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Summary

While on a waiting list for treatmment by therapist-guided exposure and ritual prevention (ERP), patients with
obsessive-compullsive disorder (OCD) did self-treatrment at home guided by a manual plus a computer-driven
telephone interview system (BT STEPS). OF 21 patients who used the system for at least three weeks while on
the waiting list, one inproved so much that subsequent therapist-guided ERP wes unnecessary. Progress of the
rest with the system predicted later progress with therapist-guided ERP. Inproverrent after using the system
was similar to that of 20 matched historical controls who had had therapist-quided ERP without the prior use
of BT STEPS. Outpatient users of BT STEPS needed less subsequent dinidan-guided time than did their
matched contrals. In this pilot study, patients with OCD improved nearly as much with home self-treatrment
guided by a manual plus computer, as with treatment guided by a behaviour therapist.

'The shortage of behaviour therapists to guide effective
exposure and ritual prevention (ERP) therapy for
obsessive-compulsive disorder (OCD) has led to a
search for other ways of guiding ERP. One way is by a
manual plus a computer-driven telephone interview
system using interactive voice response (IVR). Forty
O patients from the USA and the UK improved
when guided solely by such a homre self-treatrment
systemcalled BT (behaviour therapy) STEPS!2. Asimilar
outcorme was obtained in a replication study of BI'
STEPS in 21 more OCD patients in the UK3. In these
two open studies, 84% of patients completed self-
assessrrent. Almost half of all patients went on to do
ERP guided by the system and improved significantly;
patients who completed self-assessment but did not do
ERP did not improve. In both studies gains were
significant in intent-to-treat analyses and were similar
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to those achieved with a prescription of a serotonin

re-uptake inhibitor®. In a large, eight-site randomized
controlled study of 200 outpatients, improverrent with
BT STEPS was alnost as great as with ERP guided by a
therapist, and better than with relaxation.

The present paper reports the extension of the

ication examining how OCD patients

who had used the BT STEPS system fared with
subsequent therapist-guided FRP and how their
outcome compared with that of matched historical
control patients who had therapist-guided ERP without
the prior use of the system

The BT STEPS system has a four-step self-assessment
module! followed by a five-step self-treatment module
using FRIZ. Patients were given the 190-page system
manual and a personal identification nunber to access
the IVR system. They chose their own password to
protect the confidentiality of their calls. A toll-free call
could be made from any touch-tone telephone in the

UK to a computer in Madison, Wisconsin, USA.
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The coordinator spent about five minutes with each
patient explaining how to use the system and how to
make VR aalls, and encouraging them to use it daily.
For eight patients who lived far away, the coordinator
posted them the manual and explained by telephone
howtouse the system Patients read the manual, which
asked them at intervals to call the IVR system and to
answer questions by pressing appropriate keys on their
telephone keypad. Calls for several of the steps could be
repeated as often as patients wished.

"The coordinator answered patients’ technical
questions about the IVR systemn (e.g. how to put it on
terporary hold) and general questions about
behaviour therapy. Patients were left to
their self-treatment programme under the guidance of
the manual and the VR system

When a patient completed an IVR call the computer
generated and faxed a feedback sheet to the
coordinator that summarized the call (e.g. the goal
chosen and the patient’s discomfort rating for that
gaal). The coordinator wrote on the sheet brief praise
for progress achieved (or supportive comments if there
had been no progress), answered questions that might
have arisen during previous telephone contact (e.g. by
suggesting that patients read or re-read relevant steps in
the manual), signed the sheet and posted it to the
patient. After patients started doing ERP sessions, a

ized ERP homework diary sheet, based on the
gaals they had entered into the IVR systerm, was posted
to them each week. Patients who did not call the IVR
system for a week were contacted by telephone or post
to find out why and to encourage them to continue
using BT STEPS.

Design

Twenty-three OCD patients referred for behaviour
therapy and screened by a dinician were placed on a
waiting list for behaviour therapy, either as outpatients
or in a hostel ward where patients reside for some
weeks with staff present eight hours a day. The waiting-
list patients were given a chance to assess and treat
thermselves guided by BT STEPS until their turn came
for dinician-guided ERP. The study was approved by
the Fthics Committee (Research) of the Bethlem-
Maudsley Hospital and the Institute of Psychiatry.
Patients gave written informed consent.

The outcorre after BI'STEPS was compared with that
after subsequent dinician-guided ERP and with the
outcorre of matched historical control OCD patients
who had had therapist-guided ERP before BT STEPS was
available. Of the 20 matched control patients, six had
had outpatient FRP and 14 had had ERP in a hostel;
they were a random sarmple of all past unit patients
whose case-notes and outcorre data were available and
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who matched the study patients who had completed
therapist-guided care after BI' STEPS (7=10, three as
outpatients, seven in a hostel). Matching was for age,
gender, problem duration and baseline work/sodial
adjustment.

Measures
BT STEPS patients rated thenmselves before and after
using the systemand after therapist-guided

care. Ratings were with the TVR systerm and with paper-
and-pencil formrs; only paper-and-pendil ratings are
reported, in order to compare them with the paper-
and-pencil data available from the historical control
patients. Patients rated themselves before and after BT
STEPS on the Yale-Brown Obsessive Compulsive Scale®
(YBOCS, score range 0-40), the Bech six-item version®
of the Hamilton Depression Rating Scale (HAMD, score
range 0-24) and the four-item Work and Social
Adjustment scale’ (score range 0-32). Understanding of
ERP was assessed before and after using the systemwith
a new six-item questionnaire. The matched historical
control patients had rated the Work and Social
Adjustiment scale before and after treatment. The
dinician time needed and days to discharge from
treatment were available for all patients.

Analyses

Paired and independent #-tests and repeated-measures
analyses of variance were used to compare
improverment between groups of patients and across
occasions.

Twenty-three patients entered the study, but two had
to withdrawbefore they could use BT STEPS for at least
three weeks because their turm came up unexpectedly
early on the waiting list to start clinicdan-guided ERP.
This left 21 patients who had a chance to use BT STEPS
for at least three weeks while on the waiting list. After
using BT STEPS, one of these 21 patients (an
outpatient) asked to be taken off the waiting list as she
had improved so much that she no longer needed
dinidianrguided care. Of the remmaining 20 patients,
10 completed dinician-guided care and ratings, one
completed such treatment but had too much missing
data to be induded in the analysis, one was still in
treatrment when the study ended and eight dropped
out prematurely.

At baseline, the BI' STEPS and matched historical
control patients had similar age, gender, OCD
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duration, and Work and Sodial Adjustmment scores
(Table 1). The matched controls had not rated the
YBOCS and HAMD.

ison with post-BT STEPS
dinidan-guided care

Self-assessirert

Fighteen patients completed the self-assessment
module of BI'STEPS. The five patients (24%of 21) who
failed to complete self-assessment also failed to
complete subsequent dinidian-guided care, because of
low notivation, according to the dinicians. Two of the
five patients did not begin dinician-guided care, two
dropped out early in treatment and one dropped out
before completing it.

Self-therapy

Ten patients (48%of 21) completed two or more FRP
sessions guided by BT STEPS. All of these patients later
completed dinician-guided care (although for one no
post-BT STEPS data were available, and so this subject
was omitted from further analyses). In contrast, only
three of the remaining eight patients who did only one
ERP with BT STEPS session or no session completed
later dinician-guided care (two-tailed Fisher’s exact
test, P<0.05).

Tirre in care
Patients used BT STEPS for a mean of 67 days. They
spent a mean of 106 days in diniciarr

guided care, either as an outpatient or in a hostel.
Compared with the eight non-completers of diniciar+
guided care, their 10 completer counterparts had
finished BT STEPS assessmment in less time (16 days)
and spent slightly more time on ERP with BT STEPS
(68 days). The patient who said she no longer needed
therapist-guided care after using BI' STEPS (her YBOCS
score dropped from 20 to 9) spent 45 days using the
system— only seven days to complete self-assessment
and 38 days to do ERP.

Patients had fewer contacts and far less time with the
study coordinator (a psychiatrist) while using BI' STEPS
than they had with a therapist in dinician-guided care
(respective means of 11 vs 24 contacts and 99 vs
1118 min). With BT STEPS, contacts were typically by
telephone and concemed technlcal (non-chnlcal)
issues, while contacts dinician-guided care
invoived both face-to-face and telephone interactions
and focused on dinical issues.

Qutcorres

Ten patients who used BT STEPS completed s
dinidianrguided care. Of these, seven had done at least
two ERP sessions with BI'STEPS and two had done only
one such session or none; post-BT STEPS data were
unavailable for one patient.

The YBOCS scores of patients who had done two or
nore ERP sessions had improved after completing BI'
STEPS and fell only marginally more after subsequent
therapist-guided care (Fg 1). In contrast, the YBOCS
scores of the two patients who had done only one or no
ERP session with BT STEPS did not improve with BT
STEPS but improved with dinician-guided
care; HAMD and Work and Sodial Adjustiment scores
followed a similar pattern.

Patients’ understanding of ERP improved at least as
much after BT STEPS as after diniciarrguided care.
Mean understanding scores rose from 8.7 before

ing BI' STEPS (n=23) to 11.1 after (n=21) to
13.1 after dinicianrguided care (1=9). Scores solely for
the nine patients who gave data after dinicianrguided
care rose similarly, from 9.6 to 124 to 13.1,
respectively.

Satisfaction

When they completed dinician-guided care, the nine
patients who had done prior ERP with BT STEPS rated
their satisfaction with each form of treatmrent. They
had not been asked to rate satisfaction with BI'STEPS at
the time they switched to dinician-guided care, so
ratings of BI'STEPS versus diniciarguided care are not
comparable due to memory and recency effects. The

Table 1 Characteristics of BT STEPS patients and historical control patients

Characteristic BT STEPS patients Matched controls
(n=21) (n=20)
Mean rs) 26 279
Cerdera%gb(yvzren) 51% 45%
Mean OCD duration (years) (SD) 120 (6.9 9.6 (5.5
Baseline Work and Social Adjustrment total score* 21(7.2) 2 (6.1)
Time of dinidan treatrment After BT STEPS was used Before BT STEPS was available

*Scores other than this were unavailable for matched historical contrd patients.
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Fig 1 Improvemrent with BT STEPS and with subsequent dinidan-
guided care, shown separately for patients who completed two or
more ERP sessions (7=10) and those who did only one or no ERP
session (n=10-11).

nine patients were far more satisfied with dinician-
guided care than with BT STEPS (mean score 3.8,

SD 1.5, vs 7.0, SD0O.9; t=5.9, P<0.0001). When asked
about each type of care, patients felt that BT STEPS had
helped them to understand ERP and to work on it at
any time and at their own pace, whereas the dinician
encouraged them more, especially when they felt
overwhelmed by a fear of doing FRP, helped them

tailor goals better, and handled their relatives’
problens better. One patient thought it would be
helpful to use BT STEPS concurrently with dinidian-
guided care.

BT STEPS patients versus historical control
jpatients

Quitcorre on the Work and Sodial Adjustrrent scale
The patients who used BT STEPS and the matched
historical control patients had a similar mean baseline
score for Work and Social Adjustment (BT STEES 21,
SD 7.2, vs controls 22, SD 6.1). Their respective end-of-
treatrment means were 17, SD 8.1, for BI'STEPS, and 15,
SD 8.1, for the matched controls, improverment being
significant in both groups (F1,30=22.1, P=0.0001) and
to a similar degree (F;3=1.9, P=0.18) on repeated-
measures analysis of variance.

Tine in treatrrent

As outpatients had less severe conditions and required
less therapist time than hostel patients, they had tobe
examined separately over time despite their smmall
nunbers. Compared with historical control
outpatients, the BT STEPS outpatients completed
dinidanrguided care with fewer contacts with the
therapist (8 vs 22) and less total therapist time (597 vs
867 min) but not fewer days to discharge (Table 2). In
contrast, on these three variables the BI' STEPS hostel
patients reserrbled historical control hostel patients.

Patients who used BT STEPS and then had dinician-
guided ERP improved significantly in their OCD. They
improved as much doing BT STEPS-guided ERP as
matched historical controls who had only therapist-
guided ERP. Gains in understanding FRP were similar
after BI' STEPS and after subsequent dinician-guided
aare. The few outpatients who had used BT STEPS had

Table 2 Corparison of mean (SD) resources used by controls and BT STEPS patients

Outpatients Hostel patients

BT STEPS Control BT STEPS Conttrol

(n=3) (n=6) (n=7) (n=14)
Total therapist time (rrin) 597 (107) 867 (614) 1333 (474) 1341 272)
Nurrber of contacts 8(1.5) 2(17.7) 35(13) 30 (6.9)
Duration of treatrment to discharge (days) 129 (44) 143 (80.4) 9 (76) 83 21)
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two-thirds of the therapist contacts and a third of the
total therapist time in subsequent dinician-guided care
than did matched controls. This advantage was not
seenin hostel patients who had used BT STEPS, perhaps
reflecting their more structured treatment and greater
baseline severity than outpatients (on the YBOCS,
HAMD, and Work and Sodial Adjustment scale). The
greater overall satisfaction with therapist-guided care is
not easy to interpret because of the long interval before
satisfaction with BI' STEPS was rated (at the point that
dinician-guided care was completed).

inidarrguided care in the present was from
behaviour therapists trained to do ERP for OCD. Most
dlinicians, in contrast, do not receive such training but
could use a system such as BI' STEPS to help them treat
O patients. The patients who had dinidian-guided
ERP in a hostel emphasized the value of contact not
just with their therapist but also with fellow OCD
sufferers who were doing similar self-treatrment. User
groups could be set up for mutual )

Every patient who failed to complete assessment
with BT STEPS also failed to complete subsequent
dinician-guided care, and most of the patients who
failed to do BT STEPS failed to complete therapist-
guided ERP too. Low mmotivation at baseline was
assodiated with less improverment with BT STEPS and
failure to complete clinician-guided ERP®. Motivation
leading to treatmment compliance is a key to success in
the treatment of many conditions, induding nor-
psychiatric ones. The high drop-out rate from post-BT
STEPS therapist-guided care (8 of 21 who entered the
present study) perhaps reflects the fact that patients

may respond less to a treatrment that follows another
one8 A further study to control for order effects is
therefore required.

IVR systenrs incur development and maintenance
costs. The BT STEPS manual is being tested alone in a
format modified to allow its use without the IVR
system. Drawbacks to the use of a manual alone
(without IVR), however, include its inability to give
interactive feedback to patients, reduced accessibility
by dinidians to data about patients’ progress, and
perhaps more demands on dlinidians from patients
who are not able to access the IVR system round the
clock

The present pilot study was small and uncontrolled,
but its results accord with those of a previous
controlled study*. It suggests potential uses for
computer-aided self-help systens in psychiatric
services. For a few sufferers such systens might remove
the need to see a dinidan after initial screening (as in
one of the present 21 patients). IVR systens allow self-
help at home to reduce the stignma of psychiatric
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attendance and the bother of having to mmake repeated
appointiments and clinic visits during office hours.
Such systens may shorten waiting lists and expedite
earlier treatment, so reducing the burden on patients
and families. Computer-aided systerms can prepare
patients for dlinidan-guided care and may shorten the
time that some patients need with therapists.
dinicians can treat more patients per day because the
computer takes over certain repetitive aspects of care
and frees them to handle espedially difficult problerrs.
BT STEPS-type systens may allow more OCD sufferers
to access expert help more quickly and at lower cost,
without having to wait for more spedialists to be
trained. Finally, dinidians could acquire some therapy

expertise by role playing the use of such systens as a
mock patient.
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