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Discussion
Rates of maintenance of treatment gains from brief, group 

CBT were high across two years of follow-up. Over two-
thirds of patients maintained their remission status during 
this evaluation period. Approximately one third of patients 
(30%) did relapse between 1 and 2 years following treatment. 
It is noteworthy that initial levels of panic severity were not 
predictive. Likewise, although 57% of the sample (n = 32) had 
at least one comorbidity, this condition was not a predictor of 
PD relapse at follow-up, nor was disorder chronicity (mean 
9.6 years). The absence of a strong relationship between pre-
treatment and longer-term clinical status is consistent with the 
notion that the course of PD was substantially changed by brief 
treatment, and that CBT in particular may be resilient to the 
negative effects of comorbity.10

Post-treatment measures of residual anxiety symptoms have 
been repeatedly shown to predict poor maintenance of treatment 
gains following acute treatment.7,29 Our study shows that the 
predictive role of residual symptoms is extended to long (2 year) 

outcomes. We also provided support for the role of stress in PD 
relapse, replicating early findings of a cost of stress on long-term 
outcome,17 and documenting that this effect is independent of 
the role of residual symptoms.

Accordingly, this study provides two findings of potential value to 
treating clinicians.  Despite achieving longer-term remission at one year 
follow-up to brief treatment, clinicians should be careful to regard the 
role of residual symptoms; treatment of these symptoms at year one 
in booster sessions or other brief treatment format may have a role in 
ameliorating relapse rates.  Also, attention to stress management (with 
either pre-training or booster sessions at that point) may help patients 
protect themselves from relapse when life stress strikes.  

Our results are limited by the study’s open naturalistic design. 
Also the absence of a control group limits us to attribute the 
remission and maintenance during follow-up to CBGT itself. The 
analyses are based on a small number of remitted individuals that 
could affect interpretation and external validity of the findings. 
Therefore, predictors with moderate to small effect size could not 
be detected due to lack of statistical power and only the major 
predictors could be properly evaluated. In addition, a standardized 
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instrument to assess life events and measures that evaluated 
other vulnerability factors (i.e. anxiety sensitivity) was not 
used.  However, the probability that the results are only due 
to non-specific factors is unlikely, given that our sample was 
drawn from a specific group of resistant patients that had been 
treated with medication for at least 4 months. Nonetheless, of 
the variables examined – demographic characteristics, baseline 
symptom severity and comorbidity, stressful life events, and 
severity at one-year follow-up - we identified when redundancy 

in prediction was statistically controlled, stressful life events 
and the severity or residual anxiety symptoms remained as 
significant predictors. 

Cost efficacy analyses have shown an advantage for CBT 
relative to both pharmacotherapy and combined treatment 
in analyses of acute treatment and follow-up analyses.30 The 
advantage for CBT tends to grow over follow-up intervals as 
pharmacologic treatments continue to accrue treatment costs at 
a much higher rate.30,31 The current study further supports these 
findings. Patients had entered group CBT after failing to respond 
adequately to medications, and across treatment and one-year 
follow-up, use of medications was reduced significantly, such that 
64% of patients were not undergoing any psychiatric treatment at 
the 2-year follow-up evaluation.  Discontinuation of medications 
was not associated with relapse, consistent with previous studies 
of the use of CBT to aid medication discontinuation.32-35 During 
the one to two year follow-up period, the majority of patients 
continued to maintain their treatment gains. With clinical 
attention to the potential sources of relapse identified in the 
current study (i.e., residual symptoms and the management of 
life stress) there is the potential for expanding maintenance of 
treatment gains to an even larger proportion of patients treated 
with CBT. Further studies are necessary to replicate our findings, 
as well as to test new strategies to find out whether using different 
tools to teach patients how to deal with stressor life events could 
provide different outcomes.
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