateof theirimprovemeniseeFigure2).
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Change in Overall Distress Across
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Figure 2. Interactionbetweersessiongndcondition(feedbackandno feedback)or the
OutcomeQuestionnairel otal Distresssubscalescore(No Feedbachk = 21, Feedback = 12).
HypothesislC

Relativeto the standardgroup CBT condition,theenhancedjroup CBT conditionwill
leadto improvedoutcomessuchthat patientsin theenhancedyroup CBT conditionwill show
clinically significantimprovement# generaldistressat termination,ascomparedo those
attendingthe standardgroup CBT condition.

To furtherassesshe meaningfulnessf changean distressby treatmenintervention,
clientswerecategorizednto thefinal outcomeclassificationdasedon JacobsomndT r ua x “ s
(1991)criteriafor reliableor clinically significantchangeRecoveredimproved No changeand
DeterioratedTherewere29% missingdatain the Feedbaclcondition,resultingin 7 participants
includedin theanalysis.Thesedataarepresentedn Table4. To accountor the smallsample

size,thenonparametrid=ishef Exacttestwas usedinsteadof the Chi-squarestatistic.The
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Exactproceduras anexpansiorof themodelthatwasoriginally developedy Fisherin orderto
obtaina probabilityvaluewithout violating the minimum expectedrequencycountpercell

requiredfor Chi-squareanalysesThe Fishet Exacttestrevealedhatthedifferencesobserved

betweertreatmeninterventionsarenotsignificant(p>0.05,l'] =0.22.

Table4. ObservedCount,ExpectedCount,PercentagandAdjustedResidualof the Distress
OutcomeClassifcationby TreatmentCondition(No Feedback = 21, Feedback = 7).

Condition
OutcomeClassification Feedback Fegld(z)ack
Recovery ObservedCount 5 8
ExpectedCount 3.3 9.8
% within Condition 71.4 38.1
AdjustedResidual 1.5 -1.5
Improvement ObservedCount 1 5
ExpectedCount 1.5 4.5
% within Condition 14.3 23.8
AdjustedResidual -0.5 0.5
No change ObservedCount 1 5
ExpectedCount 1.5 4.5
% within Condition 14.3 23.8
AdjustedResidual -0.5 0.5
Deteriorated ObservedCount 0 3
Expeded Count .8 2.3
% within Condition 0 14.3
AdjustedResidual -1.1 1.1
Total Count 7 21
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*Adjusted StandardizedResiduals the equivalenof a z-score.Significanceatthe 0.05alpha

levelis consideredvhentheadjustedesidualis> 1 . 9 6 .

Giventhe numberof categoriesmnalyzedandsmallsamplesize,it is possiblethatalarger
samplemight detectsignificantresults.
Hypothesi

Relativeto the standardgroup CBT condition, the enhancedgroup CBT condition will
lead to improvedoutcomessuchthat patientsin the enhancedyroup CBT conditionwill show
statistically significantreductionsin symptomseverityand dysfunctionabeliefsat termination,
ascomparedo thoseattendingthe standardgroup CBT condition.

Two 2 x 2 repeatedneasure&ANOVA s wereperformedwith TreatmenCondition
(FeedbackersusNo Feedbackastheindependentariableandeachc | i ¢ne ardgost
treatmenselfreporteddepressivesymptomseverityscoregasmeasuredby the Quick Inventory
of DepressivesymptomsSelf Report(QIDS-SR; Rushetal., 2003)andselfreported
dysfunctionabeliefs(asmeasuredby the AutomaticThoughtsQuestionnaireRevised ATQ-R;
Kendal,Howard,& Hays,1989)scoresasdependentariables.

Seltreporteddepressivesymptonseverity. Therewere19% missingdatain the No
Feedbaclkcondition,resultingin 16 participantsand29% missingdatain the Feedback
condition,resultingin 8 participantancludedin theanalysis Resultsndicatea non-significant
interactioneffect,indicatingthatthe self-reporteddepressiveeverityscoresdid not significantly
differ in eachtreatmentonditionacrosgime (F(1, 22) = 3.74,p > .05, partialn?= 0.15).
However resultssuggesatrendin the datathatis approachingignificance(p=0.06)(SeeFigure

3).
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Change in Self  -reported Depressive
Severity Across Therapy
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Figure 3. Interactionbetweertime (pre andposttreatmentandcondition(feedbackandno
feedback)or the Quick Inventoryof Depressie Symptomatalogyotal score(No Feedback =
16, Feedbacln = 8).

Dysfunctionabeliefs. Therewere47% missingdatain the No Feedbaclcondition,
resultingin 10 participantsand29% missingdatain the Feedbaclcondition,resultingin 8
participantsncludedin theanalysis A significantinteractioneffectwasfound,indicatingthat
thedysfunctionabeliefstotal scoredifferedin eachtreatmentonditionacrosgime. (F(1, 16) =
15.41,p < .01, partialn®= 0.49)(SeeFigure4).

A subsequerdinalysisof the simplemain effectsof time for eachgroupwasinvestigated.
Resultsndicateda significanteffectof time in boththe Feedbackcondition(F(1, 16)=50.27,p
< .001,partialn?= 0.78)andthe No Feedbaclkcondition(F(1, 16) = 4.16,p < .05, partialn®=
0.21).Theseresultssuggesthatclientswho receivedieedbackrom the outcomequestionnaire
in groupCBT for depressiomexperiencea significantly greatereductionin dysfunctional

beliefsaaosstime thanclientswho receivedstandardeedbackn groupCBT for depression.
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Change in Self  -reported
Dysfunctional Beliefs Across Therapy

150.

120.

— — *

o T —— { No Feedback
S 9.
n
T
° 50 Feedback
}_ .
o4
|_
<

30.

* p<0.01
0.
Pre-treatment Post-treatment

Figure 4. Interactionbetweertime (pre andposttreatmentandcondition(feedbackandno
feedback)or the AutomaticThoughtsQuestionnairgotal score(No Feedback = 10, Feedback
n=8).
Hypothesis3

Relativeto the standardgroup CBT condition, the enhancedgroup CBT condition will
lead to improvedoutcomessuchthat patientsin the enhancedgroup CBT conditionwill show
statistically significant improvementsn quality of life at termination,as comparedto those
attendingthe standardgroup CBT condition.

Quiality of life. Therewere47% missingdatain the No Feedbaclcondition,resultingin
10 participantsand29% missingdatain the Feedbackcondition,resulting in 7 participants
includedin theanalysis A significantinteractioneffectwasfound indicatingthatthelife

satisfactiortotal scoredifferedin eachtreatmentonditionacrosgime. (F(1, 15)=7.16,p < .01,

partialn?= 0.32)(SeeFigure5).
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A subsequerdinalysisof the simplemaineffectsof time for eachgroupwasinvestigated.
Resultsndicateda significanteffectof time in the Feedbaclconditiononly (F(1, 15)=8.34,p <
.05, partialn®= 0.36). This suggestshatclientswho receivedieedbackrom the outcome
guestionnairéen groupCBT for depressiomxperiencea significantimprovementn life

satisfactioracrosgime comparedo clientswho receivedstandardeedbackn groupCBT for

depression.
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- Satisfaction Across Therapy
22. ok
o Feedback
3 165
3
s
A= No Feedback
0
—
=
0 55
* p<0.01
0.
Pre-treatment Post-treatment

Figure 5. Interactionbetweertime (pre andposttreatmentandcondition(feedbackandno
feedbackfor the Satisfactiorwith Life Scaletotal score(No Feedback = 10, Feedback = 7).

Hypothesist

The enhancedgroup CBT condition will show statistically significant improvementsn

therapeuticalliance, group cohesion,and autonomousmotivationto change,relative to the

standardgroup CBT condition.
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TherapeuticAlliance. There were 26% missing data in the No Feedbackcondition,
resultingin 11 participants,and 75% missing datain the Feedbackcondition, resultingin 3
participantsincludedin the analysis.A significantinteractioneffect was found, indicating that
the therapeuticalliancetotal scorediffered in eachtreatmentconditionacrosstime (F(1, 12) =
6.33,p < .05, partialn®= 0.35).Analysisof the subscalesvithin thetherapeuti@lliancemeasure
revealeda significantinteractioneffectfor the Bond subscaléF(1, 12) = 5.59,p < .05, partialn?
= 0.32), with nonssignificantmain effectsfor time (F(1, 12) = 0.38,p > .05, partial n” = 0.03)
and condition (F(1, 12) = 0.95,p > .05, partial n? < 0.001). This indicatesthat the therapeutic
bond differed in eachtreatmentcondition acrosstime. No significantinteractioneffects were
observedor the TaskssubscaldF(1, 12)=1.70,p > .05, partialn®= 0.12)or the Goalssubscale
(F(1,12)=2.71,p > .05, partialn®= 0.18).

Group Cohesion.Therewere 26% missingdatain the No Feedbackcondition, resulting
in 11 participants,and 75% missingdaa in the Feedbackcondition, resultingin 3 participants
included in the analysis.Resultsindicate non-significant interaction effects acrossall three
subscalesor the group cohesionmeasureEngagementF(1, 12) = 0.01,p > .05, partial n? =
0.001),Avoidance(F(1, 12) = 0.25,p > .05, partialn? = 0.02), andConflict (F(1, 12) = 0.001,p
> .05, partial n? < 0.001). This indicatesthat group cohesiondid not differ betweentreatment
conditionsacrosgdime.

Motivation to Change.There were 26% missing datain the No Feedbackcondition,
resultingin 11 participants,and 75% missing datain the Feedbackcondition, resultingin 3
participantancludedin theanalysis Resultsndicatenon-significantinteractioneffectsacrossall
six subscaledor the mativation to changemeasure Amotivation (F(1, 12) = 0.000,p > .05,

partialn? < 0.001),Externalregulation(F(1, 12) = 0.000,p > .05, partialn?< 0.001),Introjected
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regulation (F(1,12) = 0.20,p > .05, partialn®= 0.02), Identified regulation(F(1, 12) = 2.81,p >
.05, partialn? = 0.19), Integratedregulation(F(1, 12) = 0.83,p > .05, partialn? = 0.07), Intrinsic
motivation(F(1, 12)=0.41,p > .05, partial n?=0.03).Thisindicatesthatthe level of motivation
to changedid not significantly differ betweerthetreatmentonditionsacrosgime.

Table5. MeansandStandardDeviationsfor Changen Procesg$-actorsby TreatmeniCondition
(Feedback = 3, No Feedbaclk = 11).

Variable Feedback No Feedback
Timel Time2 Timel Time2
Mean(SD) Mean(SD) Mean(SD) Mean(SD)
WAI -S 60.33(7.64) 67.33(6.39 64.27(6.15) 61.18(5.25)
Bond 17.00(1.73) 19.33(1.53) 18.72(2.65) 17.36(3.44)
Task 22.00(2.74) 24.00(4.35) 22.64(2.41) 22.37(2.54)
Goals 21.33(2.31) 24.00(3.61) 22.91(3.51) 21.46(2.66)
GCQ
Avoidance 3.44(0.51) 3.11(0.19) 2.61(0.88) 2.70(1.15)
Conflict  0.75(0.87) 0.67(0.72) 0.77(0.53) 0.68(0.53)
Engagemens.93(0.58) 4.33(0.46) 3.86(0.86) 4.12(0.84)
CMOTS-R
Amotivation11.67(0.58) 12.33(7.23) 6.00(3.79) 6.65(4.03
External  13.00(5.57) 12.00(3.46) 10.27(5.18) 10.09(7.18)
Introjected 18.00(7.00) 18.33(6.35) 17.36(6.58) 19.46(4.87)
Identified  22.00(2.65) 24.33(2.08) 25.00(2.32) 24.64(2.66)
Integrated 13.00(6.08) 19.00(5.57) 19.27(5.69) 21.91(4.76)
Intrinsic ~ 9.33(3.51) 11.67(5.13) 16.64(7.80) 16.82(5.06)
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Discussion

Thepurposeof the presenstudywasto investigatehe benefitsof providingformal
feedbackon treatmenprogresdo therapistsaandpatientshroughoutgroupCBT for depression.
StandardyroupCBT for depressionvascomparedo anenhancedyroupCBT conditionwhich
providedadditionalfeedbaclkon patientprogresaisingthe OQ-45 feedbacksystemat each
sessionlt waspredictedthatadditionalfeedbaclkprovidedin the enhanceaonditionwould lead
to improvementsn anumberof treatmenbutcomesanduniquegroupprocesseattermination
comparedo the standarccondition.

Hypothesisl assessedhethereceivingformal feedbackn theenhancedjroupCBT
conditionled to greaterclinically andstatisticallysignificantimprovementsn generaldistressat
termination,ascomparedo thoseattendingthe standardgroupCBT condition.Resultssuggest
thatreceivingfeedbackrom the OQ-45in groupCBT for depressioted to greatereductionsn
generaldistressrom intaketo termination,comparedo standardfeedbackeceivedn group
CBT for depressionThis finding is somewhasurprisingwhenoneconsiderghatoneof the
inherentprinciplesin thedeliveryof CBT is eliciting feedbackrom clientsandworking
collaborativelyasatherapistwith patientsto identify possibleobstacledo progresgBi€ling,
McCabe Antony, 2006). The OQ-45 providesboth additionalfeedbackon progressandis
deliveredin amoresystemati@andempirically-drivenmethodthanstandardeedbackn group
CBT. This suggestshatthe amountof feedbackandthe mechanismgmployedo provide
feedbackn groupCBT mayhavea significantimpacton thereductionof generaldistressover
treatmentln theoriginal studiesby Lambertandcolleague42005),individual CBT wasnot
signficantly differentthanothertherapeuti@rientationan termsof improvedtreatment

outcomesvhenprovidedwith feedbackirom the OQ-45. However this is thefirst studyto
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investigatehetherapeutidbenefitsof the OQ-45 feedbacksystemin comparisorto standard
feedbackmechanismsvithin CBT.

Reductionsn generaldistresdetweerthe standarcandenhanceayroupCBT for
depressioronditionswerenot statisticallysignificantwhencomparingeachc | i ©Q-45" s
scoresacrossall 18 session®f therapy Likewise, clinical differencesbasedn Jacobsorand
T r u a2091xriteriafor reliableor clinically significantchangewerenot significantbetween
thetwo conditions.In contrastwith theinitial significantfinding involving only preandpost
time points,the latteranalyse$iavea greatemumberof variableg(18 time points)andcategories
(4 outcomecategorie} It is possiblethatthe combimationof increased/ariablesandcategories
anda smallsamplesizecontributedto difficulties detectingsignificantresults.Futureresearch
with alargersamplesizewould help clarify currentdiscrepancies theresults.

Anotherpossibleexplanatiormayberelatedto how feedbackwvasusedin thefeedback
condition.In the 18 sessiorlongitudinalanalysis the differencesetweertreatmengroups
variedfrom sessiorto sessionThe manneiin which feedbackfrom the OQ-45 wasusedin each
sessionn thefeedbaclconditionwasnot capturedlt is possiblethatfeedbackwvasnot being
employedconsistentlysothatsignificantinteractionsverenot detectedetweertreatment
conditionsat everysessionAlthoughthe variability betweerconditionsmight betoo smallto
detectthroughoutreatmentparticipantgeceivingfeedbackrom the OQ-45 appearo
experiencesignificantlyreducedyeneraldistresdy the endof treatmentomparedo
participantsnot receivingfeedback.

Thedatapresentedheresuggestshatusingthe OQ-45to relayfeedbacko therapistsand
patientsaboutprogresshroughoutgroupCBT for depressiormaybe moreeffectiveatreducing

generalistressrom intaketo terminationthanstandardeedbackypically givenaspartof a
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CBT protocol Consistentvith findingsfrom Lambertandcolleague42005)on the benefitsof
the OQ-45, thereappeardo bearelationshipbetweerfeedbaclderivedfrom empirically-driven
algorithmsandreductionsn generaldistresdevelin therapy.lt is suggestedhatcompletionof
theseformal feedbackmeasuresnayincreaselientinvestmenin thetherapeutigproces and
assisthetherapisin identifying andalteringthetreatmentapproactwhenclientsaredeemedat
risk for negativeoutcomes.

Thisinvestigationaddsto theliteratureby extendingthe benefitsof the OQ-45 feedback
systemto the morecomplexarenaof grouptherapy.While it wasbeyondthe scopeof this study
to identify how grouptherapistsespondedo receivingthe OQ-45 feedbaclfor eachgroup
membeitthroughoutreatmentfhereseemso be arelationshipbetweergroupmembersand
therapistgecaving this feedbackandgreatereductionsn generaldistresscomparedo standard
feedbackneasuresi.e. symptommeasuresnformal requestgor feedback) Thedifferences
foundhaveaddedsignificancegiventhatgroupCBT is a structuredmanualizedntervention
with inherentfeedbackandself-monitoringcomponentslt is likely thatgroupmemberslike
individual therapyclients,experienceyreaterinvestmenin thetherapeutigrocessvhen
providedcomprehensivéeedbackon treatmenprogressLikewise, additionalfeedbackon
clientswho areatrisk for negativeoutcomesnayhelpdirecttherapistinterventionsn group
therapyaswell asindividual therapy.

Hypothesigwo comparedhe effectsof receivingadditionalfeedbackrom the OQ-45in
groupCBT for depressiomn two treatmenbutcomesselfreporteddepressivesymptom
severity(asmeasuredy the Quick Inventoryof DepressivesymptomsSelf Report(QIDS-SR;
Rushetal., 2003)andselfreporteddysfunctionabeliefs(asmeasuredy the Automatic

ThoughtsQuestionnairdRevised ATQ-R; Kendal,Howard,& Hays,1989),atintakeand
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termination) Resultsndicateatrendapproachingignificancebetweerthetwo treatment
interventionsandchangesn depressivasymptoms This suggestshatwith furtherinvestigation
with alargersamplesize,greaterreductionsn depressiomaybefoundwhenclientsand
therapistgeceiveadditionalfeedbackaboutpatientprogresfrom the OQ-45in groupCBT for
depressionResultsalsosuggesthat,comparedo receiving standardeedbackn groupCBT for
depressionieceivingenhancedeedbackrom the OQ-45 leadsto significantlygreater
reductiongn dysfunctionabeliefsacrosgime.

Theresultsof theseanalysesandtrenddatasuggesthatadditionalfeedbackon patient
progresshroughoutgroupCBT for depressiorcanleadto greatereductionsn dysfunctional
thinking stylesandpossiblydepressivesymptomscomparedo standardeedbackneasures.
Thisis consistentvith investigationson the utility of the OQ-45 feedbacksystemfor improving
treatmenbutcomedy enhancinghe efficiencyandeffectivenes®f psychotherapylL. ambert,
Hansen& Harmon,2010).Thesefindingsalsoaddto theliteratureby demonstratinghatthe
benefitsof the OQ-45 feedbacksystemextendto grouptherapyaswell, especiallyCBT for
depressionGiventhatinitial depressiveeverityanddysfunctionakttitudeshavebeenidentified
aspredictorsof negativeresponseto therapy thesefindings maybe helpful for informing and
directinggrouptherapistavho treatclientswho areat highrisk for negativeoutcomesAlthough
it is unknownwhatactionsaretakenby grouptherapistsafterreceivingthis feedback
information, it is clearthatbeingawareof this additionalinformationprovidedby the OQ-45
playsasignificantrole in improvingtreatmenbutcomes.

Changesn quality of life from intaketo terminationbetweerthetwo treatment
interventionswvereassesseth thethird hypothesisResultsndicateda significantcrossover

interacton (i.e. theinteractionis in theshapeof an“ X 'bgtweerthetwo interventionsand
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changesn quality of life from intaketo termination.Theinteractioneffectsuggestshatchange
in relationshipdistresgs afactorof time andgroupconditiontogeher, but notalone.Further
observatiorof the crossoverinteractionreveas thatreceivingfeedbackrom the OQ-45 led to
significantimprovementsn quality of life attermination While the natureof this interaction
wasnotin theexpectedlirection,theremight bearelationshipbetweerreceivingfeedbackirom
the OQ-45, time, andchangesn quality of life. Furtherresearchs warrantedo better
understandhis relationshipin groupCBT for depression.

Swan,WatsonandNathan(2009)examinedchangs in depressiorscoresandquality of
life overthe courseof groupCBT for depressionResultsof theinvestigationndicatedthat40%
of thevariancein changan quality of life from pre- to posttreatmenwasunexplainedor after
accountingor changen depressivsymptomsgovariatesandpre-treatmentvariables.This
suggestshatchangan quality of life is not solely explainedoy symptomreduction.The authors
positthatgroupCBT mayresultin changego socialdomaing(i.e.,employmentrelationships)
for theindividual thatoccuroutsideof their symptomatologyReceivingadditionalfeedback
from the OQ-45, which monitorscommonmentalhealthsymptomsaswell asrelationship
distressandfunctioningin socialdomainsmayplay arole in improving quality of life from pre-
treatmento posttreatmentThesefindingshighlight theimportanceof employinga
comprehensivenonitoringandfeedbacksystemthatcanfurtherreducenegativeoutcomeswhile
improving generalkatisfactionwith life.

Thefinal hypothesisassessedhetherreceivingadditionalfeedbackrom the OQ-45led
to significantimprovementsn groupprocessactorsfromintaketo termination.In termsof
therapeuti@lliance,resultsindicatedthatthereis a significantinteractionbetwesnthetreatment

conditiors overtime. Thedatasuggesthatreceivingfeedbackrom the OQ-45 leadsto greater
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improvementsn overallalliancebetweertherapistandclientin groupCBT for depression.
Analysisof thesubscalesevealeda significantdiff erenceor the Bond subscalenly, indicating
thattherapeutidonddemonstratedreateimprovemenbvertime in theenhanceaondition.
Takentogetherthe datasuggestshatreceivingenhancedeedbackon treatmenprogressnay
leadto greatertherapeut bondingin groupCBT for depressiongomparedo standardeedback
measuresGiventhatpoortherapeuti@lliancehasbeenassociatedavith poorerresponsé¢o CBT,
this couldbe a helpful methodfor furtherdevelopinghetherapeutiallianceandthusimproving
treatmenbutcomes.

No significantdifferencesverefoundbetweerthe standarcdandenhanceaonditionfor
changesn groupcohesiorandmotivationto changeovertime. This suggestshatthelevel of
cohesivenesm the groupis notimpactedby receivingadditionalinformationon treatment
progressGiventhatgroupmembersverenot requiredto discusgheir feedbackwith the group,
it is possiblethatreceivingfeedbackrom the OQ-45 doesnot allow for groupmembergo
developa greatersenseof cohesionThisis consistentvith researclby WoodyandAdesky
(2002),whichidentifiedthetherapistpatientbond,andnot thelevel of groupcohesionasoneof
themostcritical factorsdriving changan highly structuredgrouptherapiesLikewise, it appears
thatthe OQ-45 feedbackprogramdoesnot predictchangesn autonomousnotivationovergroup
therapy.Thereforeyeceivingenhancedeedbackon your treatmenprogressn therapydoesnot
necessarilyeadto increasednotivationto changeOnepossible explanations thatintrinsic
motivationto changemight alreadybe elevatedor theindividualsparticipatingin this research
study,andthusnotlikely to seeanysignificantimprovement®verthe courseof treatment.

Theresultsof the OQ-45 feedbacksystemon groupprocessesevealthatbenefitsto

enhancedeedbackdentifiedin theliteraturewithin individual therapycanalsobe appliedto the
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morecomplexarenaof grouptherapy.While somegroupprocesseappeato be unaffectedoy
thetype of feedbaclkon treatmenprogressgeneralprocesdactors,suchastherapeutidond,are
impacted.Thesefindings candirectgrouptherapistdo appropriatenterventionsf group
membersareatrisk of deteriorationFor examplejf thebenefitof receivhg enhancedeedback
is routedin the developmenbf a strongertherapeutialliance thanit maybemorehelpful to
attendto thetherapeutidondthangroupcohesiveness groupmembersareatrisk of negative
outcomesFinally, thesedataprovidea beter understandingf the prominentprocesdactors
presenin groupCBT for depression.

EffectSizes

Many researcherlavereportedon theimportanceof providingeffectsizesin
guantitativestudieg(Sullivan& Feinn,2012).Whereasstatisticalsignificancemeasureshe
existenceof arelationshipthe effectsizeis ameasuref the magnitudeof thatrelationship
(Kline, 2004).Giventhe smallsamplesavailablefor this thesis,examinatiorof the effectsizes
providesanalternativemethodof describingherelationshipbetweerthe variablesof interest
andtreatmenbutcomesThe measuremenisedto identify the effectsizewaspartial eta
squaredThesuggestesormsfor interpretingthe effectsizeare:small(0.01),medium(0.06),
andlarge(0.14)(Field, 2005).

Thestrengthof therelationshipbetweerenhancedeedbackandgeneralistress,
depressivesymptomsgdysfunctionabeliefs andquality of life werelarge,rangingfrom 0.15to
0.49.With respecto therelationshipbetweerenhancedeedbackandgroupprocesseshe
strengthof the associatiorwaslargefor overalltherapeuti@allianceandthe bondandgoals
subscale¢rangingfrom 0.18to 0.35).Thetasksubscal@lemonstrated mediumassociation

with enhancedeedback.
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Thestrengthof therelationshipbetweerthe groupcohesioravoidancesubscaleand
enhancedeedbaclkwassmall. Theremainingtwo groupcohesiorsubscaleslemonstrated
relativelyno strengthin its relationshipwith enhancedeedbackThreeof the six subscales the
clientmotivationfor therapyscaledemonstratedmallto largeeffects.ldentified regulation,
which s aform of extrinsicmotivationwherebyanindividual consciouslyacceptshevalues
underlyinga behavioutbecausét is believedto be meaningfulandimportart (Zuroff, 2007),
revealedalargeassociatiorwith enhancedeedbacklIntegratedegulationrepresentsinother
form of extrinsicmotivation,wherebythe valuesandactionsidentified by anindividual become
fully alignedwith their own values actions,and personakxperience$Zuroff, 2007).The
relationshippetweerenhancedeedbackandthis form of motivationwasmedium.

Theseextrinsicmotivationalvariablesdiffer from intrinsic motivation,whichis thedesire
to performanactionsimply out of interestandthe internalsatisfactiont provides.Thestrength
of this relationshipto enhancedeedbackwvassmall. Analysisof the magnitudeof the
associationbetweerngroupCBT, procesdactors,andtreatmentesponsdurthersupportsome
of the statistica findings. Theeffectsizesalsosuggesthatfurtherinvestigationinto therole that
avoidancewithin thegroupandcertainlevelsof clientmotivationplayin treatmentesponsés
warranted.

Someresearcherbavesuggestedhatlargeeffectsizesareoverestimateavhensample
sizesaresmall introducinga potentialbiasin researcHindings (Levine,Asada,& Carpenter,
2009).In aneffort to reducethis bias,the partial etasquaredneasuremertf effectsizewas
employed.This measurgrovides somecorrectionfor smallsamplesizebiasescomparedo the

traditionaletasquaredneasuremer(Hayes,2013).
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However regardles®f the strengthof the effectsize,it is recommendethat
investigatorollectmoredatawith alargersamplesizeafterthepilot in orderto replicate
findings.Giventhisis a preliminaryanalysisof theresearclgyuestionscautionis warranted
wheninterpretingeffectsizesuntil moredatais collectedwith alargersample.

FeedbacKrom clientsandclinicians

During theindividual debriefingsessiorfollowing thefinal grouptherapysessiongroup
participantsvereinvited to providefeedbaclof their experienceavith the OQ-45. Whenasked
whattheyliked aboutthe measureresponsefocusedon two categorieseaseof useand
increasecwarenessf functioning.Clientsstatedthatthe measuravas” e atsfif o u t* n'o t
tool o nandeitherthesameor easietto completethanthe Quick Inventoryof Depressive
Symptomatologywhich wasthe standardsymptommeasureompletedit the startof each
sessionParticipantsalsoexpressethatcompletingthe measuravashelpful for improving
awarenesandmonitoringof symptomsResponsescludedthat” ihelpedmeto think about
thequestiondeinga s k € & m¥selfwhatwasgoingonmef o ¥ s '© me t ci amglgtiow
| * feelinginto wordsandthis helpsjog myme mo rand; ihélpsmeseeamoreaccurate
pictureof w h a goingo n All" participantdn the feedbackconditiondescribedhefeedback
theyreceivedas” h e | @rfd teportetthatit wasawelcomedpartof the grouptherapy
experiencde.g.,” lookedforwardto seeingheo u t ¢ o Seméparticipantsn theno-
feedbaclkgroup,who completedhefeedbackmeasuratthe startof eachsessiorbutdid not
receivefeedbag, reportedaninterestin receivingthe additionalfeedbacknformation(e.g.,” |
reallywantedto keepthe measuresol couldseemy s ¢ o rTed participantsn the no-feedback

conditionrequestedo view all their OQ-45 scoresoncethe groupwascomplée.
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Whenaskedf therewasanythingtheydislikedaboutthe OQ-45,a commonresponseavas
thatsomeof theitemsdid not applyto them(i.e. theyweresingleand/orunemployed}othey
wereunsurehow to respondOnepatrticipantreported’ W a s sufeif | wasanswering
c o r r eAmdthlerpartitipantexpressethow“ a n s wsmaofrihgquestiongriggered
sadness.”

Whengqueriedon recommendationfor future useof the OQ-45in grouptherapythe
majority of participantgeportedthatthey* w o u Iclthrgéat h i @mperespondent
recommendethata groupfacilitator reviewthe questionnairén detailwith the entiregroup
duringthefirst groupsessiorin orderto askquestionsaandwork throughobstacledso completion
andinterpretation.

Feedbaclon theuseof the OQ-45 wasalsosoughtfrom a grouptherapistinvolvedin
facilitating thetreatmengroups.Fromagroupf a c i | petsgetticethéfeedbackmessage
providedon thefeedbackreportsfrom the OQ-Analystcould be problematian grouptherapy.
Thesestandardize@nessagearetailoredto individual therapiesvherethereis greatefflexibility
in numberof sessiongndalteringthetreatmenplanif clientsareidentifiedto beatrisk for
negativeoutcomesThereis alsomoreflexibility within individualinterventiongo discusshe
contextsurroundinghefeedbackmessagandclinical implicationsfor the client. Within highly
structuredgrouptherapiegherearefeweropportunitiedo alterthetreatmenprotocol.Thisis
furthercomplicatedvhenonememberis atrisk andthe othermembersareprogressings
expectedbothfor thetherapisieadingthe groupsessiorandfor the solemembemwho differs
from othergroupmembers.

While participantanayseea significantimprovemenin their symptans overtreatmenttheir

final scoremaystill fall within arangethatis deemedatrisk for negativeoutcomesywhich may
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reinforcefeelingsof failure. Giventhe structurewithin groupCBT, theremaynotbe
opportunitiedo extendthe numberof sessionssthefeedbackmessagevould recommend.
Likewise, participantsvho experiencedgignificantgainsandwereclassifiedasrecoveredefore
theendof grouptherapywould receivefeedbackmessagesuggestinghattheyshouldconsider
terminatingtreatmentThe grouptherapistindicatedthattherewasoften confusionandquestions
centeredn thefeedbackmessag@andconcernovertheimplicationsfor their treatmenin group.

Theresponsefrom participantssuggesthatthe OQ-45is aneasyto usefeedbackmeasure
andthereis genuineinterestin receivingadditionalfeedbackon their treatmenprogressit
appearshatmoreeffortsareneededo prepareclientson howto completethe measureand
interpretthefeedbackeports.Thisis supportedy the concernexpressedby the group
facilitator. Perhapgewer problematicsituationswould occurwith additionaltrainingon how to
proceedvhenfacedwith variousscenariosvithin groupwhenusingthe OQ-45 feedbacksystem
(e.g.,whatto doif aclientcompletedreatmentandis identifiedat risk of negativeoutcomes).
Regardlessf thefeedbacknessagelisplayedon thereport,this tool canbe beneficialfor
identifying clientsatrisk of treatmenfailure, creatingopportunitiesor therapistgo shift focus
or make changeswithin the groupprotocol,encouraging dialogueabouttreatmenprogress,
anddirectingtreatmenplanningafterthe groupis complete.
Limitationsand Future Research

Therearemanylimitationsto the preseninvestigationthatshouldbe noted. Firstly, the

smallsamplesizefor eachconditionrequiresthatall resultsbeinterpretedwith caution.As well,
this studyshouldbereplicatedio ensureconsistenfindingsthatcanbe generalizedo other
populationsAnotherlimitation wasthe numberof grouptherapistsTherewasonly one

registerectlinical psychologisteadingall thetreatmengroupswith a differentpsychology
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residentco-facilitating eachgroup.Dueto staffing shortageshatoccurredoverthe courseof the
datacollectionperiod,only oneclinical psychologisivasavailableto leadthetherapygroups.
Thebenefitof havingonepsychologisto-facilitate boththe controlandtreatmentonditionsis
thatit eliminatesthe needto asses$or variability amongnumerougherapiss andtheir
applicationof thetreatmenprotocol. This mayintroducemoredifficulty in determiningwhether
differencesdetweertreatmentonditionsaredueto the provisionof feedbaclor differences
betweertherapistsHowever havinghadonly onethergistlimits the ability to generalizehe
resultsof the presenstudy.For examplejt is notknownwhetheranotherclinical psychologist
co-facilitating bothtreatmentonditionswould experiencemprovedoutcomesn thefeedback
conditioncomparedo the no feedbackcondition.Furthermorethe clinical psychologisenlisted
in the presenstudywasalsoa co-investigatoron the project. Therefore jt wasnot possibleto
conceakhehypothesesf thestudy.It is notknownwhetherknowingtheresearchypotheses
may haveimpactedthe groupprocessn favourof supportingdesiredoutcomesAlthough pre-
cautionsweretaken(i.e. giventheallocationconcealmenttheleadtherapisiid not decide
which participantsvereassignedo the feedbackandno-feedba& conditions) this nonetheless
suggestshatthe datashouldbeinterpretedwith caution.Futurestudiesshouldensurehatstudy
therapistdor thefeedbackandno-feedbackgroupsaredifferentandareunawareof theresearch
hypotheses.

Similarto Lambertandcolleague42005),no directiveswereprovidedasto howthe
feedbackshouldbe usedto director alterthetreatmenintervention.It is unknownif the
informationusedfrom the feedbaclkprogramled to any changesn howthe groupswere
facilitated. Theaudiorecordedsessionsvereusedsolelyfor the purposeof assessingdherence

to thetreatmenprotocol.Futureresearctwould benefitfrom assessingvhetherthe provisionof
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feedbackinfluencedthegroupf a c i | behaaiduoverthe courseof treatmentThis couldbe
accomplishedhroughobservatiorandcodingof theaudiorecordedsessionsweeklyself-report
guestionnaireyr interviewswith the grouptherapistsFinally, therearemanymodelsin the
literaturethattheorizehow procesdactorsimpacttreatmenbutcomesUtilizing morecomplex
models,suchasmediatormoderatomodels,could providea betterunderstandingf theimpact
of feedbaclksystemson treatmenbutcomesn grouptherapy.Futureresearctwould benefitfrom
exploringalternativemodels suchastheimpactof feedbaclkon therelationshipbetween
therapeutiallianceanddepressivesymptoms.

It would alsobe advantageou® assesslternativeprocesgactorsidentifiedin the
literature especiallyprocesdactorsuniqueto groupCBT, asthis areaof studyremainsrelatively
new.In additionto measuringptherprocessrariablesjt maybe helpful to exploreother
dimensionf thesameprocesssuchasthet h e r appreegtiondf thealliancewith theclient
aswell asthec | | @ergpéctvef thealliance.Thiswould provide a deepemunderstandingf
how feedbackmpactsprocesses grouptherapy.As mentionecabove therewereno specific
directivesfor grouptherapiston how to usefeedbackrom the OQ-45 effectively in group
treatmentln line with the OQ-45 literatureon the benefitsof usingclinical supporttoolsfor
clientsatrisk of deterioratingn individual therapy it would be helpful to investigatewhether
thesebenefitsapplyto thegrouptherapysphee. Thatis, aretheregreateimprovementsn
treatmenbutcomedor groupsthatemployanenhancedeedbacksystemplusclinical support
toolsfor atrisk clients,comparedo groupsemployingthe feedbacksystemwithout anyclinical
supporttools?Furthermore,do clinical supporttoolsdiffer in individual andgrouptherapy?And

if so,whatwould needto bealtered?
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General Discussion

Theprimaryobjectiveof the studiespresentedh this thesiswasto furtherexaminethe
formal andprocesdactorswithin groupCBT for depressiorhatcontributeto varioustreatment
outcomesThefirst studyinvestigatedhe relationshipbetweergroupCBT for depressiomnd
changesn interpersonatlistressaswell asthe processnechanismsghatmightinfluencethis
relationship.The secondstudyexaminedherole of providingformal feedbacko patientsand
therapiston patientprogresghroughoutgroupCBT for depressiomn treatmenbutcomes.
StudyOne: Changesn relationshipdistressin individual andgroup CBT for Depression

Theaim of thefirst studywasto investigatevhethersmallgroupprocessrariablessuch
astherapeuti@allianceandgroupcohesiongcontributedio greatereductionsn selfreported
relationshipdistresan groupCBT comparedo individual CBT for depressionlt was
hypothesizedhatclientsin the groupthergy conditionwould experiencegreaterstatistically
andclinically significantreductiondn selfreportedrelationshipdistressattermination,as
measuredy therelationshipdistresssubscalef the OQ-45. While relationshipdistress
significantlydecreasedverthe courseof eachtreatmenintervention resultsindicatedthat
clientswho participatedn grouptherapyexperiencea significantly greatereductionin
relationshipdistressacrosgime thanclientswho participatedn individual therapy.Trenddata
alsosuggesthatclientsmayexperience greaterateof improvementcrossl8 sessionsn the
grouptherapycondition;however the limited samplesizemay havecontributedto non
significantfindings. Furthermoregrouptherapyclientsexperienceé greaterclinically
significantimprovemenin relationshipdistresghanclientsin theindividual therapycondition.

Thatis, comparedo clientsreceivingindividual CBT for depressionglientsreceivinggroup
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CBT for depressionveremorelikely to transitionfrom aclinical level of relationshipdistressat
intaketo anon-clinical level of relationshipdistressat termination.

Studyonealsohypothesizedhattherelationshipbetweerprerelationshipdistresson
postrelationshipdistressacrosggroupCBT would be mediatedby therapeutiallianceandgroup
cohesiorprocessrariables Resultsof thetherapeutialliancemediatormodelidentified
therapeutialliance,asmeasurd by thetotal scoreof the Working Alliance Inventory,asa
mediatorvariablein the predicteddirection.Specifically,asperceptiorof therapeutialliance
increasesposttreatmentelationshipdistressdecreased€xaminationof thethreesubscalesf the
therapeuti@lliancemeasureevealedhat,takenseparatelythec | i eerdepti@of agreement
ontasks,agreemenbn goals,andperceivedherapeutidonddo not mediatetherelationship
betweerpretreatmentelationshipdistressandposttreatmentelationshipdistress Again, the
smallsamplesizeandnumberof mediatorsn the modellikely influencedthe ability to detect
anytrueeffect. Nonethelesshesefindings supporttheliteratureon theimportantrole
therapeutialliance playsin psychoherapytreatmenbutcome This alsoaddsto grouptherapy
researclby providingevidenceon the natureof therelationshipbetweertherapeutiallianceand
interpersonatlistressn groupCBT for depression.

Finally, groupcohesionwvasnotidentifiedasa mediatorin therelationshipbetween
pretreatmentelationshipdistressandposttreatmentelationshipdistressWhile theremaybe
somemethodologicalssueghatinfluencedthe ability to detectsignificantfindings, it is possible
thattherelationshp with othergroupmembersnay not play assignificantarole in reducing
interpersonatlistressaswith therelationshipto thetherapisin groupCBT for depressionThis
hasimplicationsfor grouptherapistaandthe degreeof attentionplacedon developng group

cohesiorovertherapeutialliancein groupCBT for depressionespeciallywhenclientsreport
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relationshipdistresasmeasuredby the OQ-45 relationshipdistresssubscalescoreor similar
measures).
StudyTwo: Therole of formal feedbackn treatmenbutcomesn Group CBT for Depression

Theaim of the secondstudywasto determinewvhetheradoptinganenhancedreatment
approactto groupCBT for depressionwhich focusesonincreasingpatientandtherapist
awarenessf individual responséo treatment|eadsto a greatereductionof symptomsand
concomitanincreasesn quality of life relativeto standardyroupCBT for depressionlt was
hypothesizedhatformal feedbaclderivedfrom the outcomequestionnairdOQ-45) and
providedto therapistandpatientswould leadto clinically andstatisticallysignificant
improvementsn overalldistresdevels,depressivesymptomsdysfunctionabeliefs andquality
of life attermination,ascomparedo thoseattendingthe standardyroupCBT condition.

Resultssuggesthatreceivingfeedbackrom the OQ-45in groupCBT for depression
leadsto greatereductionsn generaldistres§rom intaketo termination,comparedo standard
feedbackeceivedn groupCBT for depressionThis finding wasnot statisticdly significant
whencomparingeachc | i ©@-#5sresacrossall 18 session®f therapyandlevel of
improvementcross4 clinical outcomecategoriesilt is likely thatthe greatemumberof
variablesandcategorieemployedfor thelattertwo analysexombinedwith a smallsamplesize
contributedto difficulties detectingsignificantresults.

Takentogetherthe datasuggesthatusingthe OQ-45 to relayfeedbacko therapistsand
patientsaboutprogresghroughoutndividualandgroupCBT for depres®n maybemore
effectiveatreducinggeneralistresgshanstandardeedbackmeasuredit is likely thatgroup
clients,like individual therapyclients,experiencereaterinvestmenin thetherapeutigrocess

whenprovidedcomprehensivéeedbaclkon treamentprogress.
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Analysisof trenddatasuggestshatgreaterreductionsn depressiomaybefoundwhen
clientsandtherapistgeceiveadditionalfeedbackaboutpatientprogressrom the OQ-45in
groupCBT for depressionkurtherinvestigationwith alarge samplesizeis requiredto
determingf this relationshipis significant.Findingsalsosuggesthat,comparedo receiving
standardeedbackin groupCBT for depressionteceivingenhancedeedbackrom the OQ-45
leadsto significantlygreatereductiors in dysfunctionabeliefsacrosgime. This contributego
theliteratureby demonstratinghatthe benefitsof the OQ-45 feedbacksystemin enhancinghe
efficiencyandeffectivenes®f individual psychotherapglsoextendto grouptherapy,especially
CBT for depression.

Overall,clientsdid not experience significantdifferencein quality of life overtime, nor
wasquality of life significantlydifferentin eachcondition.However therewasa significant
interactionbetweerthetwo interventionsovertime, suchthatreceivingfeedbackrom the OQ-
45 led to significantlygreateimprovementsn quality of life attermination.lt is possiblethat
receivingadditionalfeedbackrom the OQ-45, which monitorscommonmentalhealth
symptomsaswell asrelationshipdistressandfunctioningin socialdomainsmayplay a greater
rolein improvingquality of life from pre-treatmento posttreatmenthanstandardsymptom
measures groupCBT for depressionThesefindingshighlight theimportanceof employinga
comprehensivenonitoringandfeedbacksystemthatcanfurtherreducenegativeoutcomeswhile
improving generalkatisfactionwith life.

The secondobjective was to investigatewhetheran enhancedeedbacksystemwould
havea positiveimpacton groupprocesssin groupCBT for depressionit washypothesizedhat

clientsin the enhancedyroup CBT conditionwould showstatisticallysignificantimprovements
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in therapeuticalliance, group cohesion,and autonomousmotivation to change,comparedto
feedbackinterventionsinherentin the standardyroupCBT condition.

Althoughtherewereno significantdifferencesn therapeutialliancefrom intaketo
terminationor betweertreatmentonditions a significantinteractionwasdetectedTheresults
suggesthatreceving feedbackirom the OQ-45 leadsto greateimprovementsn overall
alliancebetweertherapistandclientin groupCBT for depressionAnalysisof thesubscales
revealeda significantdifferencefor the Bondsubscalenly, indicatingthatreceivingenharced
feedbackon treatmenprogressnayleadto greatertherapeutidondingin groupCBT for
depressioncomparedo standardeedbackmeasures.

No significantdifferencesverefoundbetweerthe standarcandenhanceaonditionfor
changesn groupcohesim andmotivationto changeovertime. This suggestshatthelevel of
cohesivenesm the groupis notimpactedoy eachmemberreceivingadditionalinformationon
theirtreatmenprogressLikewise, it appearshatreceivingenhancedeedbackdoesnot predct
changesn autonomousnotivationovergrouptherapy.Onepossibleexplanations thatintrinsic
motivationto changemight alreadybe elevatedor theindividualsparticipatingin thisresearch
study,andthusnotlikely to seeanysignificantimprovenentsoverthe courseof treatment.
Theseresultsprovidea betterunderstandingf the prominentprocesdactorspresenin group
CBT for depressioraswell ashighlightthe benefitsof the OQ-45 feedbacksystemin improving
therapeutidondingin grouptherapy.In additionto improvedtreatmenbutcomesit appears
thatthe provisionof enhancedeedbacko therapistandpatientswithin groupCBT for
depressiomnaybe a usefultool for improvingtherapeuti@llianceoverthe courseof treatment.

Overall Conclusions
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While the predictorsof treatmentesponsdor depressiofavebeenstudiedextensively
in the contextof individual CBT, thefactorsthatinfluenceoutcomesn groupCBT arepoorly
understoodThefirst studyin thisthesissuggestshatgrouyp CBT for depressiomrmaybe more
effectivethantheindividual modalityfor thereductionof interpersonatlistressWhen
examiningthe possibleprocessnechanismsghatmightaccountfor this reductionin groupCBT
for depressiontherapeuti@lliance,andnot groupcohesionwasshownto mediatethe
relationshipbetweennitial levelsof relationshipdistressandrelationshipdistressat termination
for clientsreceivinggroupCBT for depressionlt appearshatprocesdactorsthatinfluence
treatmenbutcomesn individual therapyhavesimilar levelsof importancen thegrouparena.
Specifically,within a highly structuredroupCBT for depressiomprotocol,therapeutialliance
playsasignificantrole in improvingtreatmenbutcomesThis supportggroupCBT asaunique
relationaltreatmentwith benefitsobservedn overalltreatmenbutcomeaswell asinterpersonal
functioning.

Thesecondstudyrevealedhatadoptinga comprehensivéeedbacksystemwith
demonstratetdenefitsin individual therapyalsoleadsto improvedtreatmenbutcomesand
enhancegbrocesses groupCBT for depressionThatis, providingenhancedeedbacko
therapistaandpatientson progresshroughoutgroupCBT for depressioteadsto significantly
greateimprovementsn generabdistress dysfunctionabeliefs andquality of life attermination,
comparedo standardeedbackmechanism#herentin groupCBT for depressionTrenddata
alsosuggesthatformal feedbackmayleadto greateiimprovementsn depressivesymptoms.
Finally, thereappeardo bearelationshipbetweerreceivingenhancedeedbaclkon treatment
progressandgreatertherapeutidondingin groupCBT for depressiongomparedo standard

feedbacknechanismsReceivingenhancedeedbackon treatmenprogressioesnot appeaio
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influencethelevel of groupcohesivenessrc | 1 enotivatianto changdrom intaketo
termination.Thesefindings suggesthatthe OQ-45 feedbacksystemcanbe a usefultool for
improvingtreatmenbutcomesn bothindividual andgroupCBT for depressionaswell as
enhancinghetherapeutigelationshippetweerthetherapisiandgroupmembers.
CurrentStateand NewContributionsto the Literature

Summanyof current stateof theliterature. Scientificinvestigationof the clinical applications
of thecognitivetheoryof depressiomasled to manyadvancesn thetreatmenof depression.
CBT is oneof themostextensivelystudiedevidencebasedreatmentdgor reducingdepressive
symptomsandpreventingrelapsgCuijpersetal., 2013).In fact, recentinvestigationdavefound
thatCBT canbeamoreeffectivetreatmeninterventionthanpharmacotherapfpr mild to
moderatalepressivesymptomsFournieretal., 2010).The scientificcommunityhasalso
amassea wealthof dataon thefactorsthatinfluencetreatmenbutcomeswithin CBT for
depressionThesefactorsincludehigherlevelsof initial depressivesymptomsanddysfunctional
attitudesjnterpersonatlifficulties, poortherapeuti@lliance,andlower pre-treatment
autonomousnotivation(Kuyken,Kurzer,DeRubeisBeck& Brown, 2001;Shankmaretal.,
2013;Sotskyetal., 1991;Borkovecetal.,2002;Lambert& Bergin,1994;Zuroff etal., 2007).
Researclinasalsoidentifiedthe provisionof feedbackasa significantfactorinfluencing
treatmem progressWhile researclon CBT for depressiofnasincludedvariouspopulations,
clinical presentationsandsettingsthefocushaspredominantlycenteredn individual therapy.
Othertreatmenimodalities,suchasgroupCBT for depressionhaveshownconsiderable
evidenceo supportits efficacywhile beingmorecosteffective.However thefactorsthat
influencetreatmentesponsavithin groupCBT for depressiommrefar lessunderstoodhan

individual CBT for depressionMore researchs neededo bette understanavhetherthe factors
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thatleadto changan individual therapyalsoapplyto grouptherapy.Furthermoreit is not clear
how processnechanismsiniqueto groupCBT for depressiomnfluencetreatmenbutcomes.
Bieling, McCabe,andAntony (2006)identifieda numberof potentialprocessegwvolvedin
groupCBT for depressionwith groupcohesiorrepresentinghe mostsupportegrocesdactor
in thecurrentliterature.

Contributionto theliterature. This thesisaddsto theliteratureby investigaing the:a)
effectivenes®f groupCBT for depressiomn improvingtreatmenbutcomesp) utility of the
OQ-45feedbacksystemin groupCBT for depressionandc) processnechanismshatinfluence
treatmenbutcomeswithin groupCBT for depressionFirst,improvementsn treatment
outcomeswverenotedin bothindividualandgroupCBT for depressiorronditions,supporting
CBT asaneffectivetreatmenfor depressionLikewise, patientsn boththe standardand
enhancedroupCBT for depressiorronditionsexpeiencedsignificantimprovementsn
treatmenbutcomesat termination which supportshe overall efficacyof groupCBT for
depressionThis thesisaddsto theliteratureby highlightingthat, similar to othergroupCBT
interventionsgroupCBT for depres®n playsa significantrole in reducingrelationshipdistress.
In fact, the groupmodality of this interventionappearso haveaddedbenefitsto reducing
relationshipdistresscomparedo theindividual modality.

Secondthis thesiscontributedo newknowledgeby extendingthe benefitsof the OQ-45
feedbackmonitoringsystemfrom individual therapyto the morecomplexarenaof group
therapy,especiallygroupCBT for depressionA morecomprehensivéeedbacksystemin group
CBT for depressiomppearso be moreeffectivethanstandardeedbacknechanismsor
improvingtreatmenbutcomesThis finding is importantgiventhat CBT is astructured,

manualizednterventionwith inherentcomponentsgor eliciting feedbackjdentifying obstacles,
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andselfmonitoiing. Increasedwarenesssingfeedbackirom the OQ-45 canleadto greater
improvementsn generaldistressnegativethinking styles,andquality of life in groupCBT for
depressionGiventhatmostof thesefactorshavebeenidentified aspredictorsof negative
treatmentesponsethis feedbackool couldbe helpful for informing anddirectinggroup
therapistsvho treatclientswho areat high risk for negativeoutcomes.

In additionto improvingtreatmenbutcomesn groupCBT for depressionthis thesis
contributedo theliteratureby demonstratinghe utility of the OQ-45 feedbacksystemfor
improvingcertainprocessewithin the group.Comparedo standardeedbackmeasureshe
enhancedeedbaclkhelpsto improvetherapistgroupmembehbondingwithin treatmentGiven
thatpoortherapeuti@lliancehasbeenassociatedvith poorerresponséo CBT, this couldbea
helpful methodfor furtherdevelopinghetherapeuti@allianceandthusimprovingtreatment
outcomesin theeventof arupturedalliancewithin groupCBT for depressiontherapistsnight
considetincorporatinghe OQ-45 feedbacksystemasa helpful interventionto improvetheir
bondswith groupmembersThedataalsosuggesthatadditionalfeedbackon treatmenprogress
may notleadto changesn groupmemberelationshipsandclient motivationto change Given
thatgroupmembersverenotrequiredto discusgheir feedbackwith thegroup,it is possiblethat
receivingfeedbackrom the OQ-45 doesnot allow for groupmembergo developa greatersense
of cohesionTakentogetherjt appearshatthe processesnpactedoy enhancedeedbacknay
besimilarin individual andgrouptherapy.Furtherinvestigations neededo examinethe
relationshipbetweerotherprocessesniqueto grouptherapyanderhancedeedbacksystems.

Third, this thesisaddsto theliteratureby highlightingthe processvariableswithin group
CBT for depressiotthatinfluencetreatmentresponseSpecifically,datasuggestshattherapeutic

alliance,andnot groupcohesionplays amediatingrole in therelationshipbetweerinitial level
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of relationshipdistressandrelationshipdistressat termination.Giventhatalliancewith the
therapistaccountdor a significantportion of whetherclientsseeimprovementsn relationship
distressijt is importantfor grouptherapistgo paycloseattentionto their alliancewith each
groupmemberespeciallyin casesvhereclientsreportinterpersonaproblemsor arenot
demonstratingprogressn therapy.

While researclon therapeutialliance hasfocusedmostlyon lessstructuredgroup
interventionspoth of the studiescomprisingthis thesisprovidesupportfor theimportantrole of
therapeuti@lliancein structurecandmanualizednterventionssuchasgroupCBT for
depressionlt alsoappearsthatprocesdactorsthatinfluencetreatmenbutcomesn individual
therapyhavesimilar levelsof importancen thegrouparena.

Limitationsand Future Research

Oneof the greatestimitationsfor this thesisis the small samplesize.Combinedwith
missingdata,this limits theability to generalizeéhe resultsof the studywithin this treatment
settingaswell asothertreatmensettingslt appearshatthe morevariablesemployedwithin one
analysisthelesslikely theresultswill besignificart. Giventhatthe effectsizesrevealedstrong
associationbetweertherapeutidactorsandtreatmentesponseit will beimportantto replicate
this studyusingmoreparticipantsn eachcondition.This investigationalsofailed to capitalize
onfollow-up datato assessvhetherthe gainsexhibitedat terminationweremaintainedn the
weeksandmonthsfollowing treatmentWhile it wasbeyondthe scopeof this thesisto collect
follow-up data,it would significantlyaddto theliteratureon the benefitsof groupCBT for
depressioin reducingrelationaldistressaswell astherole of formal feedbackin improving
outcomesn groupCBT for depressionlt maybe of interestto investigatevhetherthese

findingsalsocontributeto reducedelapseates.
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Althoughpretreatmentnalysegslid not yield anysignificantdifferencesdetweerthe
individual andgrouptherapyconditions datafor eachconditionwascollectedat different
locations Datafor theindividual therapyconditionwerederivedfrom a communitytraining
clinic; whereasgdatafor the grouptherapyconditionwerederivedfrom a specializedtertiary
carefacility. Everyeffort wasmadeto identify possibleconfoundswith the availabledatain
orderto controlfor themin theanalysesHowever,it is possibletherewerefactorsat play that
werenot controlledfor, suchasmedicationuse,comorbidities previoustreatmentandworking
alliancein theindividual therapycondition Futureresearchhatemploysarandomizectontrol
trial approachwill helpto reducethesepotentialconfounds.Anotherbiaspresenin the datawas
thenumberof grouptherapistsWhile eachgroupwasco-facilitatedby a differentpsychology
residentthe sameclinical psychologisto-facilitatedall theenhance@ndstandirdgroup
therapyinterventionsPrecautionsveretakento mitigatetheimpactof this biasthroughrandom
assignmenof treatmentonditionafterthe groupwasalreadyformed.Therefore therapistsvere
notinvolvedin selectingwhich participantsvereassignedto the feedbackor no-feedback
conditions.This limits anybiasin pre-selectingpatientsto treatmentonditionsbasedn their
clinical presentatiorfe.g.,severityof symptoms)Nonethelesdutureresearcttould benefit
from includinga numberof grouptherapistgo increasegeneralizability.

Anotheroveralllimitation to this thesisis thelimited numberof constructemployedo
assessghevariablesof interest.Usingsecondarylatafor theindividual therapyconditioncanbe
efficient, butin this casejt did notallow for the comparisorof groupandindividual therapy
processes.

Futureresearclwould benefitfrom collectingdataon processes individual therapy,such

asof therapeuti@alliance,motivationto changeandotherpotentialmediatorsof treatment
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outcome Likewise,understandin@f groupprocessewaslimited by only examiningoneunique
groupprocesdactorin therapy.Giventhattherearea numberof othergroupprocesseshich
havebeenidentifiedin theliterature,it would be helpful to includeadditionalmeasureo assess
the presencandstrengthof their relationshipto treatmenbutcomes.

In additionto measuringdtherprocessvariablesjt maybe helpful to exploreother
dimensionf thesameprocesssuchasthethe a p iperdepticof thealliancewith theclient
aswell asthec | 1 @ergpécts/ef thealliance.Thiswould providea deepeunderstandingf
how feedbackmpactsprocesses grouptherapy.Similarly, the operationatefinition of
interpersonatlistressvascenteredbn Lambertandc o | | e éharacterzdtionf theconstruct
while developingthe InterpersonaRelationssubscalef the OQ-45. While this is beneficialfor
the purposeof this investigationthe construciof interpersonatlistresshasbeendefinedand
measuredh variouswaysin theliterature(e.g.,frequencyof interpersonatonflicts)

Thus,in orderto increasegeneralizability future studiesmight considerexamining
interpersonatlistresghroughvariousmethodsjncludingpre- and post selfreportmeasuresf
interpersonastylesor frequencyratingsof interpersonaproblemsthroughoutreatmentFor
examplethe Inventoryof InterpersonaProblemgIIP; L. M. Horowitz, S. E. RosenbergB. A.
Baer,G. Ureno,& V. S.Villasenor,1988)is a 127-item measuralesignedo assistclientsand
therapistswith identifying maladaptivepatternscontributingto interpersonatlistress Giventhat
the OQ-45 interpersonatelationshipsubscalaloesnot providedetailson the nature,source or
maintainingfactorsrelatedto the distressthellP mayprovideauniqueperspectiveon the
relationshipbetweergroupCBT for depressiorandrelationshipdistress.

In additionto examiningoneconstruciof interpersonatlistressthis thesisonly examned

mediationmodelsfor understandingherelationshipbetweerprocesgactorsandchangen
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relationshipdistressThereexistmanymodelsin theliteraturethattheorizehow procesgactors
impacttreatmenbutcomesUtilizing morecomplexmodels,suchasmoderator®r mediator
moderatomodels,could provideabetterunderstandingf the processesmherentto groupCBT
for depressiorandtheimpacton feedbackandvarioustreatmenbutcomesFutureresearch
would benefitfrom exploringalternativemodek, suchastheimpactof feedbaclon the
relationshipbetweertherapeutiallianceanddepression.

Whatremainsunclearaboutthe mediatingrelationshipbetweernprocessandrelationship
distressn groupCBT for depressiommrethe causaffactorsunderlyirg therelationshipbetween
strongettherapeuti@llianceandreducedelationshipdistress For examplejt mayberelatedto
thet h e r aapilitysotmbdeleffectiveproblemsolvingor perhapghe developmenof a safe
attachmenwith anothermersonthat contributego strongertherapeutidondingandreduced
relationshipdistressoutsidethe grouptherapy.Furtherinvestigationinto the natureof this
relationshipis warranted.

Finally, similarto Lambertandcolleaguegour landmarkstudieson the OQ-45 (Lambert
2005),specificdirectiveswerenot providedon how to modify treatmeninterventiondhasedn
feedbackeceivedrom the OQ-45. It remainsunknownwhethertheinformationprovidedto
therapistded to anychangesn thetreatmenfprotocolor led to anychangegor theclient. In line
with the OQ-45 literatureon the benefitsof usingclinical supporttoolsfor clientsatrisk of
negativeoutcomesn individual therapy(Whippleetal., 2003),it would be helpful to investigate
whetherclinical supporttools areaseffectivewhenappliedto the grouptherapyspherelt is
possiblethatclientsmayexperiencegreateimprovementsn treatmenbutcomesvhen
participatingin groupsthatemployanenhancedeedbacksystemplusclinical supporttoolsfor

at-risk clients,comparedo groupsemployingthe feedbacksystemwithout usinganyclinical
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supporttools. Futureinvestigationsnight examinethe developmenof specificgroupclinical
supporttoolsthatincorporateprocessesniqueto grouptherapy.A modified heuristicbasedn
Whippleandcolleague42003)CSTswould benefitfrom incorporatinga supraordinateecision
branchto guidetherapistsaasto whetherto focuson groupor individuallevel factors.Likewise
with CSTsusedin individual therapythe choserfactorsfor groupCSTsshouldbebasedn
thosefoundin theliteratureto beassociateavith positiveoutcomein groupandindividual
psychotherapy.

Giventhe problemsencountereavith the OQ-45 client feedbackmessageavithin agroup
context,futureresearchmayalsofocuson developingan OQ-45 feedbackeportfor group
therapythattakesinto consideratiorthe structuredhatureof the group(i.e. recommendations
thatincorporatecompletionof structuredgroupinterventions)vhile providingthe samebenefits

of enhancegbrogressnonitoringandimprovedtreatmenbutcomes.
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Appendix A

Measures

HAMILTON RATING SCALE FOR DEPRESSION

(17 Items)

Instructions:  For each item, select the number that corresponds to the statement that

1. DEPRESSED MOOD(Sadness, hopeless, helpless, worthless)

0
1
2
3

4

2. FEELINGS OF GUILT

best characterizes the patt.

Absent

These feeling states indicated only on questioning

These feeling states spontaneously reported verbally

Communicates feeling states reerbally - i.e., through facial expression,
posture, voice, and tendency to weep

Patient reports VIRTUALLY ONLY these feeling states in his spontaneous
verbal and nonverbal communication

0 Absent
1 Self reproach, feels he has let people down
2 Ideas of guilt or rurmation over past errors or sinful deeds
3 Presentillness is a punishment. Delusions of guilt
4 Hears accusatory or denunciatory voices and/or experiences threatening
visual hallucinations
3. SUICIDE
0 Absent
1 Feels life is not worth living
2 Wishes he wre dead or any thoughts of possible death to self
3 Suicidal ideas or gestures
4 Attempts at suicide (any serious attempt rates 4)

4. INSOMNIA EARLY

0
1
2

5. INSOMNIA MIDDLE

0
1
2

No difficulty falling asleep
Complains of occasional difficulty falling asleef.e. more than ¥z hour
Complains of nightly difficulty falling asleep

No difficulty

Patient complains of being restless and disturbed during the night
Waking during the night any getting out of bed rates 2 (except for the
purposes of voiding)
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6.

7.

8.

10.

11.

INSOMNIA LATE

0 No difficulty

1 Waking in the early hours of the morning but goes back to sleep
2 Unable to fall asleep again if he gets out of bed

WORK AND ACTIVITIES

0 No difficulty

1 Thoughts and feelings of incapacity, fatigue or weakness retadivities,
work or hobbies

2 Loss of interest in activity, hobbies, or wetleither directly reported by
patient, or indirect in listlessness, indecision and vacillation (feels he has
to push self to work or activities)

3 Decrease in actual time spentictivities or decrease in productivity

4 Stopped working because of present iliness

RETARDATION: PSYCHOMOTOR ( Slowness of thought and speech;

impaired ability to concentrate; decreased motor activity)
Normal speech and thought

Slight retardation anterview

Obvious retardation at interview

Interview difficult

Complete stupor

A WNPEFLO

GITATION

A

0 None

1 Fidgetiness
2 Playing with hands, hair, etc.

3 Moving about, can"t sit stild]l
4 Hand wringing, nail biting, haipulling, biting of lips

NXIETY (PSYCHOLOG ICAL)

A
0 No difficulty

1 Subjective tension and irritability

2 Worrying about minor matters

3 Apprehensive attitude apparent in face or speech
4 Fears expressed without questioning

ANXIETY SOMATIC: Physiological concomitants of anxiety

(i.e. effectsofatonomi ¢ overactivity, “butter
stomach cramps, belching, diarrhea, palpitations, hyperventilation,

paresthesia, sweating, flushing, tremor, headache, urinary frequency).

Avoid asking about possible medication side effects (i.e. drymout
constipation).

Absent

Mild

Moderate

Severe

Incapacitating

ArWNEFO

f

154
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12. SOMATIC SYMPTOMS (GASTROINTESTINAL)
0 None
1 Loss of appetite but eating without encouragement from others.
Food intake about normal
2 Difficulty eating without urging from others. Marked retion
of appetite and food intake

13. SOMATIC SYMPTOMS GENERAL
0 None
1 Heaviness in limbs, back or head. Backaches, headache, muscle aches.
Loss of energy or fatigability
2 Any clearcut symptom rates 2

14. GENITAL SYMPTOMS (Symptoms such as: loss of libidmpaired
sexual performance; menstrual disturbances)
0 Absent
1 Mild
2 Severe

15. HYPOCHONDRIASIS

Not present

Self-absorption (bodily)

Preoccupation with health

Frequent complaints, requests for help, etc.
Hypochondriacal delusions

A WNEFLO

16. LOSS OF WEIGHT

A. When rating by history:
0 No weight loss
1 Probably weight loss associated with present iliness
2 Definite (according to patient) weight loss
3 Not assessed

B. On weekly ratings by ward psychiatrist, when actual weight changes
are measured
0 Lesstlan 1 Ib weight loss in a week
1 Greater than 1 Ib weight loss in a week
2 Greater than 2 Ib weight loss in a week

17. INSIGHT
0 Acknowledges being depressed and ill
1 Acknowledges illness but attributes cause to bad food, climate,
overwork, virus, need faest, etc.
2 Denies being ill at all

Total Score:
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CMOTS

WHY ARE YOU PRESENTLY INVOLVED IN THERAPY?

Using the scale below, please indicate to what extent each of the following items corresponds to the
reasons why you are presently involvedherapy by circling the appropriate number to the right of each
item. We realize that the reasons why you are in therapy at this moment may differ from the reasons that
you initially began therapy. However, we are interested to know why you aerapyhat the present

moment.

Does not
Correspond Corresponds
Corresponds
at all Moderately
Exactly

1. Because other people think thid &
good idea for me to be in therapy. 1 2 3 4 5 6
7
2. Honestly, | really don't understand
what | can get from therapy. 1 2 3 4 5 6
7
3. For the pleasure | experience when | feel
completely absorbed in a therapy session. 1 2 3 4 5 6
7
4, For the satisfactiohhave when | try to
achieve my personal goals in the course
of therapy. 1 2 3 4 5 6
7
5. Because | would feel guilty if | was not
doing anything about my problem. 1 2 3 4 5 6
7
6. Because | would like to make changes
to my current situation. 1 2 3 4 5 6
7
7. Because | believe that eventually it will
allow me to feel better. 1 2 3 4 5 6
7
8. I once had good reasons for going to
therapy, however, now | wonder
whether | should quit. 1 2 3 4 5 6
7
9. Because | would feel bad about myself
if 1 didn't coninue my therapy. 1 2 3 4 5 6
7
10. Because | should have a better
understanding of myself. 1 2 3 4 5 6
7
11. Because my friends think | should be
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in therapy. 1 2 3 4 5 6
7
12. Because | experience pleasure and
satisfaction when | learn new things
about mgelf that | didn't know before. 1 2 3 4 5 6
7
13. 1 wonder what I'm doing in therapy;
actually, 1 find it boring. 1 2 3 4 5 6
7
14. | don't know; | never really thought
about it before. 1 2 3 4 5 6
7
15. Because | believe that therapy will allow
me to dealith things better. 1 2 3 4 5 6
7
16. For the interest | have in understanding
more about myself. 1 2 3 4 5 6
7
17. Because through therapy I've come to
see a way that | can continue to
approach different aspects of my life. 1 2 3 4 5 6
7
18. Because througtherapy | feel that |
can now take responsibility for making
changes in my life. 1 2 3 4 5 6
7
19. Because it is important for clients to
remain in therapy until it's finished. 1 2 3 4 5 6
7
20. Because | believe it's a good thing to
do to find solutions tany problem. 1 2 3 4 5 6
7
21. To satisfy people close to me who want
me to get help for my current situation. 1 2 3 4 5 6
7
22. Because | don't want to upset people
close to me who want me to be in therapy. 1 2 3 4 5 6
7
23. Because | feel that changes that are
taking place through therapy are

becoming part of me. 1 2 3 4 5 6
7
24. Because | value the way therapy
allows me to make changes in my life. 1 2 3 4 5 6
7

(Telletief, Tuson, & Haddad, Journal of Personality Assessment, 1997, 68(23814
Intrinsic motivation: 3, 4, 12, 16; Integrated regulation: 17, 18, 23, 24; Identified regulation: 6, 7, 15, 20;
Introjected regulation: 5, 9, 10, 19; External regulation: 1, 1,122; Amotivation: 2, 8, 13, 14.
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Quick Inventory of Depressive Symptomatology (SelReport) (QIDS-SRyg)

NAME: T

Please circle the one response to each item that best describes theupast seven days.

1. Falling Asleep:
0 I never take longer than 30 minutes to fall asleep.
1 Itake at least 30 minutes to fall asleep, less than half the time.
2 |take at least 30 minutes to fall asleep, more than half the time.
3 | take more than 60 minutes to fall alseep, more than half the time.

2. Sleep During the Night:
0 1do not wake up at night.
1 I have arestless, light sleep with a few brief awakenings each night.
2 | wake up at least once a night, but | go backdep easily.
3 | awaken more than once a night and stay awake for 20 minutes or more, more than half
the time.

3. Waking Up Too Early:
0 Most of the time, | awaken no more than 30 minutes before | need to get up.
1 More than half the time, | awak more than 30 minutes before | need to get up.
2 | almost always awaken at least one hour or so before | need to, but | go back to sleep
eventually.
3 | awaken at | east one hour before | need

4. Sleeping Too Mich:
0 Isleep no longer tharg hours/night, without napping during the day.
1 Isleep no longer than 10 hours in a@ir period including naps.
2 1sleep no longer than 12 hours in ahdr period including naps.
3 I sleep longer than Iurs in a 24our period including naps.

Enter the highest score on any 1 of the 4 sleep items
(17 4 above)

5. Feeling Sad:
0 Ido not feel sad
1 | feel sad less than half the time.
2 | feel sad more than half the time.
3 | feel sad nefrall of the time.

6. Decreased Appetite:
0 There is no change in my usual appetite.
1 | eat somewhat less often or lesser amounts of food than usual.
2 | eat much less than usual and only with personal effort.
3 Ilrarely eat within a 2hourperiod, and only with extreme personal effort or when others
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persuade me to eat.

7. Increased Appetite:
0 There is no change from my usual appetite.
1 Ifeel a need to eat more frequently than usual.
2 | regularly eat more often and/oegter amounts of food than usual.
3 | feel driven to overeat both at mealtime and between meals.

8. Decreased Weight (Within the Last Two Weeks):
0 I have not had a change in my weight.
1 I feel as i f I "ve had a slight weight | o
2 | have bst 2 pounds or more.
3 | have lost 5 pounds or more.

9. Increased Weight (Within the Last Two Weeks):
0 | have not had a change in my weight.
1 I feel as if I "ve had a slight weight ga
2 | have gained 2 pounds or more.
3 | have gained pounds or more.

Enter and add scores on items 5, and the highest score on item 6,|7,
8or9

10. Concentration/Decision Making:
0 There is no change in my usual capacity to concentrate or make decisions.
1 1 occasionally feel indecisive or éirthat my attention wanders.
2 Most of the time, | struggle to focus my attention or to make decisions.
3 | cannot concentrate well enough to read or cannot make even minor decisions.

11. View of Myself:
0 |see myself as equally worthwhile arebdrving as other people.
1 | am more selblaming than usual.
2 |largely believe that | cause problems for others.
3 | think almost constantly about major and minor defects in myself.

12.Thoughts of Death or Suicide:
0 |do not think of swide or death.
1 | feel that I|ife i s empty or wonder i f i
2 | think of suicide or death several times a week for several minutes.
3 I think of suicide or death several times a day in some detail, or | have made specific plans
for suicide or have actually tried to take my life.

13.General Interest:
0 There is no change from usual in how interested | am in other people or activities.
1 I notice that | am less interested in people or activities.
2 1find | have integst in only one or two of my formerly pursued activities.
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3 | have virtually no interest in formerly pursued activities.

14.Energy Level:
0 There is no change in my usual level of energy.
1 1 gettired more easily than usual.
2 | have to mak a big effort to start or finish my usual daily activities (for example,
shopping, homework, cooking or going to work).
3 I really cannot carry out most of my usu
energy.

15. Feeling Slowd Down:
0 Ithink, speak, and move at my usual rate of speed.
1 I find that my thinking is slowed down or my voice sounds dull or flat
2 It takesmeseveralkecondgo respondo mostquestionsandl * saremy thinking is
slowed.
3 | am dten unable to respond to questions without extreme effort.

16. Feeling Restless:
0 Ido not feel restless.
1 Il *m often fidgety, wringing my hands, or
2 | have impulses to move about and am quite restless.
3 Attimes, | am unable to stay seated and need to pace around.

Enter and add scores from items 10, 11, 12, 13, 14 and the highest
score on either 15 or 16

Total Score: (Range-®7)

©2000 A. John Rush, M.D.
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LIFE SATISFACTION SCALE
Below are five statements with which you may agree or disagree. Using the scale below, indicate
your agreement with each item by circling the appropriate number. Please be open and honest in
your responding.
Strongly Disagree Slightly Neither Agree Slightly Agree Strongly
Disagree Disagree Or Disagree Agreee Agree
1 2 3 4 5 6 7
LIFE SATISFACTION IN GENERAL
1. In most ways my life is close to my ideal. 2 3 5 7
2. The conditions of my life are excellent. 2 3 5 7
3. I am satisfied with my life. 2 3 5 7
4. So far | have gotten the important things | want in life. 2 3 5 7
5. If I could live my life over, | would change almost nothing. 2 3 5 7
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Automatic Thoughts QaestionnaireRevised

Instructions
Listed bel ow are a variety of thoughts that
indicate how frequently, if at all, the thought occurred to geer the last weekPlease read
each item carefully and cile the appropriate answers on the answer sheet in the following
fashion

1 =not at all
2 = sometimes
3 = moderately often

4 = often
5 = all the time
Response Thoughts

1 2 3 4 5 1. I feel l' i ke I *"m up ag
1 2 3 4 5 2. I "m no good.
1 2 3 4 5 3. I'*"m proud of mysel f.
1 2 3 4 5 4. Whyc a n évérsucceed?
1 2 3 4 5 5. No one understands me.
1 2 3 4 5 6. | "ve |l et people down.
1 2 3 4 5 7. |feelfine.
1 2 3 4 5 8 | don"t think | can g
1 2 3 4 5 9. I wish | were aetter person.
1 2 3 4 5 100. No matter what happen
1 2 3 4 5 11. I " m so weak.
1 2 3 4 5 12. My i fe“"s not going t
1 2 3 4 5 13. | canaccomplishanything.
1 2 3 4 5 14. 1 " m so di sapfpointed i
1 2 3 4 5 15. Nothing feels good anymore.

1 2 3 4 5 16. | feel good.
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1 2 3 4 5 17. 1 can*t stand this an
1 2 3 4 5 18. 1 can"t get started.
1 2 3 4 5 19. What*"s wrong with me?
1 2 3 4 5 20 I " m warm and comforta
1 2 3 4 5 21. I wish | were somewhere else.

1 2 3 4 5 22. 1 can®"t get things to
1 2 3 4 5 23. | hate myself.

1 2 3 4 5 24. |feel confident; | can do anything | set my mind to.
1 2 3 4 5 25. 1 " m worthl ess.

1 2 3 4 5 26. | wish | could just disgpear.

1 2 3 4 5 27. What“s the matter wit
1 2 3 4 5 28. | feel very happy.

1 2 3 4 5 29. 1 " m a | oser.

1 2 3 4 5 30. My life is a mess.

1 2 3 4 5 3. 1 " m a failure.

1 2 3 4 5 32. Thisis super!

1 2 3 4 5 33. 1 " 1| never make it.

1 2 3 4 5 34. |Ifeel so helpless.

1 2 3 4 5 35. Something has to change.

1 2 3 4 5 36. There must be something wrong with me.

1 2 3 4 5 37. 1 " m luckier than most
1 2 3 4 5 38. My future is bleak.

1 2 3 4 5 39. I't*"s jJjust not worth i

1 2 3 4 5 40. 1 can“t finish anythi
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DEMOGRAPHICS

Date of Birth: / / Age: Sex Male:A FemaleA
DD/ MM [ YY

Marital Status A Single A Married A Widowed
A Divorced A Separated A Partner/Significant Other

Do you have any childre® A No A Yes # of Children

Ages of Children

TREATMENT HISTORY :
Have you ever received treatment inidividualCognitiveBehavioural Therapy?Yes No

If yes, how many separate times have you received a series of individualBebgnitveal Therapy
sessions?

When was the last time you received individual Co@etieeioural Therapy?

Start date: End Date:

How many sessions did you attend in total?

Have you ever received treatment aritlupCognitiveBehavioural Therapy? Yes No

If yes, how many separate times have you reaeieeds of group CognitiBehavioural Therapy sessions?

When was the last time you received group CogBtiavioural Therapy?

Start date: End Date:

How many sessions did you attend in total?
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Appendix B

Research Material

University of Ottawa =

Institute of Mental
Health Research —

(% Institut de recherche u Ottawa

en santé mentale

de I'Université d’'Ottawa L’Université canadienne
Canada’s university

GROUP COGNITIVE -BEHAVIOURAL THERAPY FOR DEPRESSION
RESEARCH STUDY
Informed Consent

Purpose of Project:

This research project studies the factors that lead to a better response to Trelapgpecific, this study

will look at what leads to a better response in group Cogratavioural Therapy (CBT) for
depression. In individual therapy, feedback given to the therapist and patient seems to improve the
patient " s r e slgoweveretisnha clebrhavddedback diven in a group setting may affect
the patient®"s success in therapy. Therefore, the
group CBT will affect treatment response for patients. In particularweset to know if including
feedback from th®©utcome Questionnaife a measur e of a person"s progr e
benefits to the patients in group therapy. This will be compared to standard feedback from group CBT. As

a result of this studytherapists will have a better understanding of the type of feedback that is important

in group therapy.

To be included in the study, patients must have a primary diagnosis of current Major Depressive Disorder.
Patients must have at least mild depressiraptoms. This will be assessed by a score of 9 or greater on
the Hamilton Rating Scale for Depressi¢thAM -D). Patients must also score more than 13 on the Beck
Depression Inventory (BBRI). Patients will not be included if they have a (1) Primary diagnof an
Anxiety Disorder, or (2) a diagnosis, past or present of; (a) Bipolar Disorder, (b) Schizoaffective
Disorder, (c) Schizophrenia, (d) Substance Abuse Disorder (current or within the past 6 months).

Participants will be chosen at random to beoire of two groups. One group will receive information
about their progress using standard group CBT procedures. The other group will receive information
about their progress from ti@utcome Questionnairas well. Both groups use the same procedures for
running group CBT for depression. The CBT groups will be lead by trained group therapists. All
participants in the study will be asked to completeQoécome Questionnairat the start of every group

CBT session. Participation also involves doing shorerutws and questionnaires about current
symptoms, quality of life, daily functioning, and thoughts. This will take place in an individual session
before and after group therapy. There will also be a fellpwsession three months after therapy. It
shouldtake about 1.5 hours to do the interview and questionnaires. There are 18 CBT group sessions.
Each session lasts 2 hours. Debriefing of the study will take place during the individual session after
group therapy is done. During this time, participants halve the chance to talk about their experience
with the study.
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If | agree to participate, | understand that,

(0]

If I am in the group that gets feedback from @etcome Questionnaiyé do not have to share my
feedback with the other members of mp@p or my therapist. However, | am free to talk about my
feedback with my group and/or my therapist if | choose to. The information shared during group
therapy is confidential and cannot be talked about with any persons outside of the group. Therefore, |
will keep confidential what is shared in the group about feedbackTr@mrOutcome Questionnaire.

The information collected from routine clinical care (e.g., diagnosis) will also be used in the present
study. This information will be used to help betterdewrstand how psychological, social and
population factors influence my depression. It will also help to better understand how these factors
affect my response to therapy. This means that the research investigators will need to have access to
my health reca informationdata collected during routine clinical care at the Royal Ottawa Mental
Health Centre.

There are no physical risks in this study. However, minimal psychological distress or discomfort may
or may not occur in answering items on questionnareguring the course of therapy. This risk is
consistent with questionnaires that are given during the course of standard CBT groups. If |
experience any psychological distress or discomfort, | should contact my therapist directly.

During the course othe CBT group, | should continue to take my medications as directed by my
treating psychiatrist. If | experience any siffects from my medication, | should contact my
psychiatrist directly.

The information collected in this study will be kept confidehtand only the research investigators

will have access to information from these questionnaires. Spaemdures are taken to make sure

that neone else will be able to identify me and my responses. This is done by putting a code on my
guestionnaires.My informed consent form will be separated from my questionnaires and kept in a
separate and secured file by one of the research investigators who will keep this information
confidential. My data will be stored in a secured location in the Mood Disdr#ssesarch Unit at the
Royal/University of Ottawa Centre for Psychological Services. As well, all electronic information
will be stored on a secure database and accessed only be the research investigators. Research files
may also be assessed by the Reselaticits Board and/or Research Quality Associitewithdraw

from the study, | will be asked for permission to store my data on the secure database that can only be
accessed by the research investigators. This information may be helpful in improvirdj\aey ef

CBT groups in the future.

There are limits to confidentiality. If | disclose or give indication of an imminent suicide attempt
during the study, a physician will be told immediately. Also, my group therapist is required by law to
report any dislosure or indication of intent to murder anyone. By law, my group therapist also has to
report any disclosure or indication of abuse of a child.

The results of the study may be published and/or presented for a professional audience. However, my
identity will be kept completely confidential.
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o0 Once a month during group therapy, a session will be audiotaped to make sure the therapist is
following the CBT manual properly. The audiotape will only be viewed by the research investigators
and stored in a lockkand secure location. After the last group session, the audiotape will be
destroyed using the appropriate methods.

o My travelling expenses for attending the CBT sessions will be covered in the form of bus tickets or
parking passes.

0 My participation is vtuntary. At any point during this study | have the right to not do certain
guestions or to drop out of this study with no penalty. My participation in this study will not affect
my treatment at the Royal/CPSR nor my relationship with the mental hedthroaiders. If | do not
want to participate or drop out of the study, | will receive group therapy as usual from a trained
therapist and treatment from my treating psychiatrist as part of routine clinical care at the
Royal/CPSR.

c | GIVE permission ér the research investigators to access my health information for the purposes
of this research study.

c | DO NOT GIVE permission for the research investigators to access my health information for the
purposes of this research study.

I (full name) have read the above description of the research project being
run at the Royal and the University of Ottawa CPSR. | understand that the information gathered will be
used to look at how feedback given in group therapy may influenceadodivtreatment response. My
signature below indicates that | agree to participate in the study, and that this in no way amounts to a
waiver of my rights.

Date: Signature:

Date: Investigator:
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% University of Ottawa N
Institute of Mental

Health Research ———

(% Institut de recherche u Ottawa

en santé mentale

de I'Université d'Ottawa L’Université canadienne
Canada’s university

GROUP COGNITIVE -BEHAVIOURAL THERAPY FOR DEPRESSION
RESEARCH STUDY
Debriefing

While most research on CBT has focused on individual therapy, recent research shggests

group CBT treatments are just as effective as individual CBT. The factors that predict response
to group CBT, however, are poorly understood. For example, studies show that providing
objective therapist and p aessisanimpdrianeplediccocd a b o u
success in individual therapy. However, it is not clear how such factors affect treatment response
in group CBT. By giving a series of interviews and questionnaires, we tested to see how
objective feedback from the OutcorQeiestionnaire, given to the therapist and the individual
participant, influenced treatment outcomes. These outcomes were symptoms of depression, daily
functioning, thoughts, and quality of life. This was studied by comparing two types of CBT

groups for depession: One type of CBT group had feedback from the Outcome Questionnaire,
and the other type of CBT group had standard feedback. Other than this, both types of groups
used the standard procedures for conducting CBT. Participants were randomly selagied to

part in one group or the other.

Debriefing of Research Study

A series of interviews were done to know how severe your current symptoms of depression are.
We also asked you to fill out questionnaires about demographics (age, sex, gender), psychiatric
(age of onset of illness, prior episodes) and psychological factors (quality of life, daily
functioning). Finally, we asked you to complete the Outcome Questionnaire and hand it in at the
beginning of every session. If you were in the feedback CBT gyaupwere given the

opportunity to discuss your feedback in the group. You should in no way feel embarrassed or
upset about your responses to the questionnaires or the interview. This study was not a test of
your character; it was specifically designedtady factors that affect response to treatment in
group CBT for depression. Your decision to participate in this study will not affect your current
or future clinical care. We will examine the information, such that all persons will remain
anonymous. lrorder for us to make any conclusions, we will have to combine the information
that we got from you with information from other participants so that we will have enough
information to draw conclusions about the average person's response to treatment.

Thankyou for your helpDo you have any questions? Comments?Suggestions?
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University of Ottawa P
Institute of Mental
Health Research —

(% Institut de recherche u Ottawa

en santé mentale

de I'Université d'Ottawa L’Université canadienne
Canada’s university

GROUP COGNITIVE -BEHAVIOURAL THERAPY FOR DEPRESSION
RESEARCH STUDY
Recruitment Sheet

[] Primary Diagnosis of current unipolar major depressive episode (established by the
SCID-l)

[ ] No current or past diagnosis of bipolar disorder, schizoaffective disorder,
schizophrenia, primary personality disorder, substance abuse disorder (current or
within the last 6 months)

[] No neurological disease, head trauma, current psychotic symptoms
[ ] English speaking i grade 8 level
[ ] 18- 65 years of age

If you have checked ALL the boxes, the client meets criteria for the research study.
1 Please provide the clientith the attache&@ermission to be Contacted for Resedimim
and theinformation Sheet.
1 Please send this form and gignedPermission to be Contacted for Resedimm by
intrardepartmental mail. The client keeps thiormation Sheet

Referral to the University of Ottawa Centre for Psychological Services
The client will be referred to the University of Ottawa Centre for Psychological Services if they are:

[] Not accepted into the Royal Mood Disorders program
[ ] No active suicidality
[] Meets criteria for the research study

If BOTH boxes are checked, and the client indicates YES oRahmission to be Contacted for Research
form, they will be contacted by the research investigator and their informatidreviorwarded to the
University of Ottawa Centre for Psychological Services.
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University of Ottawa P

Institute of Mental
Health Research —

(% Institut de recherche u Ottawa

en santé mentale

de I'Université d'Ottawa L’Université canadienne
Canada’s university

GROUP COGNITIVE -BEHAVIOURAL THERAPY FOR DEPRESSION
RESEARCH STUDY
Information Sheet

This research project studies the factors that lead to a better resptms@py. To be specific,

this study will look at what leads to a better response in group CogB#iravioural Therapy

(CBT) for depression. In individual therapy, feedback given to the therapist and patient seems to

i mprove the pat iteentt However, & 5 pad clemrehow feedback gven in a
group setting may affect the patient"“s succes
to observe how feedback given in group CBT will affect treatment response for patients. In
particular, we want to know if including feedback from ®&tcome Questionnair@a measure

of a person"s progress in therapy, wi || have
will be compared to standard feedback from group CBT. As a result dittiayg, therapists will

have a better understanding of the type of feedback that is important in group therapy.

To be included in the study, patients must have a primary diagnosis of current Major Depressive
Disorder. Patients must have at least mildrdsgive symptoms. This will be assessed by a score

of 9 or greater on the Hamilton Rating Scale for Depress$idiM-D). Patients must also score
more than 13 on the Beck Depression Inventory (BDIPatients will not be included if they

have a (1) Primgrdiagnosis of an Anxiety Disorder, or (2) a diagnosis, past or present of; (a)
Bipolar Disorder, (b) Schizoaffective Disorder, (c) Schizophrenia, (d) Substance Abuse Disorder
(current or within the past 6 months).

Participants will be chosen at random lie in one of two groups. One group will receive
information about their progress using standard group CBT procedures. The other group will
receive information about their progress from @acome Questionnairas well. Both groups

use the same procedarfor running group CBT for depression. The CBT groups will be lead by
trained group therapists. All participants in the study will be asked to complet@utceme
Questionnaireat the start of every group CBT session. Participation also involves daing sh
interviews and questionnaires about current symptoms, quality of life, daily functioning, and
thoughts. This will take place in an individual session before and after group therapy. There will
also be a follomup session three months after therapghhiuld take about 1.5 hours to do the
interview and questionnaires. There are 18 CBT group sessions. Each session lasts 2 hours.
Debriefing of the study will take place during the individual session after group therapy is done.
During this time, participas will have the chance to talk about their experience with the study.
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University of Ottawa

Institute of Mental N

Health Research ]]m

(% Institut de recherche u Ottawa

en santé mentale

de I'Université d'Ottawa L’Université canadienne

Canada’s university

Permission to be Contactedor Research

| give permission to have my contact information released to the research investigators and
associates of the study titlédGr o u p €BRelgamiauraliTherapy for depression Research

St u By giving permission, | am allowing them to contact me about participation in their
research study. When contacted, | can choose whether or not | am willing to participate, and my
decision will have neffect on the treatments | am receiving here at the Royal Ottawa Mental
Health Centre.

YES, | give permission to have my contact information released to the research personnel
associated with this study for purposes entirely related to regeantatipation.

NO, | do not wish to have my contact information released to anyone.

Full Legal Name (Print):

Date (MM/DD/YYYY):

Signature;

Telephone: (Home) (Mobile)
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Group Cognitive-Behavioural Therapy for Depressioni Session Summary

By

Connie Dalton, PhD, C. Psych
Lance Hawley, PhD, C. Psych

SESSION

SESSION ACTIVITIES

HOMEWORK

Pre-group
Interview

Therapist

=4 =4 =4 4 A8 -4

Investigator

T
)l

Assessment for group

Discuss Goals general and specific
Mood check

Review commitment strategies
Provide information about the group
Discuss current problems

Informed Consent

Introduction to completing the Outcomég
Questionnaire

Confirm diagnosis and severity (SCID,
HamD)

Provide pregroup measures

Complete pregroup package o
guestionnaire before session

= =4 =4 a2

Review goals
Ask about experience of depression
How it fits into 5part model

Prelude to behavioural monitog (to be
discussed next session)

Chapter - Understanding Your
Problems

= =4 =4 A

Review goals
Introduce behavioural monitoring
How it fits into 5part model

Impact of behaviour on mood and
thoughts

Chapter 10- Understanding
Depression

Behavioural Monitoring- at least
1 week day and 1 weekend day

Centrality of thoughts- how thoughts
influence reactions

Review goals, Ch. 10, behavioural
monitoring (half of session)

Identify obstacles to monitoring and
setting behavioural goals

Chapter2-1 t * s t hhat t

counts
Behavioural activation
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4 Emotions Chapter 3-Identifying and
1 What do you think about emotions? Ratmg. Moods o
1 What is its function? (psychoed.) Behavioural activation
1 Emotion suppression, masking
1 Introduce practice of identifying and
rating moods, discuss value of rating
moods.
1 Review goals, behaviouraionitoring
5 1 Review of behavioural goals and mood Chapter 4- Situations, Moods,
changes and Thoughts
1 Introduce thought recordsputting Behavioural activation
everything together Thought records
1 Practice identifying automatic thoughts
and beliefs related to goal attainrhen
(motivation=action)
6 1 Introduction to cognitive restructuring | Chapter 5- Automatic
. . Thoughts
1 Review of goals, mood monitoring, anc
thought records Behavioural activation
1 Flag core beliefs Thought records
7 1 Review goals, thought records, mood | Chapter6-Wh er e * s t
monitoring Evidence
| Practice identifying and evaluating Behavioural activation
evidence for thoughts Thought records
8 1 Review goals, mood monitoring, thoug| Chapter 7 Alternate or
records, Ch.6 Balanced Thinking
| Practice generating alternative and/or | Behavioural activation
balanced thoughts Thought records
9 Discuss problems and obstacles with
completion of thought records and
homework
9 1 Review goals, mood amitoring, thought| Chapter 9- Assumptions and
records from sessions& Ch. 7 Core Beliefs (pg 12942)
{ ldentify themes across situations Behavioural activation
1 Introduce core beliefs and results from| Thought records
schema questionnaire
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10 1 Review goalsmood monitoring, though{ Behavioural activation
records Thought records
1 Work on identifying core beliefs from | Identify core beliefs to target &
Ch.9 they relate to goals
11 1 Review homework exercises, goals, | Chapter 9- Assumptions and
mood monitoring, thought records Core Beliefs (pg. 14352)
| ChallengingCore beliefs, testing their | Behavioural activation
validity Thought records
1 Reframing Work on Core Beliefs
{ Begin Core Beliefs Conceptualization | COnceptualizatioform
form
1 Overview of cognitive strategies
12 1 Review readings, conceptualizations | Behavioural activation
1 Introduce idea of gathering evidence tq Generate evidence for your
support an alternative belief alternative belief, memories
1 Generate a new alternative belief and that support your new belief
begin gathering evidence that supports
this new belief
1 Complete a positive memory workshee
to also suport this new belief and
discuss letter writing between sessiong
13 1 Review homework exercises, and Chapter 8- Experiments and
evidence used to support the new Actions Plans (pg.113219)
alternativebelief Behavioural activation
1 Introduce the concept of behavioural | Collect evidence to support th
experiments being used to test out the| alternative core belief
alternative belief over the week
14 1 Review homework exercises, and Chapter 8- Experiments and
evidence being gathered to support yo| Actions Plans (pg. 12027)
new alternative belief Behavioural activation
1 Continue to generate alternative beliefy Collect evidence to support th
and behavioural experiments aimed at| alternative core belief
testing out the alternative belief Identify situations that trigger
1 Introduce schema flashcard aimed at | core belief and complete a
gathering infomation on situations that | behavioural experiment
elicit strong emotional reactions (reduc
thought record).
1 (need 2 session for® people to
thoroughly go through)
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15 1 Review homework exercises and Chapter 8- Experiments and
evidence being gathered to support yo| Actions Plans (pg. 12143)
new alternative belief Behavioural activation
Review situations that remain Collect evidence to support th
problematic usinghte schema flashcard| alternativecore belief
Continue to generate alternative belief{ Complete a behavioural
and behavioural experiments aimed at| experiment
testing out the alternative belief

16 Review success with behavioural Continue weekly activities ang
experiments and homework. schema flashcards.

Review situations that remain
problematic through use of the schem
flashcard, generate alternative beliefs
situations and continue to generate
behavioural experiments to test out
alternative beliefs.

17 Review homework and success with | Continue weekly activities,
behavioural experiments and comple{ schema flashcards, pattern
flashcards. breaking,and situatiorspecific
Add monitoring of behavioural behavioural experiments.
responses.

Discussobstacles that may prevent on
from changing thinking and behaviou
and complete a pattern breaking sheg
Use principles of behavioural
experiments to respond to situations
differently.

18 1 Review homework and success Wil continue working on identifiec

behavioural experiments. skills using relapse preventior
1 Review obstacles to carrying out | plan
behz_awoural expgrlments. .| Attend maintenance sessions
1 Rewew of cognitive and behaviourd ynce a month
strategies to change area of self
doubt Compkte posfgroup package
1 Focus o goal of relapse prevention| Of duestionnaires before pest
and set up related plan group session
1 Preparation for the maintenance C
group
1 Handout postgroup package of
guestionnaires
Postgroup 1 Discuss Goals general and specific
session 1 Mood check
9 Debriefing of research study
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Enrollment

Allocation

Interventio

Analysis

Study 2

Appendix D

CONSORT Diagram

Referred to Study
(n=59)

Excluded (n = 26)

1 Not meeting inclusion criterig
(n=10)

1 Refused to participate
(timing, lack of interestno
responsejn = 16)

Randomized (n = 33)

e

Allocated to standard
condition
(n=21)

Participants
completing
intervention (n = 18

™

Allocated to enhanced
condition
(n=12)

Participants
completing
intervention (n = 11)

Analyzed (n = 21)

LOCF method employed to
retain data from participant
non-completers

Analyzed (n = 12)

LOCF mehod employed to
retain data from participant
non-completers
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Appendix E
Study Two: Summary of Effect Sizesand Confidencelntervals of Hypotheses
Effect Lower Upper
Size Limit Limit
Hypothesisl GenerabDistress PreandPost
Statistical 0.34 0.09 0.53
Change
Acrossl8 14 03 10.00 0.03
sessions
Preard Post
Clinical 0.22 N/A N/A
Change
Hypothesi2 Depressivé&Symptoms 0.15 0.00 0.35
DysfunctionalBeliefs 0.49 0.16 0.66
Hypothesis3 Quiality of Life 0.32 0.04 0.54
Hypothesist Therapeuticlliance 0.35 0.02 057
Total
Bond 0.32 0.01 0.55
Task 0.12 0.00 0.39
Goals 0.18 0.00 0.44
GroupCohesion Engagement | 0.00 0.00 0.03
Avoidance |0.02 0.00 0.23
Conflict 0.00 0.00 0.00
Motivationto Change Amotivation |0.00 0.00 0.00
External 1555 |0.00 0.00
regulation
Introjected 15 00 10.00 0.06

regulation
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\dentified 1y 19 1900 0.45
regulation
Integrated |y oo 19 g9 0.31
regulation
Intrinsic 003 |0.00 0.26
motivation




