
Introduction
Bipolar disorder is a mental health condition marked 
by recurrent manic episodes (bipolar I disorder) or 
hypomanic episodes alternating with distinct periods of 
depression (bipolar II disorder).1 The prevalence of this 
disorder throughout life, both internationally and in 
Iran, is approximately 1% of the general population.2,3 
Individuals with this disorder experience manic and 
depressive symptoms episodically and intermittently.4 
The frequent episodes of mania and depression impact 

personal, familial, social, and cultural aspects of life.4 This 
disorder imposes a substantial financial and human toll.5 
Many of these patients resort to substance use for symptom 
relief and stress management.6 Substance use disorder is 
highly prevalent in patients with bipolar disorder, with an 
estimated 56% experiencing it at some point in their lives.7

Additionally, a study by Kenneson et al. (2013) 
demonstrated that alcohol and substance craving increases 
the likelihood of developing bipolar disorder.8 There is a 
substantial overlap between bipolar disorder and substance 
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Abstract
Background: Many patients with bipolar disorder also experience substance use disorder, along with frequent mood swings and 
substance cravings. It appears that traditional medication treatments may not be sufficient for these individuals. This study sought 
to examine how cognitive-behavioral group therapy could impact mood symptoms and substance cravings in male patients 
dealing with both bipolar disorder and substance abuse.
Methods: A randomized controlled clinical trial was conducted in the psychiatric departments of Sina Educational and Medical 
Center in Hamadan in 2023. Forty individuals were allocated to two distinct groups. The intervention group participated in eight 
sessions of group cognitive-behavioral therapy. Data were collected using a demographic questionnaire, the Hirschfeld Mood 
Disorder questionnaire, the Beck Depression Inventory, and the Craving Beliefs Questionnaire. The data were analyzed using 
SPSS 22.
Findings: Prior to the intervention, there were no significant differences between the intervention and control groups (P > 0.05). 
Following the intervention, both groups experienced a decrease in mood symptoms and craving, with the intervention group 
showing a significantly greater reduction (P < 0.001). However, one and three months after discharge, the patients in both groups 
experienced a gradual recurrence of mood symptoms and cravings. Despite this, patients in the intervention group consistently 
showed better outcomes than the control group at each time point (P < 0.001). 
Conclusion: The intervention group successfully managed mood symptoms and substance cravings in bipolar patients with a 
history of substance dependence. This non-pharmacological method is recommended for initial use as part of a comprehensive 
treatment course, followed by incorporation as an intermittent maintenance strategy.
Keywords: Cognitive behavioral therapy, Mood disorders, Bipolar disorder, Substance-related disorders, Craving
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use disorder. Despite this, research on individuals affected 
by both conditions remains scarce, as these patients are 
often excluded from clinical studies.9 Substance use leads 
to these patients experiencing more severe phases of the 
illness, more frequent relapses, increased hospitalizations, 
and lower treatment adherence compared to bipolar 
patients who do not use substances.7 Substance craving is 
a key factor in maintaining substance use or experiencing 
relapse post-treatment.10 It involves a strong desire to use 
substances or feeling cravings to do so.11 This craving 
is now recognized as part of the diagnostic criteria for 
substance use disorder (SUD) and is crucial for both 
early and sustained recovery.12 Cognitive-behavioral 
therapy (CBT) has been proven to be a successful strategy 
for controlling and diminishing substance cravings 
13. This psychological approach focuses on addressing 
negative thought patterns and emotions that may lead to 
detrimental psychological consequences.14

CBT is considered the most effective psychological 
treatment for improving mood symptoms in treating 
addiction. The cognitive-behavioral approach to 
depression focuses on how individuals perceive themselves 
and their environment. According to CBT, individuals 
develop patterns of thinking based on their experiences, 
which can influence their cognitive organization. By 
recognizing and adjusting these patterns, CBT can be 
effective in patients’ recovery.15

 In the study by Gregory et al. (2020), group cognitive-
behavioral therapy (GCBT) was found to be more effective 
than individual CBT in patients with opioid use disorder.16 

Severe et al. (2022) found that patients with bipolar disorder 
receiving integrated group counseling showed increased 
mania and depression symptoms compared to those on 
medication alone, but their addiction severity decreased.17 
Arman et al. (2018) found that GCBT combined with 
maintenance medication effectively reduced depressive 
symptoms in bipolar patients but did not affect manic 
symptoms or relapse rates.18 In Iran, treatments often 
focus on biological aspects and medication, with limited 
implementation of psychosocial approaches. Given the 
high prevalence and comorbidity of bipolar disorder and 
substance use disorder, research on the effectiveness of 
GCBT for patients with both conditions is limited and 
necessary.19,20 In this study, psychiatric nurses delivered 
GCBT, which makes it a more cost-effective approach 
that enables broader implementation compared to using 
other psychiatric staff.21 Therefore, this study aimed to 
investigate the impact of GCBT on mood symptoms and 
substance cravings in patients with comorbid bipolar and 
substance use disorders.

Method
Setting 
The single-blind clinical trial was conducted at Sina Medical 
Education Center in Hamadan from May to September 

2023. The present study was part of a research project 
approved by Hamadan University of Medical Sciences 
(code: 140205174050). Before initiating the study, ethical 
approval was obtained from the Research Deputy Ethics 
Committee at Hamadan University of Medical Sciences 
(ethical code: IR.UMSHA.REC.1402.082). Furthermore, 
approval was obtained from the Iranian Clinical Trials 
Center (number: IRCT20170411033378N11)(Link: 
https://irct.behdasht.gov.ir/trial/69974) before any 
intervention. All participants in the study entered with 
informed consent and signed the informed consent form. 
Participants were informed that they could withdraw at 
any time without adverse consequences. After the study, 
the content of the cognitive behavioral therapy group 
sessions was provided to the control group participants.

Participants
After reviewing similar studies and performing statistical 
analyses, 40 participants (20 per intervention and control 
group) were included in the study.

Inclusion Criteria
1) Bipolar disorder type I diagnosis by a psychiatrist 
based on the DSM-5 criteria, 2) substance use disorder 
diagnosis according to the DSM-5 guidelines, 3) Absence 
of psychiatric disorders other than bipolar disorder, 4) 
Willingness to participate in the study, 5) age 18–65, 6) 
Ability to communicate and respond to questionnaires, 
7) Literacy in reading and writing, 8) Receiving usual 
care and medication treatments, 9 (Absence of physical 
disabilities that prevent participation in therapy sessions or 
severe cognitive or mental impairments (e.g., intellectual 
disability or dementia) that interfere with understanding 
or participating in CBT, and 10) Not receiving similar 
psychotherapy simultaneously.

Exclusion Criteria
1) Absence in more than two GCBT sessions and 2) 
Entering the acute phase of disease during the study.

Data Collection
In this study, individuals with bipolar disorder and 
substance use disorder who were referred to Sina 
Educational and Medical Center (Farshchian) in 
Hamadan and met the study criteria were randomly 
assigned to either the intervention or control groups 
using a block randomization method. Due to the large 
number of participants in the treatment group, two 
intervention groups of ten were created. This resulted in 
four blocks of ten individuals each, with five randomly 
assigned to the intervention group and five to the control 
group in each block. Group sessions were conducted 
in closed groups of ten individuals. The control group 
received standard medication care, while the intervention 
groups received standard medication care in addition to 

https://irct.behdasht.gov.ir/trial/69974
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eight weekly GCBT sessions led by a trained researcher 
(M.A.), accompanied by experienced psychiatric nursing 
faculty members specializing in CBT (Table 1). Each 
Session lasted an hour and a half, with approximately 10 
minutes allocated to a break. The sessions were held in 
the psychiatry department consultation room. A previous 
study on cognitive-behavioral therapy also used sessions 
of similar length and number.20 At the beginning of the 
study, questionnaires were administered via face-to-face 
interviews by a research assistant who was unaware of 
the participants’ group status. After the intervention, the 
questionnaires (except for demographic information) 
were re-administered to both the intervention and 
control groups via face-to-face interviews. Participants 
from both groups were then followed up by telephone 
interviews 1 month and 3 months post-intervention. The 
questionnaires were filled out by a research assistant who 
was unaware of the participants’ group status to prevent 
bias. Due to the nature of the intervention, participants 
could not be blinded in the study.

Data collection tools
Demographic information questionnaire
A researcher prepared this questionnaire, which collected 

patients’ personal and clinical demographic information, 
including age, marital status, education, type of substance 
used, duration of use, and suicidal thoughts and attempts. 
The questionnaire’s face and content validity were 
confirmed by ten members of the nursing faculty at 
Hamadan University of Medical Sciences.

Mood Disorder Questionnaire (MDQ)
The survey by Hirschfeld et al. (2000) consists of three 
parts. The first part includes 13 statements assessing 
manic or hypomanic symptoms over a patient’s lifetime. 
The second part requires yes/no responses to determine 
whether these symptoms are currently present. The third 
part evaluates overall functioning. A diagnosis of bipolar 
disorder is indicated by more than six positive responses 
to the initial 13 questions, while the other two parts assess 
symptom severity and social dysfunction. Hirschfeld et al. 
reported a validity of 0.73 and a reliability of 0.90 for this 
questionnaire.22 Barekatain et al. (2008) demonstrated 
good reliability (r = 0.79, P < 0.01) for the Persian-
translated version.23 This study used the questionnaire to 
measure manic symptoms, yielding a Cronbach’s alpha 
coefficient of 0.81.

Table 1. Research intervention protocol

Session Content of the Sessions and Assignments

Session 1

Content of the Session: Conducting an initial assessment (reviewing the entry criteria), introducing the therapist and group members, explaining 
the structure of the sessions, the number, and duration of each Session, and defining the nature of bipolar disease and its signs and symptoms, and 
members expressing their experiences of signs and symptoms. Creating and maintaining motivation for change.
Assignments. Each week, patients documented any changes in mood and hours of sleep in the provided form. They paid close attention to any 
specific indicators that might suggest a recurrence of their illness or a shift in mood.

Session 2

Content of the Session: Promoting resistance and advocating for member disclosure, identifying and addressing triggering conditions (such as 
dangerous situations, emotions, and thoughts). Becoming familiar with common cognitive errors in periods of anxiety and depression and their 
relationship with emotions and behaviors.
Assignments: Patients recorded any risky situations and thoughts in the daily report sheet, along with the strategies they planned to use to address 
them. They developed a list of coping skills and made a conscious effort to practice them regularly. Throughout the following week, they utilized 
their thought log to track and analyze their thoughts.

Session 3

Content of the Session: Dealing with cravings involves identifying triggers, practicing relaxation techniques, refocusing attention, using positive 
self-talk, and reflecting on the consequences of substance use. It is essential to address an individual's beliefs and attitudes towards substance, 
replacing negative thoughts with positive and realistic perspectives on substance use and its consequences.
Assignments: The patient completed a daily craving log and practiced coping skills, identifying which were most effective. Members also 
explained the usage and side effects of medications.

Session 4

Content of the Session: Skills of refusal, managing social situations, and strengthening assertiveness are important. Continuing cognitive 
restructuring through learning to develop more accurate and realistic thinking, planning to incorporate pleasant and responsibility-based life 
activities.
Assignments: This week, they had to participate in at least two scheduled activities (one skill-based and the other recreational). A weekly activity 
schedule table is crucial for monitoring and planning daily activities.

Session 5

Content of the Session: Making informed decisions when making decisions, analyzing instances of members slipping or resisting slipping (how did 
they come to their decision?), and honing the skill of recognizing apparently inconsequential decisions.
Assignments: Participants were encouraged to reflect on recent significant choices and distinguish between healthy and risky decisions. They were 
tasked with documenting examples of both types of decisions and assessing the overall impact on their lives. This exercise would help individuals 
become more aware of their decision-making patterns and strive for healthier choices in the future.

Session 6

Content of the Session: The issue of problem-solving skills and their relationship with substance abuse or addiction craving, familiarity with the 
problem-solving stages, anger management, stress management, emotional control, problem-solving, and conflict resolution in interpersonal 
problems.
Assignments: Members had to choose a problem they were facing in their lives and outline five steps to solve it.

Session 7

Content of the Session: Lifestyle modification includes managing triggering behaviors, enhancing positive behaviors, dealing with fatigue, and 
addressing feelings of boredom.
Assignments: Patients had to complete a profit-and-loss matrix, identify changes or lack of lifestyle changes, prepare a list of postponed tasks, 
prioritize them, and plan to fill their time with beneficial, therapeutic activities incompatible with the previous lifestyle.

Session 8
Content of the Session: promoting calmness, regulating breathing, preventing relapse, maintaining stability, and completing treatment. Therapists 
must regularly provide feedback on group members' progress, while members should also share what they find most helpful and least effective in 
their treatment. Furthermore, all participants were expected to complete questionnaires as part of the process.



Akhoondi et al

Addict Health. 2026;18:16464

Beck Depression Inventory (BDI)
In this study, the symptoms of depression were assessed 
using the Beck Depression Inventory (1972).24 This tool is 
a widely used scale that covers all symptoms of depression 
defined by the DSM-5. It has also been shown to have 
good psychometric properties.25 The scale consists of 13 
items, each with four statements; each statement is scored 
from 0 to 3. A score of 0 represents the lowest level of 
depression, whereas a score of 3 represents the highest. 

In Ariapooran et al.’s (2022) research, the Cronbach’s 
alpha coefficient for this tool was found to be 0.78,26 while 
Dadfar et al. (2016) reported a coefficient of 0.85.27 In our 
current study, the Cronbach’s alpha coefficient for this 
tool was 0.80.

Craving Beliefs Questionnaire
In 2003, Wright developed a 20-item questionnaire to 
evaluate substance craving. Participants provide their 
responses on a 7-point Likert scale, where 1 indicates 
total disagreement, and 7 indicates total agreement. The 
overall score is obtained by summing all item scores, 
yielding a possible range of 20 to 140. Higher scores reflect 
greater substance craving, whereas lower scores indicate 
weaker craving.28 In Chang et al.’s (2011) study, the tool 
had a Cronbach’s alpha coefficient of 0.95,29 whereas in 
Mohammadkhani et al.’s (2010) study, it was 0.77.30 In 
our current study, Cronbach’s alpha for this tool was 0.90.

Data analysis
Data were analyzed using SPSS software version 22. A 
significance level of 0.05 was considered. Descriptive 
statistics were used to describe quantitative and qualitative 
variables within study groups, reporting frequencies 
(percentages) and means (standard deviations). Data 
normality was evaluated using the Kolmogorov–Smirnov 
test. To compare depression, mania, and substance craving 
scores in the two groups at different time points, repeated 
measures analysis of variance was used. For comparing the 
intervention and control groups on qualitative variables, 
the chi-square test and Fisher’s exact test were used. An 
independent two-sample t-test was used for quantitative 
variables. The study considered a P value of 0.05 or lower 
as indicative of statistical significance. 

Results
At the beginning of the study, 40 participants were 
randomly assigned to the intervention and control 
groups. Following hospital discharge, two individuals 
from the intervention group and three from the control 
group declined to complete the questionnaire, resulting 
in their exclusion from the study. As a result, the analysis 
was conducted on data from 35 participants (18 in the 
intervention group and 17 in the control group) (Figure 1).

The demographic information, including age, marital 
status, education, duration of substance use, number of 

serious quit attempts, and suicidal thoughts and attempts, 
was assessed in the intervention and control groups. 
Analysis revealed no notable demographic variations 
between participants in the intervention and control 
groups. (P > 0.05) (Table 2). The mean scores of mania 
(P = 0.992), depression (P = 0.713), and substance use 
cravings (P = 0.577) among participants in the intervention 
and control groups did not differ significantly before the 
intervention. However, immediately after the intervention, 
as well as 1 month and 3 months post-intervention, the 
mean scores of mania (P = 0.004), depression (P < 0.001), 
and substance use cravings (P < 0.001) were markedly 
lower in the intervention group compared to the control 
group (Table 3) (Figures 2-4).

In the analysis of the variance test, it was found that 
there was a significant group effect (P < 0.001) on the 
scores of mania, depression, and substance craving. 
There was no significant time effect (P > 0.05), but there 
was a significant group and time interaction (P < 0.001) 
(Table 4).

Discussion
This study aimed to examine how GCBT affects mood 
symptoms (mania and depression) and substance 
cravings in individuals with both bipolar disorder and 
substance use disorder. To accomplish this, we analyzed 
these aspects in three distinct sections.

Mania
Prior to the intervention, participants in both the 
intervention and control groups showed no significant 
difference in terms of the severity of manic symptoms. 
After the intervention, we observed a reduction in manic 
symptoms in both the intervention and control groups, 
but the reduction was greater in the intervention group. 
Both groups were hospitalized and undergoing treatment 
with mood-stabilizing medications, so the reduction of 
symptoms may appear natural. However, patients in CBT 
learn and practice skills such as increasing sleep duration, 
enhancing money management, slowing down decision-
making in critical situations, reducing impulsivity, and 
regulating stimuli, which are very helpful in controlling 
manic symptoms.31

After one and three months, manic symptoms 
resurfaced in the intervention group, but they were less 
severe compared to the control group. Patients in the 
intervention group consistently exhibited lower symptom 
severity at all time points. These results align with Ye et 
al.’s (2016) study, which demonstrated that CBT initially 
reduces the recurrence of bipolar disorder and manic 
symptoms. However, the effectiveness of this therapy 
diminishes over time.32 Several possible reasons for this 
issue include forgetfulness, not practicing the techniques 
learned in CBT sessions, and not following medication 
instructions. It is crucial to remember that this condition 
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often recurs. For example, a study by Belete et al. (2020) 
found that 71% of patients with bipolar disorder in 
Ethiopia experienced a recurrence of symptoms within 

one month.33 It is recommended that future studies 
investigate the long-term sustainability of GCBT through 
booster sessions or maintenance programs, assess the 

Figure 1. Consort flowchart

Table 2. Demographic information of the samples studied

Variables Sub Variables
Intervention

Mean ± SD, n (%)
Control

M ± SD, n (%)
Test Statistics P Value

Age - 34.06 ± 10.20 37.76 ± 10.08 −1.08* 0.281

Marital status

Single 9 (50) 7 (41.2)

0.69** 0.703married 5 (27.8) 7 (41.2)

Widowed or divorced 4 (22.2) 3 (17.6)

Education level

Primary school 1 (5.6) 5 (29.4)

4.19** 0.264
Middle school and high school 8 (44.4) 4 (23.5)

High school diploma 7 (38.9) 7 (41.2)

University 2 (11.1) 1 (5.9)

Duration of substance use disorder (years) - 12.89 ± 8.46 14.47 ± 7.03 −0.6* 0.552

Number of serious quitting attempts - 4.28 ± 4.57 7.70 ± 7.19 −1.69* 0.104

History of suicidal ideation
Yes 13 (72.2) 10 (58.8)

0.70** 0.403
No 5 (27.8) 7 (41.2)

History of suicidal attempts
Yes 9 (50) 6 (35.3)

0.77** 0.385
No 9 (50) 3 (64.7)

* Independent sample t-test; ** Chi-square test

  

 

 

Assessed for eligibility (n = 40) 
()(n= 110)

Allocated to intervention 
(n = 20) 

Received allocated 
intervention (n = 20) 

Allocation 

Follow-Up 

Allocated to control (n = 
20) 

Did not receive 
allocated intervention 

(n=20) 

Enrollment 

Randomized (n = 40) 

(n= 110)

Analysis 

Lost to follow-up (n = 2) 

Non-response to 
questionnaires (n = 2) 

Lost to follow-up (n = 3) 

Non-response to 
questionnaires (n = 3) 

Analysed (n = 18) 

 Excluded from analysis 
(give reasons) (n = 0) 

Analysed (n = 17) 

 Excluded from analysis 
(give reasons) (n = 0) 

Excluded (n = 0) 
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impact of session number and duration, and explore 
combined interventions (e.g., CBT integrated with digital 
tracking tools or family-based therapy) to improve relapse 
prevention and symptom management.

Depression
Prior to the intervention, both the intervention and control 

groups exhibited similar levels of depressive symptoms. 
However, following the intervention, the individuals who 
underwent CBT demonstrated a significant decrease in 
depressive symptoms. While both groups experienced a 
reduction in depression severity compared to their initial 
state, it is not surprising that the average depression 
score decreased after one month of hospitalization 

Table 3. Comparison of mood disorders, depression, and craving for substance use in intervention and control groups over time periods

Variable Group
Pre- Intervention

Mean ± SD
t* (P value)

Post- Intervention
Mean ± SD

t* (P value)
After 1 Month

Mean ± SD
t* (P value)

After 3 Months
Mean ± SD

t* (P value)

Mania
Intervention 25.55 ± 2.45 −0.01

(0.992)

16.78 ± 1.48 3.22
(0.004)

17.55 ± 3.05 3.89
( < 0.001)

19.94 ± 3.75 3.86 
( < 0.001)Control 25.35 ± 3.85 19.17 ± 2.60 21.76 ± 2.38 26.70 ± 1.83

Depression
Intervention 12.22 ± 7.14 −0.37

(0.713)

2.22 ± 2.34 −4.90
( < 0.001)

2.89 ± 3.14 −5.41
( < 0.001)

5.83 ± 4.29 −6.32
( < 0.001)Control 13.18 ± 7.90 9.29 ± 5.63 13.06 ± 7.12 18.35 ± 7.15

Craving for 
substance 
use

Intervention 96.11 ± 18.91 0.58
(0.577)

50.28 ± 10.68 −3.97
( < 0.001)

58.28 ± 10.49 −7.34
( < 0.001)

66.55 ± 13.58 −10.25
( < 0.001)Control 91.59 ± 26.42 76.29 ± 24.92 100.88 ± 21.65 116.88 ± 15.43

*Independent sample t-test

Figure 2. The average mood disorder (mania) of participants in the test and control groups Pre-intervention, Post-intervention, 1 month post-intervention and 3 
months post-intervention

Figure 3. The average depression of participants in the test and control groups Pre-intervention, Post-intervention, 1 month post-intervention and 3 months 
post-intervention
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in a psychiatric ward under the care of a psychiatrist 
and receiving psychiatric medications. Nonetheless, 
consistent participation in group sessions resulted in a 
more pronounced reduction in depressive symptoms. 
Additionally, despite a slight increase in depressive 
symptoms at one-month and three-month intervals post-
intervention, the participants who engaged in CBT group 
sessions continued to experience significantly lower 
severity of depressive symptoms. In an investigation 
performed by Watkins et al. (2011), the effectiveness of 
GCBT for patients with persistent depressive symptoms 
in substance abuse treatment was evaluated. Following 
sixteen two-hour group sessions of cognitive behavioral 
therapy for depression, the intervention group showed 
significantly reduced depressive symptoms and fewer days 
of substance use three and six months post-intervention.34 
Chiang et al. (2017) recommended the use of CBT as a 
supplement to pharmacological treatment to reduce 
the risk of recurrence and the emergence of depressive 
symptoms in bipolar disorder based on a meta-analysis of 
several studies.35 In a study, Boschloo et al. (2019) stated 
that for specific depressive symptoms such as low mood, 
feelings of guilt, suicidal thoughts, and physical symptoms, 
antidepressant medications are more effective than CBT. 
According to this study, before initiating treatment, a 
personalized, symptom- and sign-based approach should 
be used to determine whether the individual benefits 
from medication alone or a combination of medication 

and CBT.36 Based on findings from a study by Weitz 
et al. (2015), pharmacotherapy was shown to be more 
effective than CBT in improving depressive symptoms.37 
While the study did demonstrate the effectiveness of 
CBT in reducing depressive symptoms, it is important 
to recognize that CBT should be viewed as a supplement 
to pharmacotherapy rather than a substitute, offering 
a complementary approach that can be utilized in 
conjunction with medication.

Craving for substance use
The participants in both the intervention and control 
groups initially had similar levels of substance craving 
before the intervention. However, after completing 
the intervention, there was a noticeable decrease in 
substance craving in both groups. While factors such 
as hospitalization in a psychiatric setting and the use of 
psychiatric medications may have contributed to this 
decrease, it was evident that GCBT sessions played a 
significant role in lowering substance cravings in the 
intervention group compared to the control group. 
Following discharge from the hospital, both groups 
experienced an increase in substance craving, but this 
increase was more gradual in the intervention group. 
In the one-month and three-month follow-ups after the 
intervention, substance craving was significantly reduced 
in the participants who had received the intervention 
compared to those in the control group.

Figure 4. The average craving for substance use of participants in the test and control groups Pre-intervention, Post-intervention, 1 month post-intervention and 
3 months post-intervention

Table 4. The effect of group and time on mania, depression, and craving for substance use

Variable F-Statistic* of Group Effect (P value) F-Statistic* of Time Effect (P value) F-Statistic* of Group × Time Effect (P value)

Mania 24.04 ( < 0.001) 3.18 (0.083) 18.54 ( < 0.001)

Depression 16.56 ( < 0.001) 0.05 (0.822) 123.02 ( < 0.001)

Craving for substance use 24.88 ( < 0.001) 1.27 (0.275) 106.23 ( < 0.001)

*The repeated measures ANOVA test
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Shahzadi and Abbas (2020) found CBT to be a 
practical approach to dealing with substance cravings. 
This treatment is considered a primary intervention for 
preventing substance use disorder relapse, especially 
when combined with maintenance therapy.38 Trick 
et al. (2023) applied a group combination of CBT 
and motivational enhancement therapy for patients 
with cannabis use disorder, resulting in a significant 
reduction in cannabis use and increased abstinent days. 
However, the effects are short-term, and strategies to 
enhance long-term sustainability should be explored.39 

In conclusion, GCBT successfully addressed cognitive 
errors by influencing thoughts about substances and their 
consequences. Through interventions like identifying 
motivators, focusing attention, positive self-talk, and 
reminding individuals of the consequences of substance 
use, the group effectively managed substance craving. 
While the effectiveness of this approach decreased over 
time, it remained a valuable complementary method. 
Patients in the intervention group showed significantly 
better outcomes than those in the control group who 
received only pharmacotherapy. Regular GCBT sessions 
at intervals may help maintain treatment effectiveness by 
reinforcing learned skills and revisiting cognitive patterns. 
Further studies should evaluate strategies to strengthen 
long-term effects, such as integrating periodic reminder 
sessions, mobile-based CBT applications, or motivational 
enhancement techniques. Research with larger samples 
and diverse populations, as well as comparative studies 
of individual versus group CBT, may clarify the most 
effective models for sustaining craving reduction.

 One of the strengths of the current study is its 
innovative nature. No research conducted in Iran has 
examined the combined impact of GCBT on mood 
symptoms and substance cravings in individuals with co-
occurring bipolar disorders and substance use. Another 
strength is the randomization and blinding of the 
research assistants who administered the questionnaires 
assessing participants’ group assignments (intervention 
or control). As for the limitations of the current study, 
due to the difficulty of accessing patients after hospital 
discharge, GCBT was conducted in a short, intensive 
course. It is possible that better results would be observed 
if the sessions were held with lower intensity and over a 
longer duration.

Conclusion
The study demonstrated the effectiveness of GCBT 
in managing mood symptoms, such as mania and 
depression, as well as reducing substance cravings 
in patients with bipolar disorder and substance use 
disorder. Patients with bipolar disorder and substance 
use disorder who participated in these therapy sessions 
alongside standard pharmacotherapy and psychiatric 
treatments (intervention group) showed fewer symptoms 

and cravings compared to those who did not (control 
group). The intervention group also experienced milder 
and less severe symptom recurrences. Based on these 
findings, CBT is recommended to be used alongside usual 
pharmacotherapy treatments in hospitals and healthcare 
centers to improve mood symptoms and control 
substance cravings in patients with bipolar disorder and 
substance use disorder. Additionally, it is suggested that 
similar studies be conducted with more sessions or with 
reminder sessions at different time intervals.
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