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In this update of a previous review, the authors discuss
cognitive-behavioral therapy (CBT) with exposure and
response prevention for obsessive-compulsive disorder
(OCD). This efficacious modality avoids side effects com-
mon to psychotropic medication and reduces risk of
relapse once treatment has ended. Psychotherapy
involves identification and ranking of stimuli that provoke
obsessions, exposure to these stimuli while preventing
compulsions, and cognitive restructuring. The family of
the OCD patient plays a significant role in treatment. This

article includes expanded research on family-focused
CBT and treatment of pediatric OCD. The family’s accom-
modation and emotional response to a patient’s symp-
toms may interfere with therapy and perpetuate the
disorder. The treatment of pediatric OCD involves the
same considerations. However, the form of obsessions
and compulsions may differ and therapeutic techniques
are modified to make them age appropriate.
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Cognitive-behavioral therapy (CBT) remains one of the
most effective treatments for obsessive-compulsive disorder
(OCD). In this update of a previous article (1), we define
CBT, review the evidence for the efficacy of CBT for OCD,
provide a case example and sample treatment plans, and
discuss family factors that affect treatment outcome. In
addition, we discuss group and family-based modalities to
administer CBT and applications of CBT for children with
OCD.

DEFINING CBT

Over the years, CBT has come to represent a blending of
techniques to modify cognitions and behavior. In traditional
cognitive therapy, faulty thoughts and beliefs are targeted
(2–4). In behaviorally focused treatment, termed “exposure
and response prevention” (ERP), patients engage in expo-
sure to stimuli that trigger obsessions and are encouraged
through various techniques to refrain from performing com-
pulsions (5).

The American Psychiatric Association (APA) guidelines
(6) support the use of cognitive therapy and ERP but note
that there is more evidence for the efficacy of ERP. A meta-
analysis (7) found that cognitive therapy and ERP produce
very similar effect sizes, although a larger amount of data
exist in support of ERP. This finding led to the recommen-
dation that ERP be considered as the first-line psychothera-
peutic treatment for OCD. In practice, we recommend a
combination of cognitive and behavioral techniques.

EFFICACY OF CBT MONOTHERAPY

A discussion of the superiority of CBT monotherapy com-
pared with progressive muscle relaxation, anxiety manage-
ment training, and systematic relaxation was provided in
our 2015 review (1). Head-to-head comparator trials of CBT
versus medication are few. A recent meta-analysis (8) found
there was insufficient evidence to determine the superiority
of CBT-ERP compared with medication. Although compari-
son data are few, it is important to note that ERP may
reduce risk for relapse once medication is discontinued (1).

CBT COMBINED WITH PHARMACOTHERAPY OR
OTHER PSYCHOTHERAPY

The APA practice guidelines (6) state that modest evidence
exists to support the use of CBT in augmentation of selective
serotonin reuptake inhibitors (SSRIs) (1). CBT in combination
with medication has been found to have greater efficacy than
medication or CBT alone in several studies (1). APA treatment
guidelines (6) recommend combination therapy for
co-occurring disorders that are responsive to serotonin reup-
take inhibitors, for severe OCD symptoms, and for patients
who wish to limit the duration of pharmacotherapy. A recent
meta-analysis (8) concurred with the recommendation to pro-
vide concurrent CBTand medication in severe cases of OCD.

Recently, acceptance and commitment therapy (ACT) has
been studied as an alternative or complement to CBT-ERP.
A full discussion of ACT is beyond the scope of this article.
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In brief, rather than repeated exposures to anxiety-
provoking stimuli, ACT focuses on strategies to encourage
engagement in life activities despite the presence of obses-
sions. ACT encourages patients to engage in behavior consis-
tent with their life values and to willingly approach feared
situations in order to achieve important life goals. Multiple
studies of ACT (9–14) have shown low drop-out rates, posi-
tive ratings by participants, and decreases in OCD symptoms
and depression.

Because patients are often reluctant to participate in treat-
ment of OCD, motivational interviewing has been studied to
enhance engagement. Research examining motivational inter-
viewing for OCD has been limited to small trials. Evidence
suggests this technique can be useful to encourage patients to
enter psychotherapy and to maintain participation in psycho-
therapy (15), although the duration of benefit is unclear (16).

CASE EXAMPLE

The following case example is of a fictional character incor-
porating elements of personal histories from multiple
patients. This case is not based on an individual.

Ms. H, a 46-year-old woman, presented for psychiatric
evaluation of possible OCD. Ms. H had been hospitalized 2
months prior for a severe skin infection. Ms. H reported a
history of anxiety beginning in childhood. When she was a
child, she worried that someone might break into their
home, and she repeatedly asked her parents to check that
the doors and windows were locked. Following the skin
infection and hospitalization 2 months ago, Ms. H experi-
enced a significant increase in anxiety. She complained of a
persistent fear of contracting a second skin infection or
some other life-threatening illness. Ms. H’s fear of contract-
ing an illness had become so severe that she rarely ventured
out of her apartment, because she feared coming in contact
with germs. She developed strict rituals for cleaning utensils
and washing her hands. Food could be eaten from only
freshly opened packages. Ms. H reported that these rituals
and rules provided her with reassurance that she was less
likely to become sick. Ms. H entered treatment at the urging
of her sister. During the interview, the clinician noticed that
Ms. H’s hands were red and abraded. The clinician also
noted that Ms. H frequently asked her sister if she thought
there were germs in the office. Ms. H’s sister would calm
her by repeatedly stating “I’m sure you won’t get sick.”

Ms. H elected to engage in a trial of CBT. During the first
several sessions, the clinician developed rapport with Ms. H
and helped her to identify the thoughts, emotions, and
behaviors that developed and maintained the OCD symp-
toms. Avoidance of “contaminated objects,” seeking reassur-
ance from family members, washing her hands, and eating
from only prepackaged food were identified as the primary
compulsions. Mental compulsions of “cleanliness checklists”
were also identified. Ms. H’s score on the Yale-Brown
Obsessive Compulsive Scale (YBOCS) prior to treatment
was 25 (indicating moderate-to-severe illness).

An exposure hierarchy was constructed (Table 1). For the
initial exposure session, Ms. H placed her hand on a coun-
tertop. The initial subjective units of distress rating during
the exposure was 4 out of 10.With encouragement from the
clinician, Ms. H engaged in this exposure for 15 minutes
and refrained from washing her hands afterward. The clini-
cian was careful to provide encouragement (e.g., “You can
do this, it’s important to you”) rather than reassurance (e.g.,
“I cleaned the counter this morning. You won’t get sick”). At
the end of the exposure session, the distress rating was 2 of
10. Ms. H was instructed to continue this exposure exercise
at home. The family was instructed to provide encourage-
ment rather than reassurance at home.

During later exposure sessions, the clinician recognized
that Ms. H appeared somewhat distracted during more diffi-
cult exposures. On discussing this with Ms. H, it was discov-
ered Ms. H had been using mental compulsions of “mental
checklists” during these exposure activities in an attempt to
reduce her anxiety. Ms. H agreed the “mental checklists”
were simply maintaining the OCD and decided to mentally
repeat the phrase, “I want to do scary things so I can beat
OCD,” whenever the urge to engage in mental compulsions
arose.

After completing several exposure sessions, Ms. H and
the clinician began cognitive restructuring. Ms. H was intro-
duced to the thought record technique. Initially, the clini-
cian elicited thoughts from Ms. H immediately following
their exposure sessions. After Ms. H understood the tech-
nique, she was instructed to complete thought records at
home. An example of Ms. H’s thought record is shown in
Table 2. Ms. H recorded her initial thoughts when confront-
ing feared situations and a more helpful alternative thought.
Ms. H was provided psychoeducation regarding the disad-
vantages of using reassurance as an alternative thought (e.g.,
“I’m sure I can wash my hands enough to get rid of any
germs”) and was instructed to instead accept and embrace
the fears (e.g., “There is always a possibility I could get sick.
It’s going to be tough to completely avoid the risk if I want
to live my life.”). Ms. H reported that her ability to cope
with the feared thoughts and situations gradually improved
with the use of the thought record. She noted that
“reassurance thoughts” seemed to work her “into a frenzy,”
because she found it difficult to definitively conclude that

TABLE 1. Exposure hierarchy with subjective units of distress

Stimulus Rating

Sitting in a doctor’s waiting room 10
Eating from a food truck 9
Eating in a restaurant 8
Shaking hands with a stranger 7
Petting the family dog 6
Sitting on a public bench 5
Touching a countertop in the office 4
Touching a door handle at a store 3
Touching her own car door handle 2
Eating packaged food she personally opened 1
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nothing bad would happen to her in the future. In contrast,
the thoughts that were more accepting of danger provided
her with a feeling of calm, because she was no longer
expending mental energy on such a difficult task.

On further discussion with the clinician, it was identified
that Ms. H’s ultimate fear was that she would bring home
germs that would get her family members sick. She had two
teenage sons and thought how horrible it would be if they
had to spend a significant portion of their young lives in the
hospital. Worse yet, if they were to die in their teenage
years, they would be robbed of the majority of their lives.
Because an in vivo exposure could not readily be designed,
the clinician assisted Ms. H in creating an imaginal exposure
script for this feared event. Ms. H recorded a detailed story
of her sons contracting a mysterious illness and how Ms. H
may have been responsible for transmitting this illness to
her children. Ms. H then listened to this recording for the
remainder of the sessions. Ms. H also was instructed to lis-
ten to the recording for 1 hour every day between sessions.
With Ms. H’s consent, her husband and sons were
instructed not to provide any reassurance (e.g., “No, I don’t
feel like I have a fever today.”) to Ms. H between sessions.
Instead, family members would respond by saying, “It
sounds like you are looking for reassurance. We agreed that
giving you reassurance doesn’t help. How about we go for a
walk or watch television instead?”

Ms. H engaged in 20 sessions of CBT. She was adherent to
the between-session homework assignments, and her family
members refrained from accommodating behaviors. At the
end of the 20th session of treatment, her YBOCS score was 5
(indicating remission). Family members reported that Ms. H
appeared happier. Ms. H reported she indeed felt better and
had started attending college part-time. Ms. H agreed to con-
tinue the daily exposure sessions at home. Ms. H gradually
reduced the frequency of sessions with her clinician to once
every 3 months and was able to maintain remission of OCD.

ASSESSMENT OF OCD

Assessment of OCD begins with accurate diagnosis. The DSM-
5 diagnostic criteria for OCD is covered in the this issue of
Focus. Once the diagnosis of OCD has been made, the clinician

can begin to determine the
underlying behavioral con-
tingencies and maladaptive
cognitions in order to
develop a treatment plan.

To the outside observer,
the connection between the
obsessions and compulsions
may appear to be an unrea-
sonable appraisal of the
true likelihood of danger.
This unrealistic appraisal is
often the case, but need not
be present for the diagnosis

of OCD. The degree to which the appraisal of threat is recog-
nized by the patient as unreasonable is referred to as the
degree of insight possessed by the patient (which is one of the
newly included DSM-5 specifiers).

Regardless of the degree of insight, distorted cognitions
are held by patients with OCD and are a second focus of
treatment planning. Common cognitions may be “All coun-
tertops contain germs. If I touch them, I or my family will get
sick.” A major model of the cognitive process in OCD posits
that there are five dysfunctional assumptions held by patients
with OCD: thoughts are the same as actions, directly causing
harm is equivalent to failing to prevent harm, responsibility
is not attenuated by outside variables, desire for the feared
consequence to occur is equivalent to failure to perform a
compulsion, and thoughts must be controlled at all times (3).

After conceptualizing the above stimuli and associated
cognitions, the provider is encouraged to begin ERP concur-
rently while continuing to provide psychoeducation about
OCD (17). Cognitive restructuring can be used after ERP is
initiated, and techniques for this portion of therapy are pre-
sented later in this article.

Historically, ERP was believed to reduce OCD symptoms
via habituation.That is, through repeated exposure to a stimu-
lus, the stimulus would create less fear and desire to perform
a compulsion as the body physiologically adapted to the stim-
ulus. A newer theory, inhibitory learning, suggests that rather
than physiologically habituating to the stimulus, the patient
learns new nonthreat associations that compete with the pre-
viously conditioned threat associations (18, 19). The inhibitory
learning theory would posit that rather than “forgetting” old
information, patients learn new information that competes
with the previously held beliefs. Over time, the new informa-
tion outweighs the old information and the fear and the desire
to perform compulsions is reduced. The exact mechanisms by
which CBT-ERP operates remain unclear, and we hope that
future research will provide further insights.

TREATMENT OF ADULT OCD

Initial Measurement of Symptoms
The YBOCS checklist and severity rating (20, 21) is the gold
standard assessment used to fully characterize the form and

TABLE 2. Thought record

Stimulus Automatic thought Helpful alternative

Son sneezes “He must be getting sick.” “He could be getting sick. Rather than
think more about this, I’ll just have to
wait to see if any other symptoms
develop.”

Eating at a restaurant “I’m going to get my family sick.” “I could bring something home to my
family. I also have to live my life.”

Ms. H has a fever “I’ve got another serious infection” “It’s possible this is another serious
infection. It’s also possible that it could
go away in a day or two. Rather than
panic, I’ll do my exposure script and
see how I feel tomorrow.”
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severity of obsessions and compulsions. The YBOCS check-
list contains items to assess the presence of typical OCD
“themes” (e.g., contamination). The severity measure
assesses the frequency of obsessions and compulsions and
their level of interference with life activities. The severity is
typically measured on a 10-item, 0–4 scale, although longer
measures are available. Generally, patients endorse multiple
obsessions and compulsions. Measurements of depression
and anxiety can also be obtained, such as by using the Beck
Depression Inventory (22) or the Beck Anxiety Inventory
(23), because symptoms of depression and anxiety are often
comorbid with OCD. If desired, the Brown Assessment of
Beliefs Scale (24) can be used as a measure of insight. All of
these measures can also be completed periodically during
treatment to track patient progress.

Psychoeducation
Psychoeducation is the main intervention provided during
the first several psychotherapy sessions. Particular attention
is given to the diagnostic criteria for OCD, explanation of
the cognitive-behavioral model for the development and
maintenance of OCD symptoms, and the rationale for CBT-
ERP. Therapeutic interventions that will be used during ses-
sions are defined, and treatment goals are identified by the
patient. The role of family accommodation and expressed
emotion (discussed later in this article) can also be
discussed.

ERP
Exposure is more readily titrated than response prevention,
and it is recommended that a hierarchy of anxiety-
provoking stimuli be constructed within the first few ses-
sions of therapy. The exposure hierarchy is constructed by
asking the patient to identify and rank stimuli that provoke
obsessions. The patient provides a numerical value to indi-
cate the level of distress caused by each item on the hierar-
chy. These subjective ratings on units of distress are
typically on a scale of 1 to 10 or 1 to 100.

Exposure therapy is designed to prompt obsessions to
occur. Through prolonged exposure to anxiety-provoking
stimuli, and prevention of the associated compulsion, the
patient learns to tolerate increasing increments of distress
without engaging in compulsions. The therapist provides
instructions and encouragement, which are essential to help-
ing the patient resist performing compulsions (25). The ther-
apist can also provide alternative behaviors to engage in
when the patient desires to perform compulsions. For initial
exposures, it is recommended that the stimuli be strong
enough to induce obsessions and the desire to perform a
compulsion, yet weak enough that the patient is able to
refrain from or delay performing the associated compulsion.
Typically, the initial exposure corresponds to an item on the
exposure hierarchy with a subjective units of distress rating
of 4 on a 1–10 scale or 40 on a 1–100 scale.

Two forms of exposure may be used by the therapist
treating OCD: in vivo and imaginal. In vivo exposure

consists of real-life stimuli (e.g., touching a dirty counter-
top). In imaginal exposure, the patient composes a detailed
script that consists of feared stimuli and outcomes that
would occur if prevented from performing compulsions
(e.g., the patient falls ill and is hospitalized because of
touching the countertop). Imaginal exposure is useful in sit-
uations in which it is difficult or not advised to expose a
patient to some feared outcomes (e.g., aggressive, sexual
obsessions). Imaginal exposure can be used in combination
with in vivo exposure and has led to positive outcomes in
several studies (1).

Gradual exposure to the feared stimuli is preferred by
patients (26), and in our clinical experience, it would appear
that rapid exposure leads to no better response than gradual
exposure. “Flooding,” also called “implosion” therapy (27)
(these two terms are not synonymous, but the distinction is
not necessary for the purposes of this discussion), which is
rapid exposure to stimuli that are extremely high on the
subjective units of distress hierarchy, is often used in imagi-
nal exposure. Imaginal exposure need not involve flooding,
and the prudent therapist would be well advised to only
engage in flooding exercises when a great deal of motivation
and therapeutic rapport are present.

The frequency and number of ERP sessions for optimal
outcome are unclear (1). It is possible that individual patient
characteristics and aspects unique to each patient-therapist
relationship moderate optimum frequency and treatment
duration. Generally, treatment consisting of 90- to 120-
minute sessions once or twice per week, for a total of 12–20
sessions, is effective. However, protocols of varying intensity
have been used. In practice, the number, frequency, and
duration of sessions should be considered in light of the
patient’s availability, motivation, and degree of improvement
during the course of treatment. In our own clinic, we have
achieved excellent results with sessions in alternate weeks,
provided the patient engages in between-session exposure
exercises for homework.

Cognitive Restructuring
As discussed earlier, patients with OCD tend to hold mal-
adaptive beliefs. Foremost among these beliefs is some form
of “the world is a dangerous place.” Although more evi-
dence exists for ERP, cognitive restructuring to address mal-
adaptive beliefs may independently lead to additional
benefits (1).

The most direct method of addressing maladaptive cogni-
tions is through discussion before and after exposure exer-
cises. These cognitions are directly tested during the
exposure exercise, and after completion of the exposure,
patients are asked to rate the degree of belief in their mal-
adaptive cognition. The therapist should not aim for a goal
of complete disbelief in a strongly held maladaptive cogni-
tion early in the treatment, because this would be too
extreme of a change and is likely to lead to resistance from
the patient. In cases of strongly held maladaptive cognitions,
the therapist should have more modest aims of simply

VAN NOPPEN ET AL.

Focus Vol. 19, No. 4, Fall 2021 focus.psychiatryonline.org 433

http://focus.psychiatryonline.org


having the patient accept the existence of alternatives to the
feared outcome (28).

Between sessions, patients can practice testing their
thoughts when performing exposure exercises. The thought
record, a standard technique in cognitive therapy that
teaches patients to challenge their maladaptive thoughts
with more adaptive and helpful thoughts, can be a useful
exercise for this purpose. In its most basic form, a thought
record involves writing maladaptive cognitions in one col-
umn and more balanced, adaptive, and helpful thoughts in a
second column. This exercise forces patients to identify that
alternatives to their obsessional thinking exist, which in
itself reduces the degree of conviction of obsessions. In
more complex forms, the thought record involves rating the
degree of belief in obsessions, as well as the level of anxiety
or happiness, before and after alternative thoughts are
written.

Mental Compulsions
Attention needs to be paid to mental compulsions. Mental
compulsions are unspoken and occur internally in the mind
of the patient. Mental compulsions can take the form of
praying, repeating certain words or phrases, counting, analy-
sis of possible outcomes, and creating mental checklists in
one’s head. The treatment provider should inquire about the
presence of such compulsions, because they are internal and
may go otherwise unnoticed. Once identified, specific tech-
niques may be necessary to treat mental compulsions.
Although exposure follows the same procedure as previ-
ously described, response prevention involves blocking men-
tal compulsions by having the patient engage in a competing
mental process. For example, the competing mental process
can involve reciting poetry, planning dinner, or mentally
reviewing an exposure script. Although research examining
mental compulsions is somewhat limited, the efficacy of
CBT has been demonstrated (29).

Family Accommodation (FA) and Expressed Emotion
(EE)
Family responses, such as FA and EE (a reflection of the
emotional climate in the home) are gaining prominence in
the literature as possible mediators in the course of OCD
and its treatment. OCD rarely leaves family systems unaf-
fected and inexorably pulls relatives into the patient’s OCD
symptoms, resulting in declining family functioning. Ninety
percent of respondents indicated OCD symptoms interfered
in the individual’s functioning and resulted in burden for
other family members (1). FA seems to be pervasive for all
families experiencing a relative’s OCD.

FA. Family accommodation in OCD specifically refers to
family members’ behavioral responses to OCD, such as pro-
viding reassurance, participating in rituals, modifying per-
sonal and family routines, facilitating avoidance, and taking
on the patient’s responsibilities (30). Poor role definition,
lack of boundaries, and intrusiveness are characteristic in

families with a high degree of accommodation. Calvocoressi
and colleagues (30) reported that 88% of spouses and
parents made accommodations for the patient and that this
accommodation correlated significantly with patient symp-
tom severity and global functioning, family dysfunction, and
relatives’ stress. Accommodation to OCD symptoms may
seem benevolent, but when excessive, it contradicts
exposure-based therapy, perpetuating and reinforcing symp-
toms and increasing relatives’ feelings of distress (31).

In a synthesized review of FA (32), 69 relevant articles
from 2015 to 2018 cross referenced psychiatric disorders
with accommodation and other family-related terms. In
OCD and other disorders, such as anxiety, eating disorders,
autism, and PTSD, family accommodation has been associ-
ated with greater symptom severity, functional impairment,
and caregiver burden (33).

The only published measure for FA is the Family Accom-
modation Scale (FAS), validated in interview (30) and self-
rated (FAS-SR) (34) versions, and a patient-rated version
(FAS-PV) (35). Each version of the FAS measures the pres-
ence and level of accommodation for adult and pediatric
OCD populations (36). These three versions of the FAS
have been translated to .15 languages and are available in
the public domain at: https://publichealth.yale.edu/family
accommodationocd/.

Other versions of the FAS have been reported in the liter-
ature, although they have not been validated against this
“gold-standard.” The FAS-SR and FAS-PV are 19-item rela-
tive self-reports. These measures are easy to administer (and
may be administered to the OCD patient in the event a fam-
ily member is not available) and yield valuable clinical infor-
mation that can be useful to target in reducing FA. Most
OCD patients are unaware that FA interferes with ERP
treatment and administering the FAS-PV can provide this
psychoeducation. During the past 3 decades, the concept of
FA has received exponentially growing attention, and repli-
cated studies have identified FA as one of the most robust
predictors of OCD treatment outcome for adults, children,
and adolescents (32).

In response to a questionnaire that assessed relatives’
motives for and beliefs regarding accommodation, 65% of
relatives reported that their accommodation behaviors were
attempts to attenuate patient distress or anger, and 63%
reported that their behaviors were designed to decrease the
time spent on compulsions and/or rituals by the patient
(37). Providing reassurance has consistently been the most
commonly reported type of FA (30, 38). Reassurance seeking
is often unrecognized as an OCD compulsion by patients
and relatives (and clinicians), yet this behavior can be quite
severe in frequency, time consuming, impairing, and defi-
nitely annoying.

What drives accommodation is not clearly understood
and, even though relatives are distressed and know it is not
productive, they still try to “help.” High levels of FA have
been associated with higher perceived burden by relatives
(39). Some anxious relatives, who have OCD traits
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themselves, may find that witnessing a loved one struggling
during exposure-based treatment leads to feeling overly
empathic, resulting in FA to attenuate their own distress
(40).

In a path-analytic model, Van Noppen and Steketee (41)
found that FA made the largest contribution to predicting
OCD symptom severity, greater than any other family varia-
bles. FA has been consistently indicated as positively corre-
lated with OCD symptom severity and response to
treatment (1, 36, 42). To fully understand the relationship
between FA, OCD severity, response to treatment, and other
mediators, more investigation into the directionality of this
relationship is required.

EE. Expressed emotion (criticism, hostility, and emotional
overinvolvement) is a multidimensional construct recog-
nized as a robust factor for reliably mediating course or
relapse in psychiatric illnesses (43, 44). EE seems to reflect
the emotional quality of interactions that occur between rel-
atives and a psychiatric patient, thereby linking family reac-
tions to patient functioning. There are clear implications for
how relatives’ emotional responses to OCD affect the course
of the disorder (31).

Chambless and Steketee’s work (45) indicates the poten-
tial benefit of analyzing the components of criticism, hostil-
ity, and emotional overinvolvement separately. By
investigating the relationship of EE to behavioral therapy
outcome for OCD, with analyses controlled for all other EE
variables, Chambless and Steketee found that relatives’ hos-
tility placed a patient at six times the risk for premature
drop out from therapy. Contrary to expectation, nonhostile,
critical, comments were predictive of significantly better
behavior therapy outcomes. When delivered without hostil-
ity toward the person as a whole, nonhostile criticism may
be motivating for OCD patients who use avoidance to neu-
tralize anxiety. Such a response from relatives may reinforce
exposure-based behavior therapy (31).

Chambless and Steketee (45) also found that high per-
ceived criticism (as rated by the Perceived Criticism Mea-
sure [PCM]) (44) is a strong predictor of poorer treatment
outcome for OCD. Despite objective ratings of hostile criti-
cism, adult OCD patients who perceive relatives as rejecting
and negative experience more anxiety. It might be that
some people are more sensitive to perceiving critical and/or
hostile comments from relatives and have strong emotional
reactions to that. In addition to ERP, CBT cognitive restruc-
turing methods could improve outcomes by reducing the
perception of criticism and hostility.

Chambless and Steketee (45) concluded that family-based
interventions to reduce EE, or the anxious patient’s
response to EE (perceived criticism), may improve treat-
ment outcome and, thereby, patient functioning. A family-
based approach to treatment underscores that OCD is
embedded in a family context, highlighting the important
dynamic between relative’s perceptions of and responses to
OCD and the patient’s anxiety and level of functioning.

Studies on FA and EE indicate that these family phenomena
have gained attention as predictors of outcome and can be
targeted foci of family-based treatment.

Family- and Couple-Based Interventions
Family members are often excluded from individually based
CBT, yet because FA and EE are moderators for treatment
outcome, the importance of developing family-based treat-
ment is gaining recognition. Including family to target
changing these responses could further improve symptom
reduction and durability and decrease drop-out rates. In a
recent publication, Stewart et al. (46) conducted a meta-
analysis of family- and couple-integrated CBT for OCD.
They reviewed 15 studies (16 independent samples) and
reported that these family treatments improved patients’
OCD symptoms, depression, anxiety, and functional impair-
ment. In addition, there was subjective reported improve-
ment by family members and patients regarding relationship
satisfaction, family members’ mental health, and reduction
in antagonism (EE) and accommodation.

Family-based interventions for OCD have been more rig-
orously investigated in pediatric samples (see below),
although there are reports of such interventions for the
treatment of adults that date back to more than 4 decades
ago. Lebowitz et al. (36) searched PubMed and PsycINFO
for studies on OCD and family-related terms between 1967
and 2011 and identified 641 articles.

Clearly, the importance of family in the course of the dis-
order and treatment has been recognized, although there
has been a lack controlled studies. Marks and colleagues
(47) were the first to recognize the benefits of including
family in the treatment, initiating a monthly open-ended
educational and support group for family members of inpa-
tients with OCD.

Several studies have examined family psychoeducational
groups for the treatment of OCD. They all reported on the
additional benefits of including family members in the treat-
ment. In particular, patients with family members who acted
as cotherapists at home to support ERP and decrease family
involvement in rituals experienced greater reduction in anx-
iety and improved social and occupational functioning. Mul-
tifamily behavioral treatment, consisting of psychoeducation,
family contracting, in vivo ERP, and communication skills
training, has also been shown to improve symptoms. Similar
interventions have been found effective for couples (1).

Because the protocols for family-based treatments have
differed across studies, we cannot compare or draw conclu-
sions about which family-based approach might be better
than another. Development of specific interventions (family
behavioral contracts) for different types of family responses
(EE, FA) that can be tested in a controlled way across various
sites would further application of any truly evidence-based
family treatment. If we better understand what drives FA,
interventions designed to target those factors could be devel-
oped. There is a clear need to test one model of family-based
treatment in a large randomized controlled trial (RCT).
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Despite this limitation, a recent meta-analysis (46) exam-
ined whether family-integrated treatment is effective for
OCD among adults and considered possible moderators of
treatment outcome. Fifteen studies were reviewed (16 inde-
pendent samples). Interestingly, family-integrated treatment
outperformed individual ERP in reduction of OCD and
depression symptoms and accommodation and improved
patient functioning. OCD symptom improvement was not
moderated by any of the examined moderators, particularly
patient session length or dosage of family involvement.
Therefore, family-based treatment, by educating about OCD
and training family members to support the patient’s ERP
behavior, holds great promise and potentially more durabil-
ity of OCD symptom reduction.

Patient-Only Group Behavioral Therapy
CBT delivered in a group modality allows for efficient use of
therapist time and potential cost containment. Several stud-
ies and meta-analyses have found group behavioral therapy
effective and suggest that retention rates may be higher in
the group format. Group behavioral therapy has produced
results comparable to those of individual behavioral therapy
and may produce better outcomes for some patients with
difficult-to-treat conditions (1).

PEDIATRIC OCD

OCD is estimated to affect approximately 1%23% of chil-
dren and adolescents, with approximately 50% diagnosed
before age 15. According to research, 80% of adult OCD
cases have their onset during childhood. The mean age of
onset of pediatric OCD ranges from 7.5 to 12.5 years, with an
average of 2.5 years between age at onset and treatment. A
higher genetic risk of developing pediatric-onset OCD
(increased 10 times among first-degree relatives) compared
with adult onset (increased two times) is seen. Some etiolog-
ical evidence indicates a neurodevelopmental perspective,
suggesting that early-onset OCD may reflect a specific sub-
type versus adult-onset OCD (1). Westwell-Roper and Stew-
art (48) provide an updated review of the etiology and
pathogenesis (including pathophysiology, genetics, immune,
and environmental factors) for pediatric OCD. Additionally,
a section on pediatric acute-onset neuropsychiatric syn-
drome (PANS) is included.

PANS refers to a subgroup of children who experience
OCD symptoms because of an infectious trigger, environ-
mental factors, or other possible triggers (e.g., metabolic dis-
orders) that affect the immune system and result in
inflammation of the child’s brain. Because of this inflamma-
tion, a sudden onset of severe OCD symptoms or severely
restricted food intake occurs that does not follow the typi-
cal, more gradual onset of OCD symptoms seen in pediatric
OCD. In addition, neuropsychiatric symptoms, such as anxi-
ety, mood disruptions, irritability, frequent urination, aca-
demic regressions, and more may be present. The interested
reader is referred to Chang et al. (49) for a consensus

statement (derived from the First PANS Consensus Confer-
ence) on clinically distinct PANS criteria and for expert rec-
ommendations on evaluating PANS. These experts outlined
the core components of a thorough diagnostic evaluation of
suspected PANS cases.

Children with OCD have obsessions and compulsions
similar to adults; however, the content differs, as it is more
developmentally appropriate. The most common obsessions
for children and/or teens are contamination, sexual and
somatic obsessions, and excessive scruples or guilt; and the
most common compulsions are washing, repeating, check-
ing, and ordering. In addition, young people with OCD may
manifest compulsions without distinct or clearly defined
obsessions. Early intervention in pediatric OCD is important,
because without proper treatment, there is greater likeli-
hood of developing adult mental health issues and lower
overall functioning (1).

DSM-5 diagnostic criteria (50) specify that young persons
are not required to have insight into the excessive or unrea-
sonable nature of their symptoms. Compared with adults,
children tend to have less insight in seeing their obsessions
and compulsions as irrational, although a range of insight
has been seen. Studies in adult-onset OCD suggest an associ-
ation between insight and both OCD symptom severity and
outcomes. Among youths, poor insight predicted greater FA
and severity of symptoms and was associated with dimin-
ished CBT response (1). Selles et al. (51), with data from six
international pediatric OCD programs, provide support for
the finding that lower levels of insight are associated with
increased OCD severity (i.e., increased distress and avoid-
ance and decreased symptom resistance). However, it is pos-
sible that OCD severity contributes to poorer insight,
suggesting the need for more systematic research to under-
stand the nature of these relationships.

Prior to a diagnosis of OCD, a structured, systematic
assessment, including family, developmental, and medical
history; diagnostic interviews; and a functional analysis with
information on the severity and duration of OCD symptoms,
is obtained. Common psychological assessment tools for
pediatric OCD include the Children’s Yale-Brown Obsessive-
Compulsive Scale (CY-BOCS) (52), the child version of the
Obsessive–Compulsive Inventory (53), and the Children's
Florida Obsessive–Compulsive Inventory (54). Johnco and
Storch (55) provide a review of clinical and self-report
assessment measures.

Pediatric OCD typically has a chronic and fluctuating
course, is associated with impaired social and family func-
tioning and academic difficulties, and influences child devel-
opment, resulting in reduced quality of life. Thus, a review
of the functional consequences of OCD symptoms in home,
school, and social environments is needed. Storch and col-
leagues (56) found that quality of life is inversely related to
OCD symptom severity and impairment. Storch and
other colleagues (57) found that greater rates of peer victim-
ization among youths with OCD were positively related
to loneliness, child-reported depression, parent-reported
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internalizing and externalizing symptoms of children, and
clinician-rated OCD severity. In a pilot study, Negreiros et al.
(58) evaluated academic skills among youths with OCD
compared with healthy control children. The authors identi-
fied significantly higher deficits in mathematical skills
among the children with OCD, with no differences in read-
ing or spelling, and without association with symptom
severity. These preliminary findings suggest the importance
of considering psychoeducational assessments if there is a
history of academic difficulties.

TREATMENT OF PEDIATRIC OCD

Similar to adult OCD, CBT is effective and the treatment of
choice for pediatric OCD, even for children as young as age
3. Studies demonstrating positive benefit from CBT for pedi-
atric OCD often include components of psychoeducation,
cognitive strategies, and ERP. In a thorough review of
evidence-based treatment for pediatric OCD, Grebe et al.
(59) conclude that meta-analytic results suggest CBT as the
first line of treatment for youths with OCD, including multi-
component programs containing ERP (60–63).

According to clinical guidelines (64), combined CBT and
SSRI treatment is recommended for moderate-to-severe
cases of pediatric OCD, whereas CBT alone is recommended
for children with mild-to-moderate OCD severity. However,
in a thorough meta-analysis, Ost et al. (61) (N542 studies)
found large treatment response rates for combination (SSRI
and CBT) treatment, although this treatment was not more
effective than CBT alone, irrespective of initial severity lev-
els. In comparisons of treatment response rates, CBT alone
had higher response rates (70%) compared with SSRIs alone
(49%), and both had higher rates than placebo (29%) and
the waitlist control condition (13%). With respect to remis-
sion rates, Ost et al. found that CBT alone (53%) was more
effective than SSRI treatment alone (24%). A second meta-
analysis (65) also found no differences between combined
treatment and CBT alone. A recent meta-analysis by Uhre
and colleagues (66) found comparable effects on remission
with CBT and pharmacologic agents. Inconsistencies across
these meta-analyses may be accounted for by differences
between studies, including methodological differences (e.g.,
in comparison groups, such as placebo or waitlist). As noted
by Grebe et al. (59), further research is needed to examine
the comparative efficacy of combined treatment versus CBT
or SSRIs alone, particularly whether there are identifiable
variables that may help determine when CBT plus SSRI
would be beneficial.

There is ample evidence (1) that CBT is an efficacious
treatment for pediatric OCD, and that the full CBT protocol
is more effective than simply giving instructions on CBT,
relaxation strategies, or a waitlist control condition. Further
research (61, 66, 67) has supported and extended the finding
that CBT is the treatment of choice, with respect to its effi-
cacy, safety, and response durability, for children and adoles-
cents with OCD.

Torp and colleagues’ (68) findings, in the Nordic Long-
Term Obsessive-Compulsive Disorder Treatment Study
(NordLOTS), suggest that manual-guided CBT can be
applied effectively in community child and adolescent men-
tal health clinics. Evidence of the robustness and durability
of CBT effects for patients who respond to treatment has
been seen in multiple follow-up studies. With this same
sample, Højgaard et al. (69) found that at 12 months post-
treatment, 78% of participants were in remission (i.e., had
CY-BOCS total scores #10), whereas 92% had responded to
the treatment (i.e., had CY-BOCS total scores#15). Further
treatment gains were found in a 3-year follow-up of the
NordLOTS (70).

Skarphedinsson and colleagues (71) randomly assigned the
initial nonresponders of the NordLOTS sample to receive
extended treatment with continued CBT or pharmacotherapy
with sertraline. They found no difference at posttreatment for
the CBT or medication groups. Melin and colleagues (70)
studied the long-term durability of this sample by following
patients for 3 years posttreatment. They found a significant
decrease in CY-BOCS total score from baseline to the 3-year
follow-up, with a mean decrease of 5.9 points from posttreat-
ment to the 3-year follow-up. Ninety percent of participants
were rated as responders and 73% as in remission after 3 years
of follow-up. Overall, these results suggest that evidence-based
treatment for pediatric OCD has long-term positive effects.

Kircanski and Peris (72), in a pilot RCT, found that the
greater the variability of distress during ERP, and when
more than one OCD symptom is targeted, the better the
treatment outcomes—supporting ERP as the core ingredient
of CBT. Despite the effectiveness of ERP, it is underused by
clinicians. Common barriers to the use of ERP are therapist-
related factors (e.g., level of training and negative beliefs
about safety, patient tolerance, and ethicality) and OCD
symptoms (hoarding and “taboo” obsessions), suggesting the
need to target these areas when training therapists (73). In
an effort to address the lack of clinicians effectively trained
in pediatric OCD treatment, Piacentini et al. (74) developed
competency standards recommended for clinicians deliver-
ing CBT for pediatric OCD.

Grebe et al. (59) discussed how therapists can use treat-
ment exercises with children to gain further information
about their obsessions and rituals. For example, asking the
child “What are you thinking?” when triggered during ERP
may help identify the fear and connect it to the feeling of
distress. Other considerations in children are a present ori-
entation that makes future symptom relief less motivating,
low frustration tolerance, lower attention sustainability, and
poor coping abilities. Child-specific CBT that uses age-
appropriate metaphors when providing psychoeducation
and therapy (e.g., false alarms, bossing back OCD, naming
OCD, use of fear thermometers) and incentive programs
help address these challenges. Tompkins et al. (75) describes
evidence-based CBT treatment adapted for pediatric OCD,
including diagnoses, case conceptualization, and treatment
planning.
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Family Factors
Family factors that may predict or moderate youths’ symp-
tom improvement during treatment have been extensively
studied. In a meta-analysis with 37 studies, McGrath and
Abbott (76) examined the effect of family-based interven-
tions on OCD symptoms and family factor outcomes for
pediatric OCD. Their findings add further support to prelim-
inary results in the literature that specific family factors,
such as family cohesion, conflict, and parental blame of the
youth, may affect response to treatment for youngsters with
OCD (77). In general, family accommodation, negative fam-
ily dynamics, higher conflict, poor cohesion, and parental
blame predict poorer treatment outcome (1, 78).

FA. Another family factor that affects treatment outcome is
family accommodation (FA). As with adults, FA is a salient
feature of pediatric OCD. Studies report high levels of
accommodating behaviors by family members of children
with OCD, with a large percentage of families (60%296% of
family members) engaging in either modifying family rou-
tines or participating in a youth’s rituals (1). In a study by
Lebowitz et al. (79), FA was found to be highly prevalent in
both pediatric anxiety disorders and OCD, with no signifi-
cant group differences in levels of participation, modifica-
tion, or total accommodation. The importance of this
concept is evident by the interest in FA and its impact on
treatment as outlined below.

The most common FAs consist of providing reassurance,
participating in rituals, and assisting in avoidance of feared
situations or objects (80). OCD symptom severity, functional
impairment, children’s internalizing and externalizing symp-
toms, and parental psychopathology (maternal depression
and anxiety) have been associated with FA of children with
OCD (35, 78). FA is associated with increased OCD symp-
tom severity because it causes greater family dysfunction
and negative dynamics and has an impact on family life. As
well, higher levels of FA, low insight, and OCD symptom
severity have been linked to poorer in-session compliance
and willingness to participate in treatment (1).

Higher levels of accommodation are related to poorer
treatment outcome, irrespective of treatment modality (CBT
or medication) (62, 81). Peris and colleagues (77) found that
reductions in FA may account for changes in clinical symp-
toms of youths with OCD in families with poor functioning.
In contrast, Torp et al. (68), in examining the NordLOTS
data, found no relationship between FA and outcome; how-
ever, the high amount of family involvement in that study
may have positively influenced the family environment and
inadvertently addressed the FA. In a large (N541 studies)
meta-analysis, Wu et al. (62) found a medium-sized correla-
tion between FA and OCD symptom severity (consistent
with the effect size found by Strauss et al.) (82), suggesting
that increased OCD symptoms are associated with higher
levels of accommodating behaviors. Monzani et al.’s (83)
post hoc analyses supported this relationship in a study of
maternal and paternal FA behaviors. For an in-depth review

of FA (up until 2015), the interested reader is referred to
Lebowitz et al. (81)

Storch et al. (80) found that FA mediated the relationship
between OCD symptom severity and parent-rated child
functional impairment and that children reported greater
impairment in school when families accommodated their
symptoms. Stewart et al. (84), in a multisite study, found
that FA predicted family impairment. They found that 50%
of mothers, 30% of fathers, and 70% of youths reported
daily impacts on their functioning in occupation and/or
school and feelings of frustration-anger and stress-anxiety.
These results are consistent with higher levels of distress
associated with the need to accommodate in a study com-
paring youths with pediatric anxiety and OCD to those
without the conditions (79).

Children’s comorbid internalizing and externalizing
symptoms have been found to predict negative outcomes for
CBT treatment (68), possibly because of parental accommo-
dation of the child’s OCD symptoms. In studies of FA among
pediatric samples, comorbid anxiety disorders moderated
the relationship between OCD symptom severity and FA
(78) as well as the relationship between parent anxiety and
FA (85). Family accommodation has been associated with
increased parental anxiety symptoms as well as with treat-
ment outcomes among children (78, 81). In a recent study,
Monzani et al. (83) found a relationship between FA and
youth emotional and behavioral difficulties as well as paren-
tal anxiety and distress, regardless of whether it was the
mother or father accommodating. Also, when both parents
displayed FA, OCD severity, functional impairment, child
emotional and behavioral difficulties, and parent psychopa-
thology were higher compared with when either one parent
or neither parent made accommodations.

In addition, family cohesion and externalizing symptoms
predicted FA (78), often because coercive or disruptive
behaviors contribute to increased levels of FA (36). External-
izing symptoms and emotional dysregulation (e.g., rage)
among youths with OCD are associated with higher levels
of family accommodation. In a recent study, McKenzie et al.
(86) found that parental report of children's emotional labil-
ity was significantly and positively correlated with children’s
externalizing symptoms and family accommodation. These
results support the idea that parents seem more likely to
give in to accommodating behaviors in the presence of the
youth’s emotional dysregulation. To resist giving in and
accommodating a child’s OCD, the parent or family member
needs to be able to tolerate the child’s distress. In the Pedi-
atric Obsessive-Compulsive Disorder Treatment Study
(POTS) for Young Children sample, Selles et al. (87) found
preliminary evidence that child and parent distress tolerance
significantly improved with treatment. Interestingly, fathers’
baseline distress tolerance was significantly related to symp-
tom improvement, suggesting the importance of studying
paternal FA.

In a large (N5209) quantitative study, Monzani et al.
(83) compared maternal and paternal FA and how FA
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affected children’s OCD symptoms and treatment. Consis-
tent with prior research, both mothers and fathers accom-
modate their child’s OCD symptoms with high daily
frequency (55%).

FA interferes with treatment goals of CBT and ERP by
reinforcing the fear and avoidance behaviors, thus FA is an
important focus for intervention. Lebowitz et al. (88) dem-
onstrated the effectiveness of addressing FA in a comparison
of CBT with their 10- to 12-week parent-only intervention
for childhood anxiety and OCD (Supportive Parenting for
Anxious Childhood Emotions [(SPACE]). Seven-to-14-year-
olds were randomly assigned to either SPACE (with no
direct child-therapist contact) or CBT (with no parent treat-
ment). Regardless of treatment modality, FA and parenting
stress were significantly reduced; however, there was a sig-
nificantly greater FA reduction following SPACE compared
with CBT. These results suggest parental change alone can
reduce child OCD and anxiety and may be effective in situa-
tions where children refuse treatment. Further RCTs inves-
tigating this program’s effectiveness on pediatric OCD are
warranted.

EE. Expressed emotion (EE) by family members influences
symptom severity and treatment outcome of the patient.
Parents who respond with criticism, blame and/or hostility,
or emotional overinvolvement may create environments that
exacerbate symptoms and result in negative parent-child
interactions. As with adults with OCD, EE predicts poorer
treatment outcome for children with OCD and is prevalent
among parents of children with OCD (89). Research under-
scores the impact that conflict, blame, and low levels of sup-
port or cohesion at home may have on treatment response,
suggesting the importance of targeting EE when working
with families.

Family-Based CBT
A growing interest in the inclusion of family members is
seen in the literature on pediatric OCD treatment. Family-
focused CBT (CBFT) involves a structured parental compo-
nent that often includes parent involvement in treatment
sessions to help train and educate parents how to imple-
ment ERP and manage their children’s OCD symptoms.
Studies have shown some benefit to this approach. However,
the level and nature of parental involvement in treatment
have varied across studies (1).

Meta-analyses of CBFTefficacy have shown mixed results.
Meta-analytic reviews have found that CBFT effectively
reduces obsessive-compulsive symptoms (90) and that paren-
tal involvement reduces symptom severity (64). A contradic-
tory meta-analysis by McGrath and Abbot (76) examined the
effect of CBFT on pediatric OCD symptom and family factor
outcomes. They found that the number of family factors tar-
geted in treatment significantly moderated posttreatment
outcomes on measures of FA but not OCD symptom severity.
This conflicting result may have been due to several studies
that lacked FA pre- and posttreatment measures.

According to the American Academy of Child and Ado-
lescent Psychiatry Committee on Quality Issues (64), the
standard of care with young children is CBFT—significant
family involvement and training with less focus on cognitive
therapy. Freeman and Garcia (91) developed an intervention
for early childhood OCD to address FA. Across 14 weeks,
both children and parent-directed work occurs, such that
children learn tools to manage and reduce their OCD symp-
toms, and parents learn about FA and strategies to improve
family functioning by addressing FA. In a RCT (N542) with
young children with OCD, Freeman et al. (92) found that a
12-week protocol of CBFT was significantly more effective
than relaxation training for the children who finished treat-
ment, although no difference in remission rates was found
between the two modalities. Freeman et al. (93), in a multi-
site RCT, found that CBFT was significantly more effective
than relaxation therapy for children ages 5–8 with OCD.
Consistent with these results, Lewin et al. (94), in a pilot
RCT, found that children as young as age 3 responded better
to treatment with family-based ERP (65%) compared with
treatment as usual as outlined by their providers (7%).

In a preliminary study, Rosa-Alc�azar et al. (95) compared
the effectiveness of parent-only therapy (PT) versus CBFT
(child and parent) for 4-to-8-year-olds with OCD. They
found no differences between PT or CBFT with respect to
remission (CY-BOCS#12); both were high (50%258.8%) at
posttreatment and follow-up. In addition, no significant
group differences were observed in improvement of global
functioning, family accommodation, or internalizing and
externalizing. In a RCT (N544) with young children, Rosa-
Alc�azar et al. (96) found no differences in clinical improve-
ments when comparing CBFT (both parents and child) ver-
sus CBFT (mother and child) and PT (mother alone).
However, even in cases of high FA, including more family
members was the most efficient, and better results were
seen when the child was included directly in treatment.

These results are similar to those observed in previous
studies (93, 94) examining CBFT for OCD in very young chil-
dren. Slight variations in remission rates across studies may
be explained by the differing durations of OCD symptoms.
The positive finding for a parent-only intervention was simi-
lar to that of Lebowitz and Omer (97), although direct com-
parisons cannot be made because the SPACE program
differed in its application. Overall, these results provide pre-
liminary support of the acceptability of parent-only interven-
tions for young children; however, further investigation with
more RCTs, larger sample sizes, and accounting for therapist
variables is needed. There is a strong evidence base for both
traditional CBTand CBFTmodalities (61, 62, 90).

Intensive CBFT Programs
Research has extended the efficacy of CBFT to intensive
programs (an alternative for treatment-resistant OCD or for
those who do not have access to local CBT providers). These
programs range from delivery of a similar number of ther-
apy hours in a limited number of sessions to full residential
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programs. The majority of studies have found benefit to
treatment (1). In contrast, Riise and colleagues (98) found
that neither symptom severity nor FA predicted posttreat-
ment outcome for 63 adolescents participating in the inten-
sive Bergen 4-day treatment. However, there were large
within-group effect sizes on both CY-BOCS and FA meas-
ures from pre- to posttreatment and from pretreatment to
follow-up.

Positive results have been found for longer intensive pro-
grams (e.g., residential programs) that use multimodal indi-
vidual and group treatment approaches emphasizing ERP
(99). In a cost-effectiveness analysis, Gregory et al. (100)
compared OCD-specific intensive outpatient programs to
partial hospitalization programs and found that intensive
outpatient programming was the most cost-effective in
terms of CY-BOCS pre- to posttreatment change. Overall,
these open-label trials have provided evidence that higher
intensity multimodal therapy is a possible effective alterna-
tive, especially for pediatric OCD that is not responding to
traditional outpatient formats. However, more research with
active comparison groups is needed to fully determine the
efficacy of the higher-intensity format.

Group-Based CBT for Children
Another area of promising research in pediatric OCD treat-
ment is group-based treatment. Several studies have found
efficacy for group-based treatment in reducing OCD symp-
toms (1). In contrast, Fatori et al. (101), in a 7–9-year follow-
up of group CBT, found neither treatment predicted OCD
symptoms at follow-up. A meta-analysis (90) found better
efficacy for CBFT when applied in an individual rather than
a group format.

To address the discrepancies seen between the level of
parental involvement in group and individual CBFT, Selles
et al. (102) used a group CBFT protocol with extensive
parental involvement. In a 12-week open-label controlled
study (N585), they found further support for the effective-
ness of Group Family-CBT, with 56% of participants classi-
fied as responding to treatment and 38% classified as in
remission. In addition, significant improvements in a wide
range of domains (e.g., FA, family functioning, disruptive
behaviors) beyond OCD symptom severity were observed.
Another study (103) found similar results.

There is also evidence to support intensive outpatient
group treatment for pediatric OCD. Whiteside et al. (104)
found favorable results in an intensive group protocol that
required fewer sessions and 36% fewer therapist-hours per
patient than the individually administered protocol. Riise and
colleagues (105) studied the efficacy of concentrated expo-
sure delivery for adolescents with OCD in a group format. In
this open-label trial, 22 youths, ages 11 to 17, received concen-
trated ERP for approximately 12 hours over 4 consecutive
days. The youths had significant reduction in OCD symptoms
and functional impairment, and 91% were classified as res-
ponders. Sperling et al. (103) shifted the focus of treatment
outcome from remission to improvement in functioning.

They found significant improvement in functioning (as
endorsed by the parents and children) of youths (N5212)
who were diagnosed with either OCD or anxiety disorders in
an intensive outpatient group-based treatment program.

An evidence-based update by Freeman and colleagues
(106) regarding effective treatment for pediatric OCD found
support for CBT as an effective and appropriate first-line
treatment for youths with OCD. Twenty-nine RCTs were
included in the Freeman et al. update. Despite advances in
open-label trials, the Freeman et al. criteria suggest GF-CBT
and group CBT remain “possibly efficacious” treatments
and that more RCT studies are warranted.

Exposure-based CBT is an efficacious intervention for chil-
dren and adolescents with OCD and this result has been sup-
ported in literature reviews and meta-analyses. As mentioned
in our previous review (1), FA and EE (i.e., a reflection of the
emotional climate in the home) are prevalent in pediatric
OCD and affect symptom severity, treatment outcomes, and
functional impairment. The impact of these two constructs is
evident in the increase in family-focused approaches used in
treating youths with OCD, and research increasingly supports
the effectiveness of this approach. In this updated review,
more methodologically rigorous RCT designs in CBFT were
included, but further research directly comparing the effec-
tiveness of various treatment modalities (e.g., group, intensive,
inpatient) for pediatric OCD is needed to allow exposure-
based CBT to be more accessible to youths and families.

CONCLUSIONS

In summary, CBT with an emphasis on ERP is a robust and
effective treatment of OCD with or without medication.
Some individuals benefit from combined treatment. To
speed treatment response or to treat treatment-resistant
patients, it may be necessary to consider combined treat-
ment with medication or the use of techniques to enhance
the efficacy of CBT-ERP. FA and EE are important topics
for the clinician to be aware of in pediatric and adult popu-
lations, and evidence suggests that attention to these topics
results in improvement of OCD symptoms. It is clear from
the ongoing clinical research that family responses (EE and
FA) to people with OCD, whether pediatric or adult, clearly
impact the course of the disorder as well as response to
ERP. The development of a robust family informed ERP
package that could be tested for efficacy and longitudinal
outcome would be a great contribution to the field.

AUTHOR AND ARTICLE INFORMATION

Department of Psychiatry and Behavioral Sciences, Keck School of
Medicine, University of Southern California, Los Angeles (Van Noppen);
private practice, Los Angeles (Sassano-Higgins, Appasani); OCD and
Anxiety Psychological Services, Calgary, Alberta, Canada (Sapp). Send
correspondence to Dr. Van Noppen (vannoppe@med.usc.edu).

Dr. Appasani is an equity holder and advisor at PYM Health, Inc. The
other authors report no financial relationships with commercial
interests.

COGNITIVE-BEHAVIORAL THERAPY FOR OBSESSIVE-COMPULSIVE DISORDER

440 focus.psychiatryonline.org Focus Vol. 19, No. 4, Fall 2021

mailto:vannoppe@med.usc.edu
http://focus.psychiatryonline.org


This article is an update of an article previously published in Focus (Sas-
sano-Higgins S, Sapp F, Van Noppen B: Cognitive-behavioral therapy
for obsessive-compulsive disorder. Focus 2015; 13:148–161).
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