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What are the problems with assessing the effectiveness of treatment for OCD?


	
Potential issue
	
Explanation


	
Counterargument

	

What is the placebo effect?
	
A difficulty with assessing whether a treatment really works is the placebo effect – people feel better when receiving treatment because of their belief that it will make them feel better rather than because of the actual treatment itself. 
	
Randomised control drug trials use a placebo group (a group who receive a sugar tablet but who believe they are being given the real drug) in order to control for the placebo effect. 

	
How do we measure ‘recovery’?
	
Different studies use different methods of determining ‘recovery’. This makes it hard to compare the results from different studies. 

	
The ‘Jacobson method’ (used by Fisher and Wells, 2005) is a way of trying to measure ‘recovery’ in a valid and consistent way.  

	
How long-lasting is recovery?


	
A lot of studies measure how people are feeling a few months after treatment began. But if recovery is only short-term then has it really been effective? We need information about how the participants are feeling months, and even years, later. 
 
	
Koran et al. (2002) looked at the long-term effect of drug medication compared to a placebo for treating OCD and found it was better at preventing relapse over an 80-week trial. This provides information about longer-term recovery and relapse rates.

	
Are patients telling the truth about their symptoms?


	
There is an issue that people with OCD may display the ‘Hello-goodbye effect’ which is an exaggeration of symptoms prior to treatment and exaggeration of recovery afterwards in order to please the therapist. 
	

	
What types of people are used in these studies?

	
When interpreting the results from studies we need to consider who the participants were. For example, the POTS (2004) study only used children and adolescents which means that the results about the effectiveness of treatments may only apply to young people. 
	

	
Do all people with OCD have the same severity of symptoms?


	
Maybe some treatments are more effective for people with less severe symptoms. We need to make sure that we can accurately measure someone’s OCD symptoms so we can be certain that the treatment works for everyone regardless of the severity of their symptoms. 
	
Randomised controlled trials take careful baseline measures so we can see the starting point (before treatment) and the amount of improvement (after treatment. 

We do have a way of carefully measuring a person’s OCD. This is called the Yale-Brown Obsessive Compulsive Scale (Y-BOCS) which was devised by Wayne Goodman et al. (1989).

(Although this still depends on asking a person about their symptoms and so subjectivity remains an issue). 

	
Why might it be an issue that people have more than one problem e.g. OCD is often co-morbid with depression.

	
Comorbidity makes it difficult to know whether a treatment has been effective. 

Overbeek et al. (2002) studied 120 participants with OCD. One third also had clinical symptoms of depression. These participants had less improvement when treated with a combination of drugs and ERP. 
	
SSRIs are used to treat OCD and also treat depression so may be useful for people who are suffering with more than one disorder. 

	
Does the success of a therapy rely on the therapist?


	
Success may rely on a good interpersonal relationship between the client and the therapist, not just the nature of the therapy. 

This means that the results may be confounded by the therapist effect. 

For example, in the POTS (2004) study one centre had more success with CBT compared to the other – and yet it was the same treatment as prescribed by the CBT manual. 

	

	
A lot of the evidence for the effectiveness of drug treatments is done by pharmaceutical companies. Can we trust the evidence?



	
A lot of the research that is done on the effectiveness of drug treatments is sponsored by drug companies. 

Ben Goldacre (2012) wrote a book called ‘Bad pharma: How drug companies mislead doctors and harm patients.’

The companies do not report negative data that might undermine the sales of their products (and they can do this as the research is theirs). 
	

	
Is research of this nature ethical?


	
Participants need to give informed consent. They need to know about the probability of success, potential dangers and side effects, and their right to terminate treatment.

The therapist may have insufficient information about the benefits and costs. The patient may not be able to make a fully informed decision, particularly if they are highly distressed and so respect the opinions of the professionals so consent for that reason. 

Is it fair to use control groups who do not get the real treatment? 
	
The POTS team did get written consent from participants and from at least one of their parents. 

The placebo group are often given the treatment at the end of the study (although they have still had to wait for this). 




