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Introduction

Objectives: To summarize evidence-based cognitive-behavioral therapy (CBT) treatment and
propose clinical interventions for adult patients with obsessive-compulsive disorder (OCD).
Methods: The literature on CBT interventions for adult OCD, including BT and exposure and response
prevention, was systematically reviewed to develop updated clinical guidelines for clinicians, providing
comprehensive details about the necessary procedures for the CBT protocol. We searched the
literature from 2013-2020 in five databases (PubMed, Cochrane, Embase, PsycINFO, and Lilacs)
regarding study design, primary outcome measures, publication type, and language. Selected articles
were assessed for quality with validated tools. Treatment recommendations were classified according
to levels of evidence developed by the American College of Cardiology and the American Heart
Association.

Results: We examined 44 new studies used to update the 2013 American Psychiatric Association
guidelines. High-quality evidence supports CBT with exposure and response prevention techniques as
a first-line treatment for OCD. Protocols for Internet-delivered CBT have also proven efficacious for
adults with OCD.

Conclusion: High-quality scientific evidence supports the use of CBT with exposure and response
prevention to treat adults with OCD.

Keywords: Obsessive-compulsive disorder; practice guideline;
exposure and response prevention; systematic review

cognitive-behavioral therapy;

behaviors (compulsions).

OCD is a leading cause of

Obsessive-compulsive disorder (OCD) is a common
mental health condition marked by intrusive and disturb-
ing thoughts (obsessions) and their associated repetitive
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disability worldwide.'® According to the National Comor-
bidity Survey Replication, the lifetime prevalence of OCD
is 2.3% and the 12-month prevalence is 0.7%.2 Andrade
et al.* reported that the 1- and 12-month prevalences of
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OCD were 0.3% in Sao Paulo (Brazil). If untreated, OCD
usually follows a chronic waxing and waning pattern,
with only 5 to 10% of patients achieving spontaneous
remission.>® Some patients with OCD are resistant to
conventional treatment.” OCD is currently recognized as
a common, highly disabling, and potentially treatable
early-onset brain disorder.®

The first-line treatment for OCD is selective serotonin
reuptake inhibitors (SSRIs) in association with cognitive-
behavioral therapy (CBT).%'® The efficacy of CBT for
OCD is well recognized.® However, despite the efficacy of
these evidence-based treatments, almost half of patients
with OCD do not respond adequately to them.''2 Thus,
clinical guidelines based on high-quality evidence are
necessary for clinicians and must be updated regularly.

The most effective treatment for OCD consists of CBT
involving exposure and response prevention (ERP) and
cognitive therapy.'® During ERP, patients are exposed to
their feared stimuli while practicing “not” performing their
customary compulsions. CBT is then aimed at training
patients to deal with their obsessions in more appropriate
ways.

Inspired by Mowrer’s two-factor theory, Meyer'* devel-
oped a seminal version of what would later be called ERP.
The procedure is characterized by: 1) identifying, in
partnership with the patient, elements that promote
obsessions and compulsions and organizing them into a
hierarchy of discomfort; 2) facing such scenarios; and
3) suppressing responses that reinforce such elements.
As summarized by Hezel & Simpson,'®> ERP must be
tailor-made and can be structured in a variety of ways
(e.g., respecting the hierarchy, intensively, in vivo or
through imagined exposure, in a health care center or
not). Regarding its mechanisms of action, until the 2000s,
it was believed that the efficacy of ERP was due to its
ability to break historically established conditional rela-
tionships (extinction paradigm). However, Craske et al.'®
showed that when patients are exposed to feared stimuli
and invited to refrain from avoidant tendencies, they learn
alternative ways to relate to events that inhibit compul-
sions (inhibitory learning paradigm). ERP is considered
the psychological treatment of choice for OCD."”
Although OCD symptoms are diverse, this technique
can be applied to any type of symptom, including different
symptom dimensions. Given the heterogeneity of the
condition, clinicians would benefit from a systematic set of
guidelines derived from the CBT literature that support
the delivery of ERP and CT in a wide range of clinical
settings.'®

This is the second in a series of four articles on the
most frequent treatments for adults with OCD (pharma-
cotherapy, psychotherapy, neuromodulation, and neuro-
surgery). The first provided the most up-to-date clinical
guidelines on the pharmacological treatment of adult OCD
patients.'® The objective of this study is to present up-to-
date clinical guidelines for clinicians that provide compre-
hensive details on which procedures should be incorpo-
rated into the CBT protocol. CBT is considered a first-line
treatment for OCD, aiming to reduce severity in adult
patients. These guidelines aim to establish the essential
components of an evidence-based CBT protocol,
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equipping clinicians with pertinent information, such as
the required number of sessions, specific techniques, and
the format, frequency, and duration of sessions. We
conducted a systematic review of the literature in five
prominent databases. After the search, we thoroughly
evaluated the quality of the studies selected to address
the questions raised in this review.

Methods
Overview

This review was conducted by psychiatrists and psychol-
ogists from a number of Brazilian academic institutions
with extensive experience in OCD treatment. Given that
the most recent national clinical guidelines for OCD
treatment were published in 2011,'” our initial goal was to
review the most recent findings to update our clinical
guidelines. Our ultimate aim was to provide an improved
tool to guide the decision-making processes of psychol-
ogists, psychiatrists, and general practitioners who treat
patients with OCD.

The Brazilian Ministry of Health’s Methodological
Guideline for Developing Clinical Guidelines guided the
production of this guideline. In addition, a systematic
review of articles published from 1966 to 2013 was
conducted to update two previous international treatment
guidelines for OCD.2°1

The present guideline was registered in the Practice
Guideline Registry Platform (IPGRP-2021CN324).

The definition and construction of the research questions

The psychotherapy workgroup consisted of three cogni-
tive behavior therapists (MAM, RB, and PC) with
extensive experience in the psychotherapeutic treatment
of OCD. Relevant questions were defined after meeting
with other experts in the field, and the questions were
formulated according to the PICO (Population, Interven-
tion, Comparator, and Outcome) framework.

Box 1 describes the final research questions after
reaching consensus among the experts.

Search strategy

We used the American Psychiatric Association treatment
guidelines as a starting point for this study.?° Articles
published from 1966 to 2004 were originally included in
this guideline, but this was later expanded to those
published between 2004 and 2013.2°2' The five data-
bases used in this investigation were PubMed, Cochrane,
Embase, PsycINFO, and LILACS. The keywords and
MeSH terms used to conduct this search can be found
in Table S1, available as online-only supplementary
material.

Inclusion criteria

Our inclusion criteria covered study design, primary
outcome measure, publication type, language, and year
of publication. Specifically, we selected meta-analyses,
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Box 1 Research questions

Psychological treatments

Research questions

What is the level of adherence to CBT?

Noo,rwd

1. Is CBT superior to control interventions in reducing OCD symptoms in adult patients with OCD?

What are the specific techniques and interventions (number of sessions, individual or group sessions) for patients with OCD?
Is there an efficacy difference between treatment with SSRIs and CBT?

Is there a difference between CBT and an association of CBT and SSRls in treatment for patients with OCD?

Are there any effective augmentation strategies for CBT? Is CBT the best augmentation strategy for pharmacotherapy in OCD?

What is the efficacy of Internet-based CBT for patients with OCD?

CBT = cognitive-behavioral therapy; OCD = obsessive-compulsive disorder; SRRIs = selective serotonin reuptake inhibitors.

systematic reviews, and randomized controlled trials
(RCTs) conducted with adult OCD patients that were
published between 2013 and 2020. Clinical trials examin-
ing pre- and post-treatment OCD severity with the Yale-
Brown Obsessive-Compulsive Scale (Y-BOCS)?? as the
primary outcome measure were eligible for inclusion in
this review. The response criterion in these studies was
the difference between the initial and final Y-BOCS score
(pre- vs. post-treatment), which reduced between 25%
and 35%. We restricted our search to studies published in
English. Only articles not previously assessed in other
meta-analyses were included in this review. Finally, we
included meta-analyses published from 1966 to 2013 that
were not used in the American Psychiatric Association
guidelines.?’

Article selection

Initial article selection was performed independently by
the three members of the psychotherapy workgroup.
Discrepancies were resolved among workgroup members
using a best estimate diagnosis strategy. After initial
screening, the authors determined the eligibility of all
relevant full-text articles using Rayyan software.?®

Quality assessment

The Physiotherapy Evidence Database (PEDro) scale
was used to evaluate randomized clinical trials.?* PEDro
is a tool designed to evaluate the methodological quality
of RCTs from physical therapy and other health dis-
ciplines. Each of the 11 items on the scale is scored as
yes (1) or no (0). The overall score is the sum of the
positive answers, i.e., ranging from 0 to 11. Both the
questions and the scores for the included trials are
presented in Table S2.

The Measurement Tool to Assess Systematic Reviews
(AMSTAR) was used to assess the quality of the included
systematic reviews and meta-analyses.”> AMSTAR is a
validated tool for determining the methodological quality
of systematic reviews. Each item is scored as yes, no,
can’'t answer, or not applicable. Yes indicates that the
systematic review meets the criteria, while any other
answer indicates that it does not. The overall quality of the
systematic review is then rated according to the number
of yes responses. Both the questions and the scores for
the included articles are presented in Table S3.

Recommendations for psychotherapy were hierarchi-
cally organized according to the relevance and quality of
the evidence. The quality assessment results for RCTs
and meta-analyses can be found in Tables S2 and S3.

Recommendations and levels of evidence

The recommendations were classified according to level
of evidence using the American College of Cardiology/
American Heart Association Recommendation System,
applying recommendation class and level of evidence to
clinical strategies, interventions, treatments, or diagnostic
testing®® after answering the PICO questions.

Results

The database search identified 2,704 records. In the
second phase, each of the three reviewers carefully
analyzed all 2,704 abstracts, of which 2,156 were
screened out for not meeting the inclusion criteria. In
the third phase, 172 records were read in full and
assessed for eligibility. Figure 1 presents the study
selection flowchart, designed according to the Preferred
Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) Statement.?” Of the 172 articles
assessed for eligibility, 120 did not meet all inclusion
criteria (Figure 1). Thus, 44 articles were included in this
review after removing articles previously assessed in
other meta-analyses. The excluded studies and reasons
for their exclusion can be found in Table S4, available as
online-only supplementary material. A summary of the
studies can be found in Table 1.

1. Is cognitive-behavioral therapy superior to control
interventions for reducing symptom severity in adult
patients with obsessive-compulsive disorder?

CBT including ERP, with or without cognitive techniques,
is the only recommended psychological treatment for
OCD. All 13 articles reporting CBT use included RCTs
in which patients who received standard CBT had lower
Y-BOCS scores post-treatment than pre-treatment com-
pared to control conditions, all of which were psychother-
apeutic interventions (35% to 93.8% of responders had
significantly improved obsessive compulsive symptoms
according to Y-BOCS scores). In these 13 studies, CBT
was compared to the following control interventions:
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Figure 1 Inclusion flowchart, based on the Preferred Reporting ltems for Systematic Reviews and Meta-Analyses statement,

for studies on psychotherapy for obsessive-compulsive disorder.

supportive therapy®® (PEDro score = 9); self-help®” (CBT
Cohen’s d = 3.75; self-help Cohen’s d = 0.77, and waiting
list Cohen’s d=-0.11) (PEDro score = 9); eye movement
desensitization and reprocessing®® (% = 0.296) (PEDro
score = 6); acceptance and commitment therapy>® (ERP:
Cohen’s d = 2.498, and acceptance and commitment
therapy + ERP (Cohen’s d = 0.113) (PEDro score = 10);
danger ideation reduction therapy®’ (danger ideation
reduction therapy pre- and post-treatment comparison:
Cohen’'s d = 1.811; ERP pre and post-treatment
comparison: Cohen’s d = 4.801) (PEDro score = 8); and
an inference-based approach*® (Cohen’s d = 0.3) (PEDro
score = 9). Two of these studies tested mindfulness (Kulz
et al.®®: 4°p = 0.053; p = 0.036; Rupp et al.?®: Cohen’s
d = 0.53) (PEDro score = 9; 11) and another tested
“association splitting” vs. cognitive remediation®* (4%p =
0.024) (PEDro score = 8) as add-on therapies, although
none of the results supported the effectiveness of these
treatment options; all tested interventions differed from
CBT without significant effect sizes.

Two of these 13 studies*®%” (both with a PEDro score
of 9) compared the efficacy of CT vs. ERP for adults with
OCD, reporting no significant differences in Y-BOCS score
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reduction. In the first study,®® 65 patients were divided into
CT and intensive BT groups. Patients allocated to the CT
group received 20 hours of individual therapy divided into
16 weekly sessions, while the BT group received intensive
treatment with two 2-hour sessions during the first 4 weeks,
followed by an additional 12 weeks of maintenance
sessions (totaling 16 weeks). In both groups, OC symp-
toms significantly reduced (> 25% Y-BOCS reduction from
baseline). However, the reduction in Y-BOCS scores did
not differ significantly between groups and there was no
significant within-group effect size (Cohen’s d = 0.05).
A similar study®” compared a particular form of BT that
includes ERP (Bergen 4-day treatment [B4DT]) vs. a self-
help intervention vs. a waiting list control group. Patients in
the B4DT group received intensive daily ERP-focused
treatment for four consecutive days. Mean Y-BOCS scores
were reduced in both the B4DT and self-help groups
compared to wait-list controls; the B4DT group had
significantly lower final Y-BOCS scores (effect size d =
3.75) than the self-help (Cohen’s d = 0.77) and waiting list
(Cohen’s d = -0.11) groups, while the mean Y-BOCS
scores of self-help group did not differ significantly from the
wait-list group.
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§_§ L g We found two meta-analyses evaluating CBT as a
o § g psychotherapeutic treatment for adult OCD patients: Ost
<} I et al.®® (AMSTAR = high quality) and Ougrin et al.®®
39 (AMSTAR = moderate quality). Ost et al.%° reported no
Eu differences in the magnitude of effect sizes for CT

(Hedge’s g: 1.84, SE: 0.46, 95%Cl 0.94-2.74, p <
0.001) or CBT (Hedge’s g: 1.35, SE: 0.20, 95%CI 0.96-
1.74, p < 0.001). In four studies, Ougrin et al.® found no
significant differences regarding the relative efficacy of
CT and ERP for improving OCD severity (test for overall
effect z=0.01; p = 1.00). Since the CT and CBT protocols
all have the ERP element in common, CBT based on ERP
is highly recommended for adults with OCD (Hedge’s
g =1.39).

Taken together, CBT delivered either weekly or at an
intensive frequency remains the only psychotherapeutic
treatment recommended for adults with OCD (class of

Internet-based progressive relaxation

CBT was significantly better than antidepressant

Both psychotherapy and pharmacotherapy
symptoms, reflected in; i) pre-treatment vs.
post-treatment effect sizes; ii) a substantial
percentage of patients who improve with
treatment; and iii) considerable declines in
symptoms from pre- to post-treatment.
medication, but CBT plus medication was not
significantly better than CBT plus placebo.

produce substantial decreases in OCD

Main results
OCD psychoeducational treatment group; PCBT

Preferred Reporting Items for Systematic Reviews and Meta-Analyses; RCTs = randomized controlled trials; SH

eye movement desensitization and reprocessing; ERP

bibliotherapy-administered cognitive behavioral therapy; BT
Internet-based CBT; iPRT
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58 £ 2 % o % 2. What techniques and interventions (number of
fx - §7L:: 529 sessions, individual or group sessions) are used for
% o '&_:’ . © 3 ,ﬂ g s cognitive-behavioral therapy in patients with obsessive-
f= . .
55 ~ 3 rs83852 compulsive disorder?
» 2 ®Q OB 08D
»n > . e
- | cE om e 5.2 !
S| €2 g> g€ 5 2 8 We carefully evaluated 13 RCTs and two meta-analyses
§ 52 ElS o 5@ g_g e that addressed this question. Group or individual CBT
= = < i
2| £ S 22 a i S&8 § therapy was proven to be as or more effective than other
s o g _% g SEBRLLY psychological treatments, such as mindfulness,?® accept-
+ NG .
2|5 53 581885k ance and commitment therapy,®® or EMDR.** The
@D L v ] T . .
g3 g § g0 %_g% RS number of weekly sessions ranged from 12 to 16, lasting
2| 2ok Ef g ‘ég@ = from 60 to 120 minutes each, except intensive treatment
c| 285 =] 58 %%’8 2 (24), in which 4 to 8 hours of treatment were provided on
5 l 270 = 4 consecutive days.
58 ;g g _q:, CBT can be delivered in groups or individually, with
- §>%<—%g s _sessiqns lasting from 60 to 120 minutes, in weekly or
5% 3 " g%‘é ga 3 intensive programs (COR = 1, LOE = A). Schwartze
EIR T €82 Sec et al.* (AMSTAR = low quality) suggested that group
B § % Ss2al2S psychotherapy is far more effective in improving OC
iC|wWm o) gg.g 2 g @Eg symptoms than a wait-list control group (Hedge’'s g =
ggg g -2 0.97, 95%CIl 0.58; 1.37, p < 0.001, k = 4). Compared to
gg °8 38% active controls (individual psychotherapy or pharma-
%3528 2% cotherapy), no significant differences were found
¢ S5C S 83 (Hedge’'s g = -0.02, 95%CI -0.27 to 0.23; p = 0.0874;
. By ﬁ?%ggéﬁ k=9;Q=1491, df = 8; p = 0.061; F = 46.3%).
i 223 1-08290¢5 2 In a meta-analysis of 15 studies (16 independent
5 g °%% 28k 502 samples), Stewart et al.’®® (AMSTAR = low quality)
s 502 o i . . .
'U‘ig _ o E % £ 50 n'l =N g concluded that integrating family treatment with CBT
g R TEEL 2583 protocols reduced OCD severity (good effect size:
5293 EYS 3|229%KSa€Ed Hedge’s g = 1.39). The authors al d that thi
GgE22 §o3 QSsgligites edge’s g = 1.39). The authors also suggested that this
g%;,@ =<2 215 gﬁ 525% ﬁ combination may help reduce the severity of depressive
522 3 gg Z 3| E a,.g"qé) ﬁ&_’ 52 symptoms and functional impairment, in addition to
k! § ‘ggé 3 ‘g % § E@ § 3 §|-_- 92 improving satisfaction with personal relationships and
3| 8888 g 5.3 8'% o 338% 5 the mental health of family members (COR = 2b, LOE =
o|§22¢ °585% |B5522280 C-LD).
C = =1 == -~ - == = . L.
sl=15288 E2ES8 |08 82ERG3 Taken together, both individual and group CBT
SE| E2ds SEessS|cz28 g sessions based on ERP are effective treatment choices
E g@%ggggg for adults with OCD (COR = 1, LOE = A). Family
S § °3 =8 59 interventions are also recommended (COR = 2b, LOE =
5 5 |'_' § § g o C-LD). Treatment can be delivered in weekly or intensive
B - < OmEgoSgy regimens, with 12 to 16 sessions (weekly) lasting an
= < <ONo=an=

average of 60 minutes (COR = 1, LOE = A).
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3. Is there a difference in efficacy between treatment with
selective serotonin reuptake inhibitors and cognitive-
behavioral therapy?

The meta-analysis of Ost et al.®® (AMSTAR = high quality)
included 37 RCTs of CBT for OCD published between
1993 and 2014. Their findings corroborated the afore-
mentioned argument, finding large effect sizes in com-
parisons of CBT and waiting list/placebo groups. Com-
parisons between individual and group treatment
(Cohen’s d = 0.17), as well as between EPR and CT
(Cohen’s d = 0.07) were small and did not differ
significantly. Moreover, for patients who did not respond
to ERP as a first-step treatment, fluvoxamine produced
better results than treatment with CT alone. Groups
treated with therapeutic protocols consisting of behavioral
and cognitive interventions tended to benefit more than
those treated with sertraline monotherapy (COR = 1,
LOE = A).

We reviewed two studies that found no differences
between CBT and pharmacotherapy. Van Balkom et al.®®
(PEDro score = 7) randomized 117 participants into five
experimental conditions: i) CT; ii) ERP; iii) fluvoxamine +
CT; iv) fluvoxamine + EPR; and v) wait-list controls.
Thirty-one participants dropped out. There were no
significant differences in important characteristics of the
completer sample across the five conditions. In contrast
with the wait-list group, symptom severity significantly
decreased in all four treatment groups after 8 weeks. After
16 weeks, all four treatments had effectively reduced
OCD symptom severity, although efficacy did not differ
among treatments. There was a significant time effect and
no significant group x time interaction or group effect
among the four treatment conditions. Taken together,
these results indicate that all four intervention models
were successful, and there were no relevant differences
in effectiveness between them. This study did not
compare short and long-term responses between groups.

Fineberg et al.*® (PEDro score = 11) randomized
49 participants into three conditions: i) CBT; ii) SSRI;
i) CBT + SSRI. The mean total Y-BOCS score at base-
line was 26.7 (SD 7.5), indicating moderately severe
OCD. Patients in the SSRI and CBT + SSRI groups
received sertraline (dose range: 50-200 mg/day) for
52 weeks. Participants in the CBT and CBT + SSRI
groups received 16 hours of psychotherapy over 8 weeks
followed by four follow-up sessions. At weeks 8 and 16,
there was a greater reduction in Y-BOCS scores among
sertraline group than the CBT-only group. At week 16 (the
primary end-point), more significant improvement had
occurred in the combined treatment group than the
CBT group (Cohen’s d = 0.39, 95%CI -0.47 to 1.24),
followed by the SSRI group vs. the CBT group (Cohen’s
d = 0.27, 95%CI -0.73 to 1.3), although the effect sizes
were small. The high attrition rate by week 52 made
evaluations unfeasible at this point. The combined arm
appeared to offer the most clinically effective treatment
(especially compared to CBT) in the acute treatment
phase.

The results of one study supported CBT over pharma-
cotherapy. Skapinakis et al."® (AMSTAR = low quality)

Brazilian adult OCD treatment guidelines: CBT

conducted a systematic review and network analysis of
54 trials with a total of 6,652 participants. The analyses,
conducted in a Bayesian framework, showed that
psychotherapeutic interventions (CBT, BT, and CT) were
more effective than SSRI monotherapy. The mean Y-
BOCS score reduction ranged from 1.88 (CBT) to 9.87
(CT) to 10.99 (BT). Despite these findings, the authors
pointed out serious methodological limitations in a large
majority of the trials, since the patients were taking stable
doses of antidepressants.

It should be pointed out that different CBT modalities
can produce different results. Taken together, the data
show that studies dating from the late 1990s do not
strongly support CBT over pharmacotherapy. On the
other hand, more recent investigations provided some
evidence that CBT is superior to SSRI monotherapy for
reducing OCD severity according to Y-BOCS scores. %28

Considering the available studies, no sound evidence
indicates the superiority of one treatment over the other.
The ideal first-line treatment is a combination of CBT and
SSRis. In clinical practice, the choice of treatment should
consider: treatment availability, patient preferences, and
the patient’s treatment history.

4. Is there a difference between cognitive-behavioral
therapy monotherapy vs. cognitive-behavioral therapy
plus SSRIs for adults with obsessive-compulsive
disorder?

Fineberg et al.*® (PEDro score = 11) found that although
SSRI monotherapy appeared to be the most cost-
effective treatment, SSRI + CBT is more effective,
especially in the short term (Cohen’s d = 0.39 vs. Cohen’s
d = 0.27 for sertraline monotherapy). Ost et al.®®
(AMSTAR = high quality) indicated that psychotherapy
modalities (e.g., CBT) were significantly better than
antidepressants (Cohen’s d = 0.55), but a combination
of CBT and medication was not significantly better than
CBT plus placebo (Cohen’s d = 0.25).

Tenneij et al.>* (PEDro score = 8) evaluated the effect
of adding BT to drug treatment in OCD patients who
responded to medication, finding statistically significant
effects for combined treatment (mean =11.76 [SD 7.66],
p < 0.001) compared to drug treatment alone (mean =
17.56 [SD 8.13], p < 0.001). After 27 weeks, the
combination therapy group scored roughly four points
lower (in Y-BOCS) than the group that received drug
treatment alone. Delayed BT (applied 6 months after drug
treatment) did not significantly reduce OCD symptoms.
However, the remission rate of this group was similar to
that of patients who received immediate combined
treatment.

Other studies do not support the superiority of
combined therapy to drug monotherapy. A meta-analysis
of studies comparing pharmacotherapy and psychother-
apy®® (AMSTAR = low quality) found that for both
treatment types, moderate levels of OCD symptoms
persisted even after an adequate course of treatment,
and no replicable data showed that gains were main-
tained for either treatment type at 1 year or beyond. Most
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studies to date indicate that combining CBT with an SSRI
is more effective than drug monotherapy.

5. Are there any effective augmentation strategies for
cognitive-behavioral therapy? Is cognitive-behavioral
therapy the best augmentation strategy for
pharmacotherapy in obsessive-compulsive disorder?
Chasson et al.*® (PEDro score = 11) analyzed a 10-session
randomized controlled trial of ERP plus d-cycloserine
(DCS) vs. ERP plus placebo in a sample of 22 adults with
OCD. The results indicated that DCS does not boost the
effect of ERP (41377 = -1.26, p = 0.21) but seems to
accelerate the effects of ERP. The course of ERP was
2.3 times faster over the full 10 sessions in the ERP +
DCS group than the ERP + placebo group, and nearly six
times faster during the first half of ERP.

Asnaani et al.** (PEDro score = 11) enrolled 100 adults
with OCD in a trial comparing SSRI + ERP, risperidone,
or pill placebo. Patients were assessed at baseline, mid-
treatment, and post-treatment for OCD symptoms and
quality of life, and functioning. OCD symptom severity
decreased significantly over time in the ERP group
compared to the risperidone group (all p < 0.011), and
even more so ERP vs. placebo (p < 0.005). The authors
concluded that improved quality of life was associated
with reduced OCD symptom severity.

Dadadshi et al.*’ (PEDro score = 7) randomly assigned
26 participants with OCD to two treatment groups,
comparing ERP and transcranial direct current stimulation
as adjunct treatments to pharmacotherapy regarding
symptom severity and quality of life. No significant
difference was found between ERP and transcranial
direct current stimulation regarding OCD and depression
symptoms during the post-test stage (p > 0.05) (COR =1,
LOE = A).

The results indicate that adjunct CBT is superior to
adjunct antipsychotics and is thus preferable if SSRI
treatment fails. DCS may accelerate the therapeutic
effects of CBT on OCD severity. It is important to point
out that further research is needed, since this is a
preliminary study on the subject. Other data are incon-
clusive about the duration of patient improvement,
corroborating the findings of a systematic review®®
(AMSTAR = critically low). In the Discussion section,
we include comparable data from international guidelines
on combined treatment with CBT vs. monotherapy for
moderate-to-severe cases.

6. What is the adherence rate to cognitive-behavioral
therapy?

The CBT adherence level varied from 59% to 100% in the
related studies. In CBT, “adherence level” is a complex
term involving several factors: i) therapy refusal (declining
treatment despite professional recommendation); ii) ther-
apy dropout (discontinuing health care provider recom-
mended therapy); iii) completing treatment with poor
attendance (i.e. not reaching the therapist’'s recom-
mended dose of therapy); and iv) poor adherence to
between-session homework.”®

Braz J Psychiatry. 2023;45(5)

It is interesting to note that adherence to CBT plus
medication (range: 63%-100%)1:32-35:38.39.48-53.60 ;5
similar to adherence to CBT alone (range: 63%-
1Ooo/o).29’30’36’40'44'46'54’55’57’58’62 HOWSVGI’, when CBT is
conducted via the Internet (with or without a therapist), the
level of adherence decreases, with dropout levels ranging
from 20%-60%.31414356.67 The PEDro scores for all
relevant RCTs were between 7 and 11, demonstrating
high methodological quality.

7. What is the efficacy of Internet-based cognitive-
behavioral therapy for patients with obsessive-compulsive
disorder?

Six RCTs3!41-4356.61 and two meta-analyses®®®” assess-

ing the efficacy of Internet-based CBT (iCBT) for OCD
treatment were identified and included in this review.

The results of one meta-analysis®” showed that iCBT
was superior to control conditions for OCD symptom
outcomes at post-treatment. Eight trials were included
(n = 420), although two had a high risk of bias. Regarding
OCD severity, there was no significant difference in
efficacy between iCBT and therapist-administered CBT,
despite a trend favoring therapist-administered CBT.
Treatments were classified as iCBT if they included
“evidence-based, active CBT ingredients for OCD” (e.qg.,
psychoeducation, ERP, or cognitive restructuring) and
were delivered through health technologies or remote
communication technologies (e.g., the Internet, webcams,
telephones, interactive voice response systems, or CD-
ROMS). Control groups included either wait-list or active
controls. This was a high quality meta-analysis according
to AMSTAR 2 criteria. In a previous meta-analysis, Pozza
et al.®® found a large effect size in favor of computer-
delivered CBT vs. control conditions in improving OCD
severity (d = 0.98, SE = 0.14, 99%CI 0.71-1.25, p = 0.001;
AMSTAR = high quality) (COR = 1, LOE = A). Although
iCBT is a great low-cost alternative, the adherence rate is
lower than face-to-face CBT.

In a controlled trial, Wootton et al.*' randomized
patients to determine the benefits and acceptability of
two remote treatment options for OCD (bibliotherapy-
administered CBT and iCBT) compared to a waitlist
control group. Participants in the bibliotherapy-adminis-
tered CBT and iCBT groups read five lessons and
received twice-weekly contact from a remote therapist.
The control group received no clinical contact during this
time. In both remote treatment groups, Y-BOCS scores
reduced between pre- and post-treatment and between
pre-treatment and the third month of follow-up. Effect
sizes for Y-BOCS scores remained large between pre-
treatment and follow-up, indicating that remote CBT was
superior to no intervention.

Andersson et al.®' randomized 101 participants with
OCD to an iCBT group (n = 50) or a control group (n = 51).
In the iCBT program, therapists provided feedback on
homework assignments, granted consecutive access to
the modules and helped participants with ERP. Controls
received non-directive supportive therapy online, which
consisted of an e-mail-integrated treatment platform
through which participants could communicate with a
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Box 2 Psychotherapy treatments for OCD - recommendation classes and levels of evidence

Recommendations

Psychotherapy treatments for OCD COR LOE
Cognitive-behavioral therapy 1 A
Internet-delivered CBT 1 A
Cognitive-behavioral therapy + SSRIs 1 A
Family-integrated CBT 2b Level C-LD

Efficacy well established in multiple RCTs and meta-analyses
Efficacy well established in multiple RCTs and meta-analyses
Efficacy well established in multiple RCTs and meta-analyses
Evidence derived from one meta-analysis with low overall quality.
Can be used.

CBT = cognitive-behavioral therapy; COR = class (strength) of recommendation; LOE = level (quality) of evidence; OCD = obsessive-
compulsive disorder; RCT = randomized clinical trial; SSRIs = selective serotonin reuptake inhibitors.

therapist. Both treatments lead to significant improve-
ments in OCD symptoms, but were larger in the iCBT
group than the control group according to Y-BOCS
scores, with a significant between-group effect size
(Cohen’s d) of 1.12 (95%CI 0.69-1.53) at post-treatment.
Clinically significant improvement occurred in 60% of the
iCBT group (95%CI 46-72) compared to 6% (95%CI 1-17)
of controls. The results were sustained in follow-up. In a
continuation of this study, Andersson et al.*® randomized
93 OCD patients to either a booster program (consisting
of a self-help text with worksheets and an integrated
e-mail system on a secured online platform) or no booster
program. The patients were assessed at 4, 7, 12, and 24
months after iCBT. OCD symptoms were significantly
lower in the booster group at 4 and 7 months after booster
baseline, but not at 12 or 24 months. These results
suggest that iCBT has long-term effects on OCD and that
adding an Internet-based booster program to regular CBT
can further improve long-term outcomes and prevent
relapse for some patients, with large within-group effect
sizes (Cohen’s d = 1.58-2.09) (PEDro score = 9).

Schréder et al.®' evaluated 128 individuals with self-
reported OCD symptoms, who were randomly allocated
to either an intervention group (unguided iCBT) or a
control group. The eight-module intervention consisted
of text, video, audio, photos, and illustrations (mean
completion time = 45 minutes), focusing on established
cognitive-behavioral methods of OCD treatment. Y-BOCS
scores were significantly lower in the intervention group
than controls, with a medium effect size (°p = 0.06) after
treatment (PEDro scale = 8).

In another study,*? 190 participants were randomized
to self-guided iCBT or a wait-list control group. The
treatment protocol consisted of a five-lesson intervention
delivered over 8 weeks. Statistically significant time,
group, and group x time interaction effects were found
for the primary outcome measure, Y-BOCS self-report
version scores, indicating that though both groups had
significant changes from baseline, the rate of change was
significantly higher in the treatment group. There was a
significant post-treatment difference between groups
(29% reduction over the wait-list estimate; d = 0.58),
with the iCBT group showing significantly lower Y-BOCS
self-report version scores (mean = 15.42) than controls
(mean = 21.61). There was a significant reduction in
Y-BOCS self-report version scores between pre- and
post-treatment (32% reduction in symptoms; d = 1.25)
and between pre-treatment and 3 months of follow-up in
the iCBT group (35% symptom reduction; d = 1.23). In
addition, 27% of the iCBT group fulfilled conservative

criteria for clinically significant change at post-treatment,
which increased to 38% at 3 months of follow-up.
Participants rated the program as highly acceptable.
The between-group effect size at post-treatment was
large for Y-BOCS self-report version scores (d = 1.05;
95%Cl 0.89-1.21), indicating that iCBT was highly super-
ior to the control condition (PEDro scale = 7).

Finally, one study®® evaluated the difference between
therapist-assisted iCBT vs. therapist-assisted Internet
relaxation training in 179 participants. The former
included psychoeducation, mood and behavioral manage-
ment, ERP, CT, and Internet-based progressive relaxa-
tion therapy, while the latter included psychoeducation
and relaxation techniques to manage OCD-related
anxiety but did not incorporate ERP or other elements
of CBT. Both treatment types consisted of 12 modules
delivered online over a 12-week period. iICBT was
superior, producing reliable improvement and clinically
significant pre- and post-treatment changes. Relative to
Internet-based progressive relaxation therapy, iCBT
showed significantly greater improvement in symptom
severity (p = 0.001), with a Cohen’s d of 1.05 (95%ClI
0.72-1.37). The Cohen’s d of Internet-based progressive
relaxation therapy was 0.48 (95%CI 0.22-0.73), indicating
that iCBT was superior. Study assessment with the
PEDro scale indicated moderate-to-high methodological
quality.

Taken together, RCTs evaluating the efficacy of iCBT
showed positive results in reducing OCD symptoms, and
it is recommended as an alternative to face-to-face CBT.
The COR and LOE for psychotherapy in adult OCD
patients are summarized in Box 2.

Discussion

The main objective of this study was to produce an
updated clinical guideline for CBT treatment in adult OCD
patients. To accomplish this, we began by reviewing
the 2013 American Psychiatric Association guidelines.?'
A systematic review was performed by a workgroup of
three cognitive-behavioral therapists experienced in OCD
treatment. We searched for relevant studies published
between 2013 and 2020 in five relevant medical literature
databases (PubMed, Cochrane, Embase, PsycINFO and
LILACS). We used two article quality assessment tools
(AMSTAR and PEDro) to rigorously assess the metho-
dological quality of the articles selected to answer the
research questions.

SSRIl/clomipramine and CBT with ERP are both
recognized treatments for OCD.® According to the most
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updated clinical guidelines on pharmacological treatment
for adults with OCD' the first-line treatment for OCD is
SSRIs given at the highest recommended or tolerable
dose for 8-12 weeks. Considering both psychological and
pharmacological interventions, the best augmentation
strategy for SSRI-resistant OCD is CBT, while the best
pharmacological strategy is low doses of risperidone or
aripiprazole.'® A summary of the results of our systematic
review are discussed below, as are our recommendations.

Our main finding corroborates the current literature,
i.e., that ERP-based CBT, with or without cognitive
elements, is the recommended psychological treatment
for OCD (COR = 1, LOE = A). Regarding therapy format,
individual or group sessions are both effective for adults
with OCD. The recommended number of weekly CBT
sessions ranges from 12 to 16, with each session lasting
an average of 60 minutes. The data diverge regarding the
efficacy of CBT compared to SSRIs. The most recent
studies conclude that CBT is superior to or as effective as
SSRIs (COR = 1, LOE = A). Most studies indicate that a
combination of CBT and SSRIs is more effective than
monotherapy.

Despite CBT’s established efficacy, adherence levels
vary from 59 to 100%, which is a potential limitation. It is
important to note that treatment non-adherence is a
global challenge in psychiatry’' and is not specific to
OCD. Treatment non-adherence leads to serious con-
sequences for individuals suffering from mental health
disorders, including relapse, rehospitalization, and suici-
dal behavior. Santana et al.”? found that 46% of patients
with OCD refused CBT, 52% refused to take any
medication, and 61% took their medications less fre-
quently or at a lower dose than prescribed. Stigma and
medication adherence in OCD has not been as exten-
sively studied as in schizophrenia or bipolar affective
disorder, for example. Ansari et al.”® found that high
levels of internalized stigma were associated with lower
treatment adherence in patients with OCD. The lack of
treatment adherence among patients with OCD may be
related to the fact that they require relatively high doses
of medications for a long time, which is costly. In this
context, iCBT may be an effective countermeasure.
Recently, iCBT has been used for OCD in many
countries, showing positive results (COR =1, LOE =A).
The greatest advantage of iCBT over conventional
treatments is its reach, allowing patients who cannot
obtain face-to-face CBT to receive effective treatment. In
addition, therapist-assisted iCBT requires one-quarter of
the time of face-to-face therapy (about 15 minutes per
patient each week), thus reducing the cost of first-line
OCD treatment.

Another important strategy in OCD treatment is
including a family member in the CBT protocol. Our
search found one meta-analysis on this topic.®® Profes-
sionals who regularly deal with this disorder know the
importance of psychoeducation in OCD treatment. Having
a family member collaborate in treatment can help reduce
OC symptoms, not only among adults, but in children and
adolescents as well. The meta-analysis reinforced this
hypothesis, suggesting that integrating family treatment
into CBT protocols improves outcomes.

Braz J Psychiatry. 2023;45(5)

Our data are comparable to important guidelines on
OCD treatment: the National Institute for Health and
Clinical Excellence guidance’™ offers evidence-based
treatment for professionals, patients, and their caregivers
to help with decision making about treatment and health
care. In adults with OCD, the initial treatment is based on
symptom severity and impairment. Low intensity psycho-
logical treatments, such as ERP (up to 10 therapist hours
per patient), should be offered if the patient’s functional
impairment is mild and/or the patient expresses a
preference for a low-intensity approach. Adult OCD
patients with mild functional impairment who cannot
engage in low-intensity CBT (including ERP) should be
offered the choice of SSRIs or more intensive CBT
(including ERP) (> 10 therapist hours per patient), since
these treatments appear to be comparably efficacious.
Patients with moderate functional impairment should
be offered the choice of SSRIs or more intensive CBT
(including ERP) (> 10 therapist hours per patient),
because these treatments appear to be comparably
efficacious. Patients with severe functional impairment
should be offered combined treatment with an SSRI and
CBT (including ERP).

Another important guideline” recommends SSRIs and
CBT as the leading evidence-based options for adults
with OCD. CBT alone is recommended for mild to
moderately ill patients. For more severe cases, a
combination of SSRIs and CBT should provide better
results. In partial and non-responders to SSRiIs, additional
CBT is recommended as the first option.

These guidelines involve certain limitations. First, only
treatment studies reporting OCD severity according to
Y-BOCS scores were included, which reduced the
number of eligible studies. Nevertheless, considering that
the Y-BOCS is the main scale used to assess OCD
severity in treatment studies, we believe that this criterion
added consistency to our findings. Second, since our
search was based on CBT, the most evidence-based
therapy for OCD, other treatment modalities were not
included in this review. New systematic reviews of other
psychotherapeutic methods are welcome in the literature.
Third, most studies included patients who were also
taking psychotropic medications, so our conclusions
regarding CBT cannot be generalized to the unmedicated
population. Fourth, we limited the search to English-
language articles only, reducing the number of potential
studies. Fifth, some review articles used standardized
mean differences to compare treatment interventions,
which could have introduced bias in the meta-analyses.
The limited reporting of between-group effect sizes in the
selected articles should be taken into consideration.
Finally, the fact that patients and controls were not
blinded to the experimental conditions is inherent to the
psychotherapeutic method. However, despite these lim-
itations, we believe we have rigorously summarized the
best CBT recommendations for adults with OCD.

The included studies support the use of CBT as a first-
line treatment to reduce OCD severity and allow us to
recommend that an adequate CBT protocol should
include: CBT with ERP, 12 to 16 weekly sessions, and
an average session length of 60 minutes. Cognitive



techniques can be included or not. This recommendation
is supported by high-quality scientific evidence (COR =1,
LOE = A). iCBT represents a new opportunity to
disseminate the first-line treatment for OCD to a wider
range of patients due to its low cost, greater accessibility,
and ease of implementation.
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