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A B S T R A C T   

Background: Previous systematic reviews have demonstrated efficacy of Cognitive Behavioural Therapy Groups 
(CBT-G) in treating bipolar affective disorder (BAD). However, effectiveness research of BAD CBT-G (groups 
delivered in clinical practice rather than a research trial) is sparse. Additionally, the efficacy literature shows 
variation in the number of sessions delivered, and the number needed for clinically significant change is unclear. 
Therefore, we examine the effectiveness of a 12-week CBT-G compared to an 8-week group. 
Methods: An 8-week vs 12-week CBT-G was delivered in routine practice in an adult community mental health 
team. We compared pre-post data for N = 88 participants with a diagnosis of BAD who attended either an 8-week 
CBT-G (n = 43) or 12-week CBT-G (n = 45). 
Results: All routine outcome measure scores which included measures related to depression, generalised anxiety, 
psychological distress and functioning improved significantly from baseline to treatment endpoint for both the 8- 
week and 12-week CBT-G interventions, with no significant differences between the groups at post-treatment. 
Limitations: No measure for manic symptoms was included. No follow-up data was collected. The study lacks a 
comparator control group. 
Conclusions: This research adds to the literature in two ways by: (i) demonstrating the effectiveness of CBT-G for 
bipolar affective disorder; (ii) being the first to show no significant difference in outcome measures between an 8- 
week and 12-week group. The findings can be used to inform the provision of both a clinical and cost-effective 
intervention.   

1. Introduction 

Bipolar affective disorder (BAD) is characterised by manic, hypo
manic, depressive and mixed episodes (Salcedo et al., 2016). With a 
lifetime prevalence of around 1% (Merikangas et al., 2011), BAD is 
associated with poor psychosocial functioning and a high economic 
burden owing to the severity and chronicity of the condition (Fagiolini 
et al., 2013). 

Psychological interventions are recommended as an adjunctive 
treatment to psychiatric medications in many guidelines for BAD (e.g. 
National Institute for Health and Care Excellence 2014). Salcedo et al. 
(2016) reported a systematic review of randomized control trials (RCTs) 
of psychosocial interventions for BAD which supported CBT-G as an 
efficacious intervention. However, service evaluation research of effec
tiveness in routine clinical settings is scarce. This is important because 

whilst RCTs exclusion criteria maximize opportunities to detect treat
ment effects, the consequences can be a loss of external validity in 
clinical practice (Scott et al., 2009). For example, Hoertel et al. (2013) 
demonstrated that over 50% of individuals with BAD would be excluded 
from most RCTs because of symptom severity or co-morbidity. People 
with BAD excluded from RCTs due to complexity are likely to be offered 
treatment in community mental health teams (CMHTs) (Hoertel et al., 
2013). Considering this, it is important to evaluate CBT-G service in
terventions to identify any efficacy-effectiveness gaps to inform subse
quent examination of how to address these (Hoertel et al., 2013). 

The scarce service evaluations of group therapy for BAD that have 
been published are psychoeducation or mixed-model treatment groups, 
but not CBT-G (Etain et al., 2018). Therefore, this study’s primary 
objective is to evaluate the effectiveness of CBT-G for BAD within an 
adult CMHT. 
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The controlled efficacy literature has shown BAD CBT-G to be effi
cacious at different session lengths including at: 20 sessions (Gonzale
z-Isai et al., 2012), 14 sessions (Costa et al., 2011) and 12 sessions 
(Castle et al., 2010). Considering services are typically concerned with 
delivering cost-efficient treatments (Naylor et al., 2015) and number of 
treatment sessions is one factor affecting cost, establishing the 
session-length needed for CBT-G effectiveness could save service re
sources. Therefore, a secondary objective of this study is to compare 
whether the outcomes of an 8-week CBT-G differs from a 12-week group. 
As far as we are aware, this is not something that has been done in the 
literature. 

Considering the efficacy literature related to previous CBT-G in
terventions, we hypothesised that (i) there will be improved mean scores 
from pre- to-post intervention on routine outcome measures (ROMs) for 
both the 12-week and 8-week CBT-G and; (ii) there will be no significant 
difference in the mean pre-post ROMs scores between the 12-week and 
8-week CBT-G post treatment. 

In addition to statistically comparing the mean pre-post scores of 
both groups, the criteria of reliable and clinically significant improve
ment (RCSI) will be used. These criteria are increasingly taken as a 
credible index of psychological recovery in the literature (Barkham 
et al., 2012). 

2. Methods 

2.1. Design 

The study used a 2 × 2 mixed model design. The between subject 
factor levels were the 8-week and 12-week CBT-G. The within subject 
factor levels were time points of pre and post CBT-G. Approval was given 
as a service evaluation by the hosting National Health Service (NHS) 
trust. Ethical approval was also given by The University Of South
ampton, Ethics and Research Governance Online code 55,666). Partic
ipants gave written informed consent for their data to be used for a 
service evaluation. 

2.2. Measures 

Outcome measures used were those routinely given to clients 
receiving care from the CMHT psychology service. This was so partici
pants were not asked to provide more data than usual in treatment. 
Completing routine outcome measures (ROMs) was optional and not 
completing ROMs had no impact on the care provided. 

2.2.1. CORE-OM: clinical outcomes in routine evaluation outcome measure 
(Evans et al., 2002) 

The CORE-OM is a 34-item self-report questionnaire measuring 
psychological distress in four dimensions: subjective well-being, prob
lems/symptoms, life functioning and risk/harm. Total mean scores 
above 1 indicate clinically significant distress. The CORM-OM has 
demonstrated good reliability (Cronbach’s alpha =0.75–0.94) and val
idity, with large differences between clinical and non-clinical samples 
(Evans et al., 2002). 

2.2.2. GAD7: generalised anxiety disorder assessment-7 (Spitzer et al., 
2006) 

Because anxiety disorders are the most prevalent comorbidity in BAD 
(Ott, 2018), it was important to include an anxiety measure. The GAD-7 
is a seven-item self-report screening tool for measuring generalised 
anxiety disorder severity. Scores of 5, 10, and 15 are taken as cut-off 
points for mild, moderate and severe anxiety, respectively. Using a 
threshold score of 10, the GAD-7 has a sensitivity of 89% and a speci
ficity of 82%. The GAD-7 has also demonstrated good reliability 
(Cronbach’s alpha =0.92) (Spitzer et al., 2006). 

2.2.3. PHQ9: patient health questionnaire-9 (Kroenke et al., 2001) 
The PHQ-9 is a nine-item self-report screening tool for measuring 

depression severity. Scores of 5, 10, 15, and 20 represent mild, moder
ate, moderately severe, and severe depression, respectively. Using the 
threshold score of 10, the PHQ-9 has a sensitivity of 88% and a speci
ficity of 88% for major depression. The PHQ-9 has also demonstrated 
good reliability (Cronbach’s alpha =0.89) (Kroenke et al., 2001). 

2.2.4. Work and Social Adjustment Scale (WSAS) (Mundt et al., 2002) 
The WSAS is a five-item self-report measure of impact on functioning 

from the reported problem. Scores of < 10, 10–20 and > 20 represent 
subclinical populations, functional impairment but less severe sympto
mology, and moderately severe or worse psychopathology respectively. 
The WSAS has demonstrated good reliability (Cronbach’s alpha 
=0.70–0.94) and is sensitive to differences in disorder severity (Mundt 
et al., 2002). 

2.3. Participants 

All participants (N = 96) had a diagnosis of BAD. Diagnoses were 
made by a psychiatrist via medical consultation in line with the DSM-5 
or ICD-10 criteria. Referrals to the group were made by staff in the NHS 
secondary care CMHT for working age adults with severe and enduring 
mental health problems. Participants were then assessed for suitability 
by a clinical psychologist via clinical interview (assessing for clear pe
riods of hypomania/mania and depression using a CBT 5-areas formu
lation (Greenberger and Padesky, 1995) and offered a place in the CBT-G 
as part of routine treatment. 

Of the n = 71 people that were referred to the 12-week CBT-G, n = 6 
did not respond to be seen for the suitability assessment. Those that did 
attend the suitability assessment, n = 4 were unable to attend the group 
and offered a 1:1 intervention instead, n = 4 were referred to an 
emotional coping skills group as a more appropriate intervention, n = 2 
declined the group, n = 1 had no experience of hypomania/mania and 
offered CBT for depression, n = 1 were already receiving private CBT for 
BAD. Therefore, n = 53 accepted a place on the CBT-G after being 
deemed suitable. 

Of the n = 54 people that were referred to the 8-week CBT-G, n = 6 
did not respond to be seen for the suitability assessment. Those that did 
attend the suitability assessment, n = 1 was unable to attend the group 
and offered a 1:1 intervention instead, n = 1 requested a 1:1 intervention 
rather than a CBT-G, n = 1 was referred on to an emotional coping skills 
group as a more appropriate intervention, n = 1 had no experience of 
hypomania/mania and offered CBT for depression, n = 1 opted for a 
counselling intervention. Therefore, n = 43 accepted a place on the CBT- 
G after being deemed suitable. 

The 12-week group n = 53 (24.5% (n = 13) male, 75.5% (n = 40) 
female), had a mean age of 41.3 years (SD=10.89). The majority iden
tified as White British (66%, n = 35), 4% (n = 2) as Black, 4% (n = 2) as 
Asian, 2% (n = 1) as Mixed Black and White, 2% (n = 1) as White Other 
and 23% (n = 12) as undisclosed. 

The 8-week group n = 43 (30.2% (n = 13) male, 69.8% (n = 30) 
female), had a mean age of 39.49 years (SD=9.79). The majority iden
tified as White British (70%, n = 30), 9% (n = 4) as White Other, 5% (n 
= 2) as Black, 2% (n = 1) as Mixed Race and 14% (n = 6) as undisclosed. 

2.4. Group content 

Groups ran weekly for two hours and were facilitated by two quali
fied Clinical Psychologists. The data used are from seven 12-week 
groups delivered from 2013 to 2016 and four 8-week groups delivered 
from 2017 to 2019. Participants completed ROMs pre-post CBT-G. 
Table 1 summarizes the content of each of the 8-week and 12-week 
group sessions. The group followed some didactic delivery of informa
tion but also focused on sharing experiences and asking questions. 
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3. Results 

Intent to Treat Analysis (ITTA) and per protocol analysis (PPA) can 
each introduce different biases into conclusions (Brody, 2016). There
fore, researchers often conduct both types of analysis (Brody, 2016) as 
was done in this study. For both the PPA and ITTA, six participants (n =
4 for the 8-week CBT-G and n = 2 for the 12-week CBT-G) had one item 
missing for the WSAS measure pre or post group and pro-rating was used 
for these missing items. 

Drop-out across both groups was defined as missing two or more 
sessions. This drop-out definition was arrived at through the clinical 
experience of the Clinical Psychologists who facilitated the groups, 
believing that missing two or more sessions would impact the effec
tiveness of the intervention received. For example, missing two sessions 
could mean fully missing the depression intervention modules. Addi
tionally, sessions build on the previous week’s material and attendance 
ensures a cohesive core group is formed. 

Out of the n = 43 participants who were assigned to the 8-week CBT- 
G, n = 16 (37.2%) dropped-out. Here n = 2 missed two sessions, n = 2 
missed three sessions, n = 1 missed four sessions and n = 11 missed 5 or 
more sessions including not attending any sessions. Of the n = 16 who 

dropped out, drop out reasons included mental health crisis (n = 2), 
social stressors e.g. court case, housing, (n = 5), did not respond to 
contact (n = 9). Out of the n = 52 participants who started the 12-week 
CBT-G, n = 19 (35.8%) dropped-out. With the data available for the 12- 
week CBT-G it was not possible to distinguish the number of sessions 
attended before drop-out or the reasons for drop-out. 

Out of the n = 35 participants that dropped-out from the study, n = 8 
were missing both pre and post data (data was missing because 
completing the outcome measures was not mandatory in order to attend 
the group or they did not attend any sessions) and therefore were not 
included in the ITTA. Therefore, a modified-ITTA was used as the pri
mary analysis. Three participants that dropped-out had pre-post data 
that was used in the modified-ITTA. For the remaining n = 24 partici
pants, pre-data was used as post-data. Using a modified-ITTA, a 2 × 2 
mixed model Multivariate Analysis of Variance (MANOVA) was per
formed with group length (8-week vs 12-week CBT-G) as the between- 
subjects factor and time point (pre and post group) as the within- 
subjects factor. The MANOVA included the WSAS, PHQ-9, GAD-7 and 
CORE-OM measures. The MANOVA showed a significant main effect of 
therapy time point (V = 0.322, F(4,83)=9.86, p < 001, ηp2=0.322) 
indicating participants improved over time. Univariate Analysis of 
Variance (ANOVA) results showed that there were significant differ
ences between the time points for the CORE-OM (F(1,86)=37.61, p <
001, ηp2=0.304), the PHQ-9 (F(1,86)=27.84, p < 001, ηp2=0.245), the 
GAD-7 (F(1,86)=22.22, p<.001, ηp2=0.205) and the WSAS (F(1,86)=
10.21, p < 001, ηp2=0.106). However, the MANOVA main effect of 
group length was not significant (V = 0.043, F(4,83)=0.93, p=.45, 
ηp2=0.043) which indicated there was no significant difference between 
the 8-week and 12-week groups over time. Additionally, the group 
length X time point interaction was not significant (V = 0.030, F(4,83)=
0.633, p=.64, ηp2=0.030). 

A secondary PPA was conducted using a 2 × 2 MANOVA again with 
the same between-subjects and within subject factors and the same 
dependant variables. The MANOVA showed a significant main effect of 
therapy time point (V = 0.433, F(4,56)=10.68, p < 001, ηp2=0.433) 
indicating participants improved over time. Univariate ANOVA results 
showed that there were significant differences between the time points 
for the CORE-OM (F(1,59)=39.97, p < 001, ηp2=0.404), the PHQ-9 (F 
(1,59)=32.61, p < 001, ηp2=0.356), the GAD-7 (F(1,59)=24.80, p <
001, ηp2=0.296) and the WSAS (F(1,59)=12.75, p < 001, ηp2=0.178). 
However, the MANOVA main effect of group length was not significant 
(V = 0.077, F(4,56)=1.16, p=.338, ηp2=0.077) which indicated there 
was no significant difference between the 8-week and 12-week groups 
over time. Additionally, the group length X time point interaction was 
not significant (V = 0.060, F(4,56)=0.892, p=.475, ηp2=0.060). 

The results of both the modified-ITTA and the PPA mixed model 
MANOVAs are consistent with the hypotheses, that (i) scores will 
improve from pre-treatment to post-treatment on ROMs for both the 8- 
week and 12-week BAD CBT-G interventions and (ii) there will be no 
difference in improved ROMs scores between the 8-week and 12-week 
group post treatment. 

Mean ROMs scores pre-post 8-week and 12-week CBT-G for the 
modified-ITTA are shown in Table 2. The same is shown for the PPA in 
Table 3. Higher mean scores indicate more severe clinical scores. The 
mean scores indicate that ROMs improved for both the 8-week and 12- 
week CBT-G from pre-post group. 

3.1. Reliable and clinically significant improvement (RCSI) 

For the CORE-OM, a clinical cut-off of ≥ 1 was used and a reliable 
change index (RCI) of ≥ 0.5 as recommended by Connell et al. (2007). 
For the PHQ-9, a clinical cut-off of ≥ 10 was used and an RCI of ≥ 6 as 
recommended by Clark and Oats (2014). For the GAD-7, a clinical 
cut-off of ≥ 10 was used and an RCI of ≥6 as recommended by Bischoff 
et al. (2020). 

For the WSAS, a clinical cut-off of ≥10 was used as recommended by 

Table 1 
Group session content.   

12-week Group 8-week Group 

Session 1 Introduction to the group. Group 
Rules. Discussion of diagnosis. 
Acknowledge people are at 
different stage of journey. Mood 
chart. 

Introduction to bipolar disorder. 
What is depression and Mania? 
Causes of bipolar disorder.  

Session 
2  

What is depression and Mania? 
Causes of bipolar disorder. Stress 
vulnerability model. Goals.  

Depression – triggers, warning 
signs and symptoms. Hot cross 
bun. Goals.  

Session 
3   

Depression – triggers, warning 
signs and symptoms. Hot cross 
bun.   

Interventions for lows. Activity 
Scheduling. Acting Opposite.  

Session 4 Interventions for lows. Activity 
Scheduling. Acting Opposite.  

Interventions for lows. 
Recognising NATs. 
Thought Challenging. Positive 
data diary.  

Session 5 Interventions for lows. 
Recognising NATs. 
Thought Challenging. Positive 
data diary.  

Mania – triggers, warning signs 
and symptoms. Hot cross bun. 
Pros and cons.  

Session 6  Mania – triggers, warning signs 
and symptoms. Hot cross bun. 
Pros and cons. 

Interventions for highs. Activity 
Scheduling. Living by values. 
Acting Opposite.  

Session 
7  

Interventions for highs. Activity 
Scheduling. Living by values. 
Acting Opposite.   

Interventions for highs. 
Relaxation. Mindfulness. Sleep 
hygiene. Thought balancing.  

Session 8 Interventions for highs. 
Relaxation. Mindfulness. Sleep 
hygiene. Thought balancing. 

Relapse prevention and 
maintaining wellness. Summary, 
Re-Cap, plans for the future.  

Session 
9   

Life balance and managing 
relationships.  

N/A  

Session 
10  

Problem-solving, prioritising.  N/A  

Session 
11  

Relapse prevention and 
maintaining wellness.  

N/A  

Session 
12  

Re-Cap, plans for the future.  N/A  
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Mundt et al. (2002). An RCI of ≥10 was calculated for the WSAS based 
on a reliability score of 0.86 (Mundt et al., 2002) and the SD of this 
study’s sample (9.35). To establish the RCI for the WSAS, the standard 
error of measurement (SEM) was needed, which is SD(9.35)X√1 – the 
reliability of the measure (0.86) =3.46 (Jacobson and Traux, 1992). 
Next the standard error of difference (Sdiff) was calculated which is √2 
(SEM (3.46))2 =4.89 (Jacobson and Traux, 1992). The RCI was then 
calculated as Sdiff(4.89)X1.96 (1.96 used for a 95% confidence interval) 
(Jacobson and Traux, 1992) =9.58 (rounded up to 10 for this study). 

The percentage of the study’s sample that were in the clinical pop
ulation at pre-group, as well as their reliable change and RCSI experi
enced from the 8-week and 12-week CBT-G are in Table 2 (modified- 
ITTA) and Table 3 (PPA). 

The RCSI associations between groups were tested with chi-squared, 
and no significant difference was found for either a modified-ITTA 
(CORE-OM X2 (1,N = 74)=0.019, p=.901; PHQ-9 X2 (1,N = 65)=
0.618, p=.432; GAD-7 X2 (1,N = 53)=0.518, p = 419; WSAS X2 (1,N =
71)=1.07, p=.3) or a PPA (CORE-OM X2 (1,N = 50)=0.333, p=.564; 
PHQ-9 X2 (1,N = 43)=1.623, p=.203; GAD-7 X2 (1,N = 37)=0.504, p =
478; WSAS X2 (1,N = 46)=0.103, p=.749). This further supports the 
secondary hypothesis. 

4. Discussion 

The aims of this study were to investigate the effectiveness of BAD 
CBT-G and whether a shorter 8-week CBT-G differs in outcomes from a 
12-week group. The findings suggest that CBT-G in CMHT settings are an 
effective treatment for BAD when assessed with ROMs of depression, 
generalised anxiety, impact on functioning and global distress. This 
supports previous research which has found efficacy for CBT-G in
terventions in RCT conditions (Salcedo et al., 2016). The findings also 

indicated no significant difference between an 8-week and 12-week 
CBT-G in treating BAD at the end of treatment. This is in line with 
previous studies that have found efficacy for CBT-G at different session 
lengths (Salcedo et al., 2016). 

This study builds on previous research by investigating the effec
tiveness of CBT-G for BAD in a CMHT setting. It is also the first study to 
evaluate ROMs differences between a shorter 8-week CBT-G interven
tion and a 12-week intervention. 

Considering there was no significant difference in outcomes between 
the 8-week and 12-week CBT-G, the implications are that CMHT service 
leads can run more cost-efficient services, saving budget-costs, clinician 
time and cut waiting lists. This is also potentially important for com
missioners of healthcare services who are likely to be making restrictive 
budget cuts in a resulting Covid-19 recession. It might also be important 
for future NICE guideline reviews which currently recommend a treat
ment length of 16–20 sessions. Future research could investigate 
whether group delivery is the significant variable in change (e.g. shared 
experiences, normalising with others) or if individual 8-week vs 12- 
week sessions would have the same impact. An RCT could further 
investigate equivalence and non-inferiority between the groups. 

4.1. Limitations 

The study has several limitations. First, a measure for manic/hypo
manic symptoms was not included and so an important element of BAD 
was not evaluated. However, the study did include measures of func
tioning which Jonas et al. (2012) note are often missing in efficacy 
studies, yet most meaningful to patients. Second, the study lacks a 
comparator control group. As the study is effectively a comparison of an 
8-week CBT-G + treatment as usual (TAU) vs 12 CBT-G +TAU, a TAU 
condition without CBT is a limitation and means improvements could be 

Table 2 
Modified-ITTA mean outcome measure scores for the 8-week and 12-week CBT-G pre-post treatment with RCSI of the sample’s clinical population.  

Time 
Point 

Group 
Length 

Outcome 
Measure 

N Mean SD Participants in the Clinical 
PopulationPre-Group% (n) 

Reliable Change Improvementof the 
Clinical Population%(n) 

RCSI of the Clinical 
Population% (n) 

Pre 
Group 

8-Week CORE-OM 43 1.65 0.83 77% (33)    

12-Week CORE-OM 45 1.85 0.62 91% (41)    
Total CORE-OM 88 1.75 0.73 84% (74)   

Post 
Group 

8-Week CORE-OM 43 1.25 0.75  35% (15) 14% (6)  

12-Week CORE-OM 45 1.53 0.69  40% (18) 16% (7)  
Total CORE-OM 88 1.39 0.73  38% (33) 15% (13) 

Pre 
Group 

8-Week PHQ-9 43 14.60 7.94 72% (31)    

12-Week PHQ-9 45 15.64 6.71 65% (32)    
Total PHQ-9 88 15.14 7.31 72% (63)   

Post 
Group 

8-Week PHQ-9 43 10.79 7.53  28% (12) 23% (10)  

12-Week PHQ-9 45 12.82 6.39  29% (13) 18% (8)  
Total PHQ-9 88 11.83 7  28% (25) 20% (18) 

Pre 
Group 

8-Week GAD-7 43 10.09 6.8 48% (21)    

12-Week GAD-7 45 11.56 5.11 69% (31)    
Total GAD-7 88 10.84 6 59% (52)   

Post 
Group 

8-Week GAD-7 43 7.98 6.1  26% (11) 21% (9)  

12-Week GAD-7 45 9.13 5.31  24% (11) 22% (10)  
Total GAD-7 88 8.56 5.7  25% (22) 22% (19) 

Pre 
Group 

8-Week WSAS 43 17.88 9.63 77% (33)    

12-Week WSAS 45 20.09 9.06 84% (38)    
Total WSAS 88 19.01 9.35 81% (71)   

Post 
Group 

8-Week WSAS 43 15.4 8.52  21% (9) 9% (4)  

12-Week WSAS 45 17.84 7.56  16% (7) 4% (2)  
Total WSAS 88 16.64 8.09  18% (16) 7% (6) 

CORE-OM: Clinical Outcomes in Routine Evaluation Outcome Measure (Evans et al., 2002). PHQ-9: Patient Health Questionnaire-9 (Kroenke et al., 2001). GAD-7: 
Generalised Anxiety Disorder Assessment-7 (Spitzer et al., 2006). WSAS: Work and Social Adjustment Scale (Mundt et al., 2002). RCSI: Reliable and clinically sig
nificant improvement. 

M. Kavanagh et al.                                                                                                                                                                                                                             



Journal of Affective Disorders Reports 6 (2021) 100244

5

due to variables other than treatment. Third, as measures were collected 
at pre-post time points only, the lack of more frequent outcome assess
ment during the group is a limitation. Fourth, it is unknown if positive 
changes were sustained as no follow-up data was collected. 

5. Conclusions 

This study adds to the literature by providing evidence consistent 
with: (i) CBT-G for BAD being effective in a CMHT setting, (ii) no sig
nificant difference in ROMS between a shorter 8-week vs 12-week CBT- 
G. 
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