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Evidence-Based	Treatment	for	
Obsessive-Compulsive	Disorder	in	Youth	

Day	One	

What	is	OCD?	
What	causes	OCD?	

What	does	CBT	for	OCD	entail?	
How	well	does	CBT	for	OCD	work?	

Major	Changes	in	the	DSM-5	

•  The	fiMh	ediNon	of	the	DSM	included	a	new	
chapter	Ntled	“Obsessive-Compulsive	and	
Related	Disorders”	

•  Pulled	together	both	diagnoses	from	mulNple	
previous	categories	and	new	diagnoses		
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Obsessive-Compulsive	
Disorder	
•  Formerly	in	Anxiety	Disorders	

Body	Dysmorphic	
Disorder	
•  Formerly	in	Somatoform	
Disorders	

Hoarding	Disorder	
ExcoriaNon	(skin-picking)	
• New	disorders	

TrichoNllomania	(Hair-	
pulling)	
○ Formerly	in	Impulse	Control	
Disorders	

OC&R	Disorders	

•  Somewhat	controversial,	but	reorganized	for	two	
primary	reasons	
1)  to	reflect	the	increasing	evidence	of	these	disorders’	

relatedness	to	one	another	and	disNncNon	from	
other	anxiety	disorders	

2)  to	help	clinicians	beaer	idenNfy	and	treat	individuals	
suffering	from	these	disorders	

•  Chapter	is	placed	next	to	Anxiety	Disorders	to	
reflect	similariNes	and	overlap	between	these	

OC&R	Disorders	

•  All	have	features	in	common	such	as	an	
obsessive	preoccupaNon	and	repeNNve	
behaviors	

•  They	have	enough	similariNes	to	group	them	
together	in	the	same	diagnosNc	classificaNon		

•  But	also,	have	enough	important	differences	
between	them	to	exist	as	disNnct	disorders	
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What	is	
Obsessive-Compulsive	Disorder?	

OperaNonal	DefiniNon	
A.  Presence	of	obsessions,	compulsions,	or	both:		

•  Obsessions	as	defined	by	(1)	and	(2):		
1.  Recurrent	and	persistent	thoughts,	urges,	or	images	

that	are	experienced,	at	some	Nme	during	the	
disturbance,	as	intrusive	and	unwanted	and	that	in	
most	individuals	cause	marked	anxiety	or	distress	

2.  The	person	aaempts	to	ignore	or	suppress	such	
thoughts,	urges,	or	images,	or	to	neutralize	them	
with	some	other	thought	or	acNon	(i.e.,	by	
performing	a	compulsion)	

Common	Obsessions	

•  Unwanted	thoughts	of	harming	loved	ones	

•  Persistent	doubts	that	one	has	not	locked	
doors	or	switched	off	electrical	appliances		

•  Intrusive	thoughts	of	being	contaminated	

•  Morally	or	sexually	repugnant	thoughts	
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OperaNonal	DefiniNon	

•  Compulsions	as	defined	by	(1)	and	(2):		
1.  RepeNNve	behaviors	or	mental	acts	that	the	

person	feels	driven	to	perform	in	response	to	an	
obsession,	or	according	to	rules	that	must	be	
applied	rigidly		

2.  The	behaviors	or	mental	acts	are	aimed	at	
prevenNng	or	reducing	anxiety	or	distress,	or	
prevenNng	some	dreaded	event	or	situaNon;	
however,	these	behaviors	or	mental	acts	either	
are	not	connected	in	a	realisNc	way	with	what	
they	are	designed	to	neutralize	or	prevent,	or	
are	clearly	excessive	

Common	Compulsions	

•  Hand	washing	

•  Ordering	

•  Checking	

•  Praying	

•  CounNng	

•  Thinking	good	thoughts	to	undo	bad	ones	

OperaNonal	DefiniNon	

B.  The	O/C	are	Nme	consuming	(for	example,	take	
more	than	1	hour	a	day)	or	cause	clinically	
significant	distress	or	impairment	in	funcNoning.		

C.  The	O/C	symptoms	are	not	due	to	the	direct	
physiological	effects	of	a	substance	or	a	GMC	

D.  The	content	of	the	obsessions	or	compulsions	is	
not	restricted	to	the	symptoms	of	another	
mental	disorder	
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OCD	Specifiers	
•  Good	or	fair	insight:	Recognizes	that	OCD	beliefs	
are	definitely	or	probably	not	true,	or	that	they	
may	or	may	not	be	true	

•  Poor	insight:	Thinks	OCD	beliefs	are	probably	true	

•  Absent	insight/delusional	beliefs:	Completely	
convinced	OCD	beliefs	are	true	

•  Tic-related	OCD:	The	individual	has	a	lifeNme	
history	of	a	chronic	Nc	disorder	

OCD	Symptom	Dimensions	

4-factor	

•  Hoarding	
•  ContaminaNon/cleaning	
•  Symmetry/ordering	
•  Forbidden	thoughts	

5-factor	

•  Hoarding	
•  ContaminaNon/	cleaning	
•  Symmetry/ordering	
•  Forbidden	thoughts	
•  Over-responsibility	

OCD	Prevalence	

•  Around	1%	in	pediatric	populaNon	

•  Between	2-3%	in	the	adult	populaNon	
– Large	number	of	“sub-clinical”	cases	(5%)	

•  96%+	of	paNents	have	both	O	and	C	

Abramowitz	et	al.	(2009);	Leckman	et	al.	(2010)	
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OCD	Course	

•  Usually	gradual	onset	

•  Chronic,	unremimng	course	if	untreated	

•  Symptoms	can	change	across	Nme,	but	will	
rarely	disappear	

Abramowitz	et	al.	(2009);		

Gender	Differences	

•  Many	more	male	youth	are	diagnosed,	but	no	
sex	differences	in	adults	

•  Among	men,	hoarding	associated	with	GAD	
and	Nc	disorders,	but	in	women	with	SAD,	
PTSD,	BDD,	nail	biNng,	and	skin	picking	

Vesaga-Lopez	et	al.	(2008)	

Comorbidity	

•  Up	to	75%	present	with	comorbid	disorders	

•  Most	common	in	pediatrics	are	ADHD,	DBDs,	
depression,	and	other	anxiety	disorders	

•  Presence	of	comorbids	predict	QoL,	more	so	
than	OCD	severity	

Lack	et	al.	(2009)	
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Impact	of	OCD	

•  Almost	all	children	with	OCD	report	obsessions	
causing	significant	distress	

•  Pervasive	decrease	in	QoL	compared	to	controls	

•  Youth	show	problemaNc	peer	relaNons,	
academic	difficulNes,	and	parNcipate	in	fewer	
recreaNonal	acNviNes	

Lack	et	al.	(2009);	Fontenelle	et	al.	(2010)	

ENology	

•  Modestly	heritable	for	adult	onset	(27-47%)	

•  Higher	heritability	for	child	onset	(45-65%)	

•  Environment	is	very	important	contributor	to	
OCD,	and	a	cogniNve-behavioral	model	is	most	
well-supported	

Abramowitz	et	al.	(2009)	

CogniNve-Behavioral	

•  Focuses	on	a	bi-direcNonal	view	of	behavior	and	
cogniNons,	both	of	which	influence	emoNon	

•  Obsessions	iniNally	arise	from	dysfuncNonal	
beliefs	that	someone	has	

•  Causes	unwanted	intrusive	thoughts	(which	are	
normal)	to	be	appraised	as	threatening	or	
unacceptable,	causing	distress	
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CogniNve-Behavioral	

•  Distress	causes	one	to	try	and	reduce	it	via	
some	type	of	escape	or	avoidance	behavior	

•  This	in	turn	reinforces	those	maladapNve	
beliefs,	perpetuaNng	the	cycle	
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Trigger	

Intrusive	
Thought	

Threatening	
Appraisal	 Distress	

Compulsion	 ↓	Anxiety	

Decrease	in	anxiety	via	compulsion	
reinforces	compulsion	and	makes	
obsession	more	likely	to	reoccur	

CBT	for	OCD	

•  The	treatment	of	choice,	for	both	adult	and	
child	OCD;	superior	to	meds	alone	

•  Primarily	focuses	on	EX/RP,	which	has	shown	
effect	sizes	of	1.16-1.72	(88-95%	improve)	

•  Low	(12%)	relapse	rate,	but	up	to	25%	will	
drop	out	prior	to	compleNon	of	treatment	
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CBT	Outcomes	

•  Those	with	hoarding	symptoms	appear	to	
respond	less	well	to	treatment	

•  May	need	to	add	moNvaNonal	enhancement	
techniques	for	those	who	are	reluctant	to	
engage	in	exposures	

•  Group	therapy	is	as	effecNve	as	individual	

Abramowitz	et	al.	(2009)	

CBT	Outcomes	

•  Those	with	comorbidity	present	higher	
severity,	but	respond	equally	well	to	EX/RP	

•  Comorbid	anxiety	or	depressive	symptoms	
tend	to	show	improvements	as	well,	even	if	
not	specifically	targeted	

Storch	et	al.	(2010)	

CBT	Outcomes	
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CogniNve-Behavioral	Therapy	for	
Obsessive-Compulsive	Disorder	

Outline	of	CBT	Treatment	

•  Typically	between	10-16	sessions	

•  Includes	parent	and	child	in	all	aspects	of	
treatment	
– May	need	to	include	other	family/support	persons	

•  Three	primary	components	
– PsychoeducaNon,	parent	educaNon,	EX/RP	with	
cogniNve	strategies	

Ps
yc
ho
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uc
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on
	

•  Provide	OCD	
informaNon	

• Correct	
misaaribuNons	

• DifferenNate	
between	OCD	and	
non-OCD	

• Describe	
treatment	
program	

Pa
re
nt
	T
oo

ls	 • DifferenNal	
aaenNon	

• Modeling	

•  Scaffolding	 Ch
ild
	T
oo

ls	 •  Learn	to	
externalize	OCD	

•  Learn	how	to	rate	
anxiety	levels	
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ConsideraNons	

•  Keep	informaNon	and	acNviNes	
developmentally	appropriate		
– For	young	children	(under	8),	they	may	not	need/
benefit	from	the	educaNon	porNon		

– Older	children	and	adolescents,	however,	should	
be	included		

•  Deliver	treatment	“with	the	child”	and	not	“to	
the	child”		

Day	Two	

Treatment	Components	&	
DemonstraNons	

Session	Sequence	

•  An	iniNal	assessment	should	be	conducted	
prior	to	therapy	starNng		

•  Complete	a	clinical	interview	(KSADS,	ADIS-C)	
and	symptom	measures	(CY-BOCS,	FAIS-C)		

•  Helps	determine	differenNal	or	comorbid	
diagnoses	and	impact	of	OCD	symptoms	on	
funcNoning		
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Session	1	

•  Results	of	assessment	

•  Provide	educaNon	on	
– ENology	and	course	of	OCD	–	Cormorbidity	
– OCD	vs	non-OCD	behaviors		

•  Give	overview	of	treatment	program	

•  Homework	–	daily	record	of	OCD	symptoms		

Session	2	

•  Review	past	session	

•  Start	development	of	hierarchy	

•  Give	overview	of	parent	and	child	tools	

•  Introduce	differenNal	aaenNon	and	reward	plan	

•  Homework	–	Track	two	O/C	symptoms,	prepare	
rewards	and	rewards	chart	
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Session	3	

•  Review	last	week		

•  Introduce	child	to	reward	program		

•  Review	OCD	symptoms	with	child		

•  Introduce	feeling	thermometer/symptom	
tracking	(child	tools)		
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Session	3	

•  Discuss	praise	&	encouragement		

•  Review	level	of	family	involvement	in	and	
accommodaNon	of	OCD	symptoms		

•  Homework	–	Monitor	symptoms,	start	reward	
chart	for	doing	so		

•  New	hierarchy	(by	therapist	between	
sessions)		

Exposure	Techniques	

•  The	common	thread	in	effecNve	anxiety	
treatments	is	hierarchy-based	exposure	tasks	

•  Controversy	over	exactly	why	exposure	
therapy	works	so	well	for	anxiety	

•  Does	not	require	extensive	preparaNon	to	be	
effecNve	and	long-lasNng	

Rosqvist	(2005)	

Exposure	Techniques	

•  Begin	by	construcNng	a	fear	hierarchy	
1.  Generate	specific	feared	situaNons	
2.  Rate	them	using	SubjecNve	Units	of	Distress	

•  ConNnue	by	actually	doing	the	exposures,	
working	from	lower	to	higher	SUDs	situaNons	
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Sample	Fear	Hierarchy	

Exercise!	

•  You	will	now	create	your	own	fear	hierarchies	

•  Should	include	a	wide	range	of	fears	and/or	
situaNons	that	are	distressing	

•  Use	SUDs	raNng	to	disNnguish	and	order	the	
hierarchy	
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Session	4	

•  Review	last	week		

•  Problem	solve	homework	or	reward	program		

•  ConNnue	hierarchy	development	

•  Introduce	arguing	with	OCD	

•  Conduct	in-session	exposure		

Exposure	Types	

•  Imaginal	exposure	tasks		
– OMen	used	in	the	beginning,	or	when	the	child	has	
abstract	worries	/	fears		

– Allows	for	pracNcing	coping	skills	before	
confronNng	the	real	situaNon		

•  In	vivo	exposure	tasks		
– OMen	follow	imaginal	exposures,	use	a	“live	and	in	
person”	version	of	the	feared	situaNon		

Exposures	
•  Exposure	occur	both	in	and	out	of	session		

•  Requires	cooperaNon	of	parents	to	facilitate	
successful	homework	exposures		

•  Should	be	similar	to	what	is	being	done	in	
session,	using	a	hierarchy	and	SUDs	raNngs		

•  Internal	and	external	rewards	for	successful	
exposure	compleNon	should	be	discussed	
beforehand		
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Exposures	

•  Ideal	exposures	are	prolonged,	repeated,	and	
prevent	the	use	of	distracNon	behaviors		

•  SUDs	decrease	of	at	least	50%,	with	more	
being	beaer		

•  May	require	shaping	up	to	the	more	difficult	
situaNons,	in	terms	of	both	Nme	and	use	of	
distractors		
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Therapist	Tasks	

•  Realize	long-term	benefits	outweigh	short-	
term	distress,	and	communicate	this	effecNve	
to	the	family		

•  Work	collaboraNvely	with	the	child	and	family	
to	plan	and	execute	the	exposures		

•  Maintain	rapport	during	exposures	by	building	
upon	pre-established	rapport		

Therapist	Tasks	

•  Do	not	allow	avoidance	or	distracter	
behaviors	during	the	exposure		

•  Modeling	how	to	conduct	exposures	for	the	
parents,	so	that	they	can	perform	them	at	
home		

•  Be	flexible	and	creaNve	when	dealing	with	less	
than	opNmal	exposures	and	resistance		

Obstacles	for	the	Therapist	

•  I’m	making	my	client	more	upset	/	anxious	

•  It’s	difficult	to	see	people	in	distress		

•  Can	be	emoNonally	draining	for	some	
therapists		

•  May	have	to	do	exposures	that	you	are	not	
comfortable	with		
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Exercise!	

•  Now	for	an	in	vivo	demonstraNon	of	EX/RP	

Session	4	

•  Discuss	differenNal	aaenNon	again	–	especially	
ignoring		

•  Review	family	involvement	in	OCD	symptoms		

•  Problem	solve	homework	compliance	obstacles		

•  Homework	–	EX/RP	task	compleNon,	parents	use	
posiNve	aaenNon	and	ignoring		

Session	5	

•  Review	last	week		

•  Problem	solve	homework	tasks	

•  Revise	hierarchy	of	symptoms	

•  Review	arguing	with	OCD	

•  Conduct	in-session	exposure		
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Session	5	

•  Discuss	modeling	

•  Homework	
– Parental	modeling,	use	of	differenNal	aaenNon	
– Child	completes	EX/RP	task(s)	each	day	

Session	6	

•  Review	last	week		

•  Problem	solve	homework	tasks		

•  Review	disengagement	efforts	
	

•  Revise	hierarchy	of	symptoms	&	arguing	

•  Introduce	scaffolding/coaching		

Scaffolding	

•  Step	1	–	Find	out	how	child	feels	and	empathize	
with	the	child		

•  Step	2	–	Brainstorm	with	child	how	to	approach	
the	situaNon		

•  Step	3	–	Choose	opNon	from	Step	2	and	act	on	it		

•  Step	4	–	Evaluate	and	reward		
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Session	6	

•  Conduct	in-session	exposure	

•  Review	scaffolding/coaching	steps	

•  Homework		
– Parents	use	modeling,	DA,	scaffolding,	conNnue	
disengagement,	reward	task	compleNon		

– Child	completes	ERP	task(s)	each	day		

Session	7	
•  Review	past	week		

•  Problem	solve	homework		

•  Review	disengagement		

•  Revise	hierarchy	of	symptoms	&	check	arguing		

•  Conduct	in-session	exposure	to	check	parental	
scaffolding		

Session	7	

•  Expand	use	of	scaffolding	outside	of	EX/RP	
pracNce	tasks	

•  Homework	
– Encourage	use	of	all	parental	tools	
– Have	parents	apply	scaffolding	outside	planned	
pracNce	Nmes	

– Child	complete	ERP	task(s)	each	day		
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Sessions	8-10	
•  Review	past	week		

•  Problem	solve	homework	

•  Review	disengagement	
	

•  Revise	hierarchy	of	symptoms	&	arguing		

•  Conduct	in-session	exposures	
	

•  Homework	assignments		

Further	Sessions	

•  Take	place	two	weeks	aMer	previous	sessions		

•  Similar	to	sessions	8-10		

•  Focus	on	how	to	handle	OCD	future	problems	
– Relapse	prevenNon	strategies	
– Dealing	with	symptom	reappearance		

Ending	Therapy	

•  Sessions	should	be	spaced	further	apart		

•  Some	families	may	need	more	booster	
sessions	than	others		

•  Plan	on	having	long-term	follow-up	visits	to	
check	progress	and	troubleshoot		


