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Abstract 

Obsessive compulsive disorder (OCD) is a highly distressing psychiatric disorder that has 

significant impact on quality of life and increased risk for suicide. Presentations of this disorder 

include repetitive obsessive thoughts and images of personally distressing content, and mental or 

behavioural compulsions. This disorder is estimated to affect up to 4% of the general population. 

Current treatment guidelines advise the use of Exposure and Response Prevention (ERP) as the 

first line treatment, with more severe OCD cases recommended for inpatient administration of 

behavioural therapies. However, there exists people with OCD who do not benefit solely from 

behavioural therapies due to several factors including accessibility, tolerability and poor 

treatment response. This paper provides a comparative analysis of evidenced-based interventions 

for adults with OCD, with a focus on ERP, Metacognitive Therapy (MCT) and Acceptance and 

Commitment Therapy (ACT). This analysis synthesizes results from randomized controlled trials 

exploring treatment effectiveness within evidence-based psychotherapies and discusses 

mechanisms of change within each modality. The findings support that MCT and ACT may offer 

viable alternatives to ERP and emphasize future research directions to determine which client 

characteristics may be moderating treatment response.  

Keywords: Obsessive compulsive disorder, Exposure and response prevention, 

Metacognitive therapy, Acceptance and commitment therapy, Cognitive therapy, evidence-based 

practice, treatment failure, treatment outcome 
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Chapter 1 

Introduction, OCD, impact, and purpose statements 

What if I pushed that baby stroller into oncoming traffic? Random, spontaneous, 

sometimes disturbing thoughts occur in our minds thousands of times a day. Indeed, research 

recruiting non-clinical participants across thirteen countries and six continents reported 94% of 

their sample experienced intrusive thoughts, images or urges (Radomsky et al., 2013). However, 

when these thoughts, or images, are experienced as incredibly distressing, unacceptable, 

personally significant or important, our attention is subconsciously shifted to monitor for the 

(re)occurrence of these internal experiences, becoming what’s known as an “obsession”.  To 

control the distress and perceived threat of the obsession, people often “neutralize” the 

experience with a different thought or behaviour, called a “compulsion” (American Psychiatric 

Association, 2013).  Compulsions might be observable such as handwashing, or mental such as 

counting or tracking, and all compulsions are not pleasurable but do offer reduced distress in the 

short-term moment (Starcevic et al., 2011). However, over time the obsessions repeat, and the 

compulsions are performed in an ongoing cycle. This process describes the experience of living 

with Obsessive Compulsive Disorder (OCD), with individuals suffering from this disorder losing 

a minimum of one hour a day within this cycle of distress and neutralization (Abramowitz & 

Jacoby, 2014) and often sacrificing time and effort in social, religious, physical, and 

occupational areas of their life (Stengler-Wenzke et al., 2006). OCD has a lifetime prevalence 

rate of about 1.5–4% (Ahmari & Rauch, 2022), and onset occurs between early childhood and 

early adulthood (Stengler-Wenzke et al., 2006).  

Furthermore, individuals with a principal diagnosis of OCD face a substantial increase of 

risk of suicide during their lifetime compared to both the general population and other clinical 
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populations (Albert et al., 2019). When investigating non-fatal health outcomes related to OCD, 

people with this diagnosis often suffer for years with poor health outcomes related to lost income 

and decreased quality of life (Subramaniam et al., 2013). Just over 30 years ago, OCD was 

ranked as the 5th most impairing disability across all disorders (including physical) according to 

the World Health Organization (World Health Organization, n.d.). Thankfully, due to increased 

understanding and research on this disorder, clinical treatment has advanced to a point that 

recovery from this disorder is often possible, and it no longer qualifies in the previous list of top 

ten disorders.  

Purpose statements  

The overall purpose of this capstone is to outline problems related to the gold standard 

evidence-based treatment for OCD, Exposure and Response Prevention (ERP), and evaluate 

peer-reviewed research comparing ERP to other promising evidence-based interventions to 

determine if superior treatment outcomes exist. The research questions include: What is the 

impact of living with OCD? How do current evidence-based approaches work to treat OCD? 

What challenges exist in the application of these approaches? What does the evidence support 

with reference to treatment modality, and what does this mean for treatment recommendations?  

The results of these questions are expanded upon to direct where research should prioritize 

exploring. 

Purpose 1 

This capstone first investigates the nature of OCD and the impact of living with OCD. As 

mentioned above, OCD is very debilitating without the right treatment. Indeed, OCD is often 

misdiagnosed, and people who suffer from this disorder often live with their symptoms for an 
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average of 7.5 years before deciding to pursue treatment (Stahnke, 2021), leading to financial 

consequences, and other difficulties related to their symptoms taking over their life. Part of the 

reason OCD goes undiagnosed or misdiagnosed for so long is due to the lack of clinical training 

on this disorder across training programs in health disciplines (Senter et al., 2021). Not only is 

this disorder hard to spot without the right training, but patients with OCD may also experience 

symptoms on and off for years before deciding to pursue treatment. Studies in the USA have 

estimated that between 38% and 89% of individuals with OCD neither ask for nor receive 

treatment (Senter et al., 2021).  

Ultimately, what can happen over time and what makes it so important for people with 

OCD to have specialized treatment, is the movement of OCD symptoms. Over time, OCD can 

“hop themes”, where the underlying mechanisms of the disorder are still present, but the theme 

of the obsessions and compulsions shift to new content (Bakhshinejad et al, 2024). For example, 

someone with a fear of sickness related to germs, getting contaminated and spreading 

contamination to vulnerable populations and who performs compulsions like excessive cleaning 

and washing hands may eventually shift themes to fear of accidentally running over a pedestrian 

and killing them, and now perform compulsions related to excessive tracking and repetitive 

checking while driving excessively slowly. Knowledge of how this disorder tends to behave and 

maintain itself over time is extremely important, as novice clinicians may preemptively conclude 

treatment, leading the client to experience a new theme of OCD. The client may then have to 

return to treatment and clinicians may erroneously conclude the client is “untreatable” or 

treatment resistant, with resulting increase in suffering. This type of trajectory is also an 

important example of why OCD as a primary diagnosis tends to occur with other comorbid 

disorders such as depression and generalized anxiety, and eating disorders (Sharma et al., 2021). 
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Also, enforcing the reasons why specialized treatment specific to OCD is necessary for the most 

beneficial treatment outcomes, the current gold standard psychotherapy intervention is a 

specialized form of CBT called ERP. Indeed, “standard” CBT is not recommended as the typical 

intervention as techniques of cognitive disputation and thought control can backfire and 

accidentally reinforce OCD thought impairments, unfortunately making the disorder worse over 

time (McKay et al., 2021).  

Purpose 2 

 The second purpose statement is to review the three types of evidence-based 

treatment models that exist for OCD.  

CBT for OCD. The current gold standard, evidence-based psychotherapy treatment for 

OCD is a specialized form of cognitive behavioural therapy called exposure and response 

prevention (ERP). ERP works by promoting fear extinction, through preventing avoidance and 

allowing distress to naturally decrease over time, a process referred to as habituation (Foa, Yadin 

& Lichner, 2012).  With repetition, the person with OCD learns that they can tolerate their 

distress, and that their fears related to the obsessions have an extremely low probability of 

coming true. The client also realizes their efforts to reduce or eliminate the fear have a rebound 

effect of maintaining the OCD cycle by increasing awareness of OCD thoughts which increases 

the frequency of them (Rachman et al., 1976; Rachman 1998). ERP begins with establishing the 

obsession(s), the compulsions and any other functional impairment occurring due to these 

symptoms. Typically, this information gathering stage also includes psychoeducation about 

OCD, how thoughts and emotions and behaviours are connected, and introduces the client to 

self-monitor these cycles to build self-awareness. The next steps involve identifying and 

organizing a “fear hierarchy”, a stepped ladder of exposures to the feared obsessions and 
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associated compulsions, from lowest to highest level of fear using a measurement called 

“subjective units of distress” (SUDS) (Foa et al., 2012). This hierarchy is used to help the client 

face their fears, through a mix of real life exposure scenarios, imaginal scenarios, without 

compulsions in order to learn that these compulsions are not only unnecessary to prevent feared 

consequences, but also reinforce the unwanted maintenance of the OCD cycle.  

Over time, empirical evidence supporting why ERP works has shifted between two 

theories, emotional processing theory (Foa & Kozak, 1986) and inhibitory learning theory 

(Craske et al., 2008). Emotional processing theory posits that what indicates a patient’s progress 

in ERP treatment are clear indicators of habituation (reduced feeling of fear over time) within the 

ERP session. Through this theory, ERP is paced by monitoring the occurrence of fear habituation 

within the ERP session, meaning the client does not progress up the fear hierarchy until a 

reduction of fear is experienced. However, Craske et al. (2008) provided evidence that pointed to 

a new mechanism surpassing habituation as the main mechanism for fear extinction, referred to 

as “inhibitory learning”. This mechanism describes the patient's ability to recall new “safety 

learning” (i.e. learning no feared consequences occur if the compulsion is not performed, or the 

fear experienced is able to be tolerated). This safety learning is successfully recalled through 

practice and reflection to repeated ERP scenarios, and ERP progression is not tied to habituation 

of fear. Treatment ends with relapse prevention, progress review and clients’ demonstrated 

ability to apply the ERP model on their own. The National Institute for Health and Care 

Excellence recommends clinical practice guidelines to include ERP as the first line of 

psychological intervention for OCD, with or without cognitive therapy (National Institute for 

Health and Care Excellence, 2005).   
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Next, I discuss two alternative models that have demonstrated empirical evidence for the 

treatment of OCD. 

MCT for OCD. The first model is a type of cognitive therapy called Metacognitive 

Therapy (MCT) (Fisher & Wells, 2008), which focuses on the person’s relationship to their 

thoughts rather than the content of the thoughts. In standard cognitive therapy not specialized to 

OCD (Whittal et al., 2002), the structure and focus of treatment relies on disputing the content of 

a patient’s unrealistic thinking patterns through methods like cognitive disputation (McKay et al., 

2021). In MCT, the theory exclusively targets higher order thinking patterns, how a patient 

relates to their thoughts, (i.e. thinking about thinking), how seriously they take their thoughts and 

obsessions, and how necessary completing compulsions is considered.  The aim of MCT is for 

clients to practice “detached mindfulness”, which encourages thought acceptance (notice without 

engaging) rather than thought control. This distinction is designed to help clients understand that 

thoughts, even OCD thoughts, are merely mental events and do not require emotional or 

behavioural responses. MCT begins with introducing the model to clients, identifying 

dysfunctional metacognitive beliefs, practicing detached mindfulness and attention training. 

Clients then conduct behavioural experiments testing the importance of reacting versus non-

reacting to obsessions and thought control strategies. These experiments usually begin by 

encouraging the client to react to their obsessions using compulsions, a technique known as 

response commission, in order to prompt the clients realization that acting on compulsions is a 

choice. The next stages include behavioural experiments testing the necessity of acting on 

compulsions. Treatment ends with relapse prevention and ensuring the client can apply the MCT 

model independently.  
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ACT for OCD. The third model reviewed in this paper references Acceptance and 

Commitment therapy (ACT) for OCD (Twohig et al., 2010, 2015). The main psychological 

mechanism targeted in ACT is described as “psychological flexibility”, the ability to behave 

according to one’s values despite internal events such as distressing thoughts or feelings. ACT 

does not tend to be delivered in structured, manualized steps such as ERP or MCT, and instead is 

a process therapy that is flexible and may include exposure-based exercises to increase values-

based behaviours. From this modality, no hierarchy determined by SUDs is created, but 

sometimes a hierarchy of exposures determined by willingness to experience is used. Progress in 

exposure exercises is measured using willingness to experience distress, rather than habituation 

of fear using SUDS such as in ERP. Another difference is ACT heavily utilizes metaphors and 

experiential exercises as opposed to behavioural experiments and testing or modifying thinking 

styles as in MCT.  

Purpose 3 

The third purpose of this capstone is to review the empirical evidence in comparing MCT 

or ACT to ERP published in the last seven years.  

Purpose 4 

The fourth purpose of this capstone is to outline trends and future directions of the field, 

review best practices based on the current literature, and provide clinicians with questions to 

reflect on as they assess client readiness for ERP and troubleshooting ERP.  
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Theoretical framework 

The theoretical framework and epistemological view of this capstone is based on 

empiricism. Specifically, I am investigating empirical treatment outcome studies and 

scientifically based evidence in the literature to further understand the field of OCD treatment. In 

this perspective, knowledge is created from what we can see, measure and test using scientific 

methods. Such knowledge is also subject to verification and falsifiability, that is, it must be 

verified through experience and is always subject to revision to accommodate any new data that 

is obtained through experience (Moorey, 2023). Applied to psychotherapy, this means that 

models of psychotherapy must be validated with evidence collected and evaluated through 

scientific methods, and models that do not have empirical support do not have authority in 

clinical practice.  

Reflexivity and positionality statement  

My introduction to clinical psychology topics began in a research lab during my 

undergraduate degree. I worked as a research coordinator, lab manager and diagnostic assessor 

on a large, multi-site randomized clinical trial for almost ten years which provided me with a 

deeper understanding of empirical methodology. During the past three years I have worked 

directly with individuals experiencing OCD, which prompted my interest in how to navigate the 

nuanced realities of psychotherapy between what exists in the scientific literature and what 

occurs in treatment settings. Through my experience working with complex OCD clients, I have 

witnessed the challenges these clients face when receiving gold standard psychological 

interventions such as ERP. I have realized how heterogeneous OCD presentations often are, and 

the clinical challenges of individualizing behavioural treatments within the limits of what 
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outpatient therapy can provide using predominantly behavioural therapies. These realizations 

have motivated my interest in exploring how alternative evidence-based treatments might 

compare to gold standard approaches like ERP. Questions I often find myself asking include: 

Why are some individuals unresponsive to ERP even when delivered well? Which mechanisms 

account for change in treatment outcomes and why are there conflicting research findings?  

My research paradigm is empirical as I have a commitment to evidence-based practice, 

and value quantitative outcome data to inform clinical decisions and theoretical development. In 

terms of bias, I acknowledge a growing skepticism about ERP as a monotherapy for the 

treatment of complex OCD clients. I accept and respect the efficacy of this approach, however 

my clinical experience requires my theoretical approach to reflect the experiences of my clients, 

and ERP does not meet the needs of all my clients. I am aware these clinical experiences may 

incline me to be more receptive to alternative approaches, potentially biasing me towards 

attending to shortcomings in ERP. To manage this bias, I committed to ensuring I evaluate all the 

evidence discovered in the literature review with equal scrutiny. I aim to highlight trends in the 

evidence, and what gaps or inconsistencies need more immediate attention. My motivation is to 

deepen my understanding of what works, for whom and why, as a clinician who intends to 

specialize in the treatment of OCD. I hope to contribute to a broader and more inclusive 

conversation about the future of OCD treatment, to understand and advocate for treatments that 

reflect both scientific evidence and clinical relevance.  

Definition of Terms 

To clarify the abundance of different key terminology used in this paper, the following 

definitions are provided below: 
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Behavioural experiments  

A technique and strategy used in cognitive therapy and cognitive behavioural therapy that 

uses behavioural elements to test the accuracy of a client’s beliefs through real life experience. 

Behavioural experiments may utilize exposure methods, however the focus of the exercise is not 

on experiencing a reduction of distress, but to determine if specific thoughts or assumptions 

occurred according to the client’s expectations (Rouf, 2004).  

Cognitive restructuring  

 A technique used in cognitive behavioural therapy that involves directing the 

client to identify, question, challenge and modify unhelpful or irrational thoughts and thought 

patterns (Clark, 2013). Clients are typically instructed to replace their irrational thoughts at the 

content level with rational alternatives, and thus cognitive restructuring is considered a thought 

control strategy to change thinking, leading to changes in behaviour and finally changes in 

emotional experiences.  

Detached mindfulness 

A technique used in metacognitive therapy that instructs the client to pay attention to 

their thought content without trying to suppress, control or change it. This technique also 

encourages clients to not analyze, make meaning from or react to the thought content. The goal 

of this technique is for clients to realize that thoughts do not have special importance and 

recognize the futility of trying to suppress or control thoughts (Wells, 2011). 
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Effect size 

In psychotherapy research, effect sizes are a statistical measurement of strength of change 

which provides an objective understanding of how impactful a treatment is. Effect sizes are 

essential for comparing the practical effectiveness of different psychotherapies in treatment 

outcome research (Hoyt & Del Re, 2018).  

Expectancy violation 

 The process and mechanisms specific to the inhibitory learning model of exposure 

and response prevention. Expectancy violation is the mismatch between expected outcomes and 

actual outcomes when performing exposures and seeks to enhance memory retrieval of safety 

learning (obsessional thoughts and fears are manageable) instead of fear associations 

(obsessional thoughts are dangerous and bad) (Craske et al., 2014).  

Habituation 

 Within the context of emotional processing theory, habituation refers to the 

passive process of emotions decreasing over time. Habituation is considered to be the mechanism 

by which fear extinction learning occurs during ERP dictated by emotional processing theory 

(Foa et al., 1983).  

Mediation analysis 

This type of research design can use statistical methods to determine how or why a 

treatment has a relationship (positive correlation) with outcome measures (Kazdin, 2007). 

Mediators often confirm mechanisms of change in psychotherapy treatments and the models they 

are based on.  
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Mental contamination 

A type of OCD that involves feeling an internal dirtiness that manifests without a 

physical contaminant and is not as responsive to cleansing rituals used in contact contamination. 

Triggers to feeling this internal contamination include memories, visual stimuli, thoughts. The 

source of contamination is typically related to another person or oneself rather than inanimate 

objects and has been demonstrated to be prompted by interpersonally and/or morally 

unacceptable events (Rachman et al., 2014). 

Metacognitive restructuring 

Similar to cognitive restructuring, metacognitive restructuring involves challenging and 

changing beliefs using Socratic questioning and pragmatic evaluation perspectives. Restructuring 

is aimed to help clients modify their relationship to their thought patterns rather than the patterns 

themselves. For example, believing worrying is helpful is a metacognitive belief commonly 

targeted in metacognitive therapy (Wells, 2011). 

Moderator analysis 

This research design uses statistical methods to investigate variables that control the 

direction and strength of a correlation between variables. In psychotherapy outcome research, 

moderators explain what groups and what conditions might affect the impact of a psychological 

intervention (Spielmans & Flückiger, 2018).  
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Psychological flexibility 

The proposed mechanism of change in Acceptance and Commitment Therapy. It refers to 

the process of increasing openness and willingness to experience unwanted internal events such 

as distress or anxiety (Twohig et al., 2015).  

Randomized controlled trial 

The preferred scientific method of study design that is used to test the effectiveness or 

efficacy of a psychological treatment. Participants are randomly assigned to one or more groups 

to ensure bias is controlled and other external factors are usually also controlled in order to 

determine if changes in treatment outcome can be reliably attributed to the independent variable 

(usually treatment groups). This type of study design is considered the gold standard in evidence- 

based practice (Shean, 2014).    

Scrupulosity 

 A theme of OCD that includes obsessional content related to moral, ethical or religious 

fears (Greenberg & Huppert, 2010). This theme of OCD often co-occurs with belief domains 

such as inflated responsibility and over importance of thoughts (Nelson et al., 2006). Individuals 

with scrupulosity OCD often present with intense fear as well as disgust and guilt.  

Treatment outcome 

In empirical research, treatment outcome is the measurable change of a client’s 

psychological symptoms, well-being, and psychosocial functioning as a result of receiving a 

psychological intervention. These outcomes are typically calculated using standardized measures 

before, during and after an intervention has been administered in order to determine the efficacy 
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or effectiveness of a psychological intervention, by comparing these outcomes to baseline 

symptoms or control groups (Shean, 2014).  

Outline of the Capstone Project Chapters 

 The remainder of the capstone is organized as such: Chapter 2 reviews, summarizes 

research findings and provides research directions. In Chapter 3, recommendations for clinicians 

with reference as to how to assess for lack of treatment response to ERP, and what directions 

might be necessary to improve outcomes for clients depending on the barrier(s) to treatment 

response is explored in detail. 
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Chapter 2  

Treatment resistance relating to ERP 

Although ERP is the gold standard treatment option for people living with OCD, there 

exists quite a few interruptions to either the delivery of the ERP “dose” or the frequency of the 

ERP. Put simply, the “dose” of ERP needs to be delivered effectively (expectancy violation 

and/or habituation needs to occur) and the frequency needs to be matched to severity of 

symptoms in order for safety learning to generalize and symptom reduction to occur. This 

section of the paper divides these difficulties into two sections: treatment failure due to 

incomplete treatment course, and treatment failure despite a full course and adherence to 

protocol.  

Treatment failure due to incomplete treatment 

Firstly, several reasons are believed to exist for treatment failure due to incomplete 

treatment, namely, adherence to treatment, premature dropout, and availability of treatment. As 

with any manualized psychotherapy treatment, adherence to protocol and the clinical judgment 

to know how to tailor the protocol to each specific client is essential for a successful treatment 

outcome. From the patient’s side, poor adherence may look like poor attendance or not 

completing between-session homework ERPs. More specifically, Reuter et al. (2024) theorize 

that extra-therapeutic factors such as secondary gains/losses from the disorder, patient 

characteristics such as symptom severity, lack of social support to encourage ERP gains, 

inability to tolerate distress, and poor expectancy violation during ERPs are likely to mediate 

poor treatment outcome to ERP and explain poor client adherence to treatment. As a result of 

finding treatment ineffective and distressing, clients may drop out of ERP treatment before 
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treatment gains are realized (Spencer et al., 2023). Due to the mechanism of fear extinction, 

thorough expectancy violation should occur before graduation from treatment is recommended, 

so drop-out leads to a higher chance of spontaneous recovery of the disorder. However, clients 

are not the only ones who may be incorrectly adhering to ERP treatment. Clinicians who provide 

ERP treatment may also be at fault. For instance, survey results indicate up to 70% of clinicians 

hold negative beliefs about ERP treatment such as unwillingness to evoke and witness client 

distress (Moritz et al., 2019). For some ERP clinicians, fidelity to ERP theory is insufficient. For 

example, in a German sample of ERP clinicians, only a minority left their office to conduct ERP 

with clients, or allowed longer session times (i.e. more than two hours) (Moritz et al., 2019). All 

of these factors can impact treatment outcome by preventing making direct contact with all 

themes of OCD that are present, enough time for expectancy violation to occur, and 

psychological flexibility processes from occurring, such as enough safety learning and 

generalization of treatment success.  

Lastly, frequency of sessions is a reason for incomplete ERP treatment. For clients with 

moderate to severe OCD symptoms, ERP is recommended in clinical guidelines to be 

administered in a “higher dose”, meaning longer and more frequent sessions (National Institute 

for Health and Care Excellence, 2005). For example, residential care programs designed to treat 

severe OCD usually implement ERP from a team of mental health professionals in individual 

and group settings for about 8-10 hours a day, with programs ranging between 4 days and several 

months and in a controlled environment where they receive more support to resist performing 

compulsions (Hansen et al., 2018; Veale et al., 2016).  This creates a ratio of treatment to 

symptoms that can help clients stabilize to either go into remission or have residual symptoms 

that can be addressed in outpatient settings. Private outpatient settings typically see clients once a 
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week for a 50 minute session, which is a big contrast to the “dose” of treatment experienced in 

inpatient treatment. In outpatient settings, clients suitable for these settings are expected to be 

able to self-administer their ERP “doses” between sessions. Even if private outpatient clinicians 

replicated a program similar to the Bergen 4 day intensive ERP (Launes et al., 2019), being able 

to schedule 8-10 hours of ERP for one client is virtually impossible to balance within a typical 

caseload. Scheduling difficulties aside, it would also be unethical for the clinician to cancel 

weekly sessions with other clients to prioritize an intensive ERP delivery for one client. Lastly, 

the cost for these services in private outpatient settings are often paid for out of pocket, and are 

vastly expensive to afford. Unfortunately, there are extremely few resources for clients with 

OCD through public funding in Canada (Whittal, personal communication, February 2025), and 

only a small number of specialized private outpatient centers can provide evidenced-based 

treatment for this disorder.   

ERP and treatment resistance   

This next section discusses proposed reasons for ERP failing despite client and clinician 

adherence to ERP clinical guidelines. Reasons include ERP mechanisms are insufficient for 

complex OCD presentations due to interrupting comorbid disorders such as generalized anxiety 

disorder, or the subtype of OCD was not responsive to how the ERP was designed.  

Complex presentations of OCD can include varying levels of comorbid disorders, notably 

mood disorders, psychosis, generalized anxiety disorder, PTSD, and eating disorders (Sharma et 

al., 2021). ERP is a treatment designed specifically for OCD, and although it can be blended with 

other CBT interventions, it is not sufficient alone to treat a multitude of disorders. For example, 

co-occurring MDD, GAD, social phobia and panic disorder were identified as predictors of low 

progress during ERP treatment, more so than severity of OCD symptoms (Kim et al., 2023), and 
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the complexity of presentations such as these require several evidence-based interventions to be 

implemented for improved symptom reduction (Eda, Gorbis & Jajoo, 2024). At this point in 

time, there is a large dearth of research that supports clinical decision-making models which 

advise clinicians how to organize evidence-based treatments in such complex presentations. As a 

result, treatment options for clients with complex presentations are scarce.  

Additionally, there has been a more outspoken need for research to assist clinical decision 

making in determining which OCD presentations would benefit from ERP (Steketee et al., 2019). 

Part of how ERP works is by creating enough expectancy violations for clients to begin 

experiencing generalization of safety learning across all themes of their OCD. However, 

sometimes the theme of OCD may change before sufficient ERP progress occurs (Behnaz et al., 

2024), leading the client and clinician to begin creating extensive lists of ERPs that are 

unrealistic to complete.  

Regarding the rigidity of beliefs, not all presentations of OCD have demonstrated the 

same responsiveness to ERP, such as OCD presentations that feature strong belief rigidity or  

scrupulosity (religious or moral obsessions), which is a predictor of treatment resistance to ERP 

in OCD. This has been theorized due to scrupulosity increasing the fixedness of beliefs related to 

OCD content (Siev et al., 2020). Personal significance or feelings of guilt, responsibility or 

shame may also distort efforts to use reality testing and habituation in ERP. Additionally, the 

emotional experience of disgust is another difficult target to address through ERP, as this 

emotion has been demonstrated to take far longer for habituation and tolerance to create an 

extinction response and therefore alleviate symptoms (Bhikram et al., 2017). Although disgust 

has been successfully treated through ERP (McKay, 2006), it can be a clinical challenge for both 
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the therapist and the client to evaluate progress and maintain consistency and treatment 

engagement when completing repetitive exposure with response prevention.  

Lastly, even with well-implemented ERP, treatment resistance may occur due to a variety 

of unintentional interfering behaviours from the client. For example, sometimes clients 

experience fewer overt compulsions and instead engage in many mental compulsions that are 

experienced as automatic and very difficult to create response prevention, unlike overt 

compulsions such as handwashing or showering. Mental checking, reviewing memories, 

“figuring out” the chances of the obsessions happening and imagining performing physical 

compulsions (i.e. imagining washing hands during an exposure) are all examples of forms of 

mental compulsions that can prevent effective ERP outcomes as they all avoid being fully 

present and confronting risk in the moment during the exposure. Some clients have a difficult 

time not resisting anxiety and end up “white knuckling” through exposures (Herren & Brannan, 

2018) and are unable to let themselves fully confront the risk of their fears coming true. Other 

times, there is a concurrent increase in other compulsive behaviours such as tics or somatic 

symptoms including pain and dissociation, that prevent full expectancy violation from occurring 

(Middleton et al., 2019). In these cases, these are markers that ERP may be progressing too 

quickly beyond a client’s window of tolerance and capacity for emotional regulation and either 

the pacing of ERP needs to slow down, or alternative psychotherapies should be explored.  

MCT and ACT as answers to these problems in ERP 

This next section describes how MCT and ACT may address these problems related to 

ERP and therefore justify why alternatives to ERP from these theoretical approaches may be 

effective in improving treatment options for people with OCD.  
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From a delivery standpoint, both ACT and MCT have demonstrated efficacious results 

(Normann & Morina, 2018; Soondrum et al., 2022) and noninferiority compared to ERP for 

treating OCD in several RCT trials (Exner et al., 2024; Nielsen et al., 2025). Due to using 

different proposed mechanisms to ERP, session length tends to be shorter than the 90 minutes 

recommended in the Foa manual (Wells & Fisher, 2008) and does not require specific locations 

such as having to leave the office in ERP to locations that would produce the strongest 

expectancy violation. Additionally, MCT and ACT sessions are not typically implemented more 

than once a week, therefore becoming more accessible both in scheduling and financially for 

clients.  

To address the problems associated with treatment resistance in ERP, both MCT and 

ACT do not utilize cognitive disputation on a level that engages with content of thoughts but 

instead prioritize broader psychological processes such as cognitive reappraisal of metacognitive 

beliefs and psychological flexibility. This shift effectively eliminates the problem of accidentally 

reinforcing OCD obsessional content through disproval. Furthermore, by prioritizing a 

metacognitive level of awareness, the problem of OCD themes changing prior to treatment gains 

during ERP is also nullified, as the target of these interventions is aimed at psychological and 

cognitive processes that are theorized to maintain OCD regardless of theme (Exner et al., 2024). 

Such processes are also thought to potentially explain comorbidity between OCD and other 

disorders such as GAD, depression, and PTSD, as they are maintenance factors in these disorders 

as well.  

Lastly, by focusing on acceptability of internal states, certain presentations of OCD that 

do not respond well to reality testing in standard ERP, such as distress associated with emotional 

states of disgust, guilt, shame or untestable outcomes, have a different way of engaging in ERP 
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by looking at higher order thought processes (such as acceptability of internal states, futility of 

trying to control thoughts, engagement in life-enhancing activities) rather than trying to force 

habituation to these emotions through repeated, ongoing, long-term ERP.  

Review of empirical evidence  

Study criteria and description of search design  

As the previous subchapter detailed reasons why MCT or ACT may solve problems 

associated with ERP, the next subchapter will examine the available evidence for any clinical 

effectiveness (excluding non-inferiority) trials comparing MCT versus ERP, and ACT versus 

ERP, to evaluate if there are any superior interventions based on treatment outcome. Next, I will 

review any clinical trials comparing hybrid MCT/ERP or ACT/ERP (to target residual 

symptoms) compared to ERP as usual to determine if there is research evidence that indicates a 

superior protocol. A detailed critique of each study’s complete methodology is outside the scope 

of this paper, so the review will focus on reported treatment outcomes for OCD, with particular 

attention to the treatment intervention protocols used, therapy adherence, and how these findings 

may be clinically relevant.  

Criteria for included studies must contain treatment delivered by a clinician, primarily 

treating OCD populations as the principal diagnosis and as diagnosed by gold standard tools. 

Such tools include the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM–5; 

American Psychiatric Association, 2013), and the Yale-Brown Obsessive Compulsive Scale 

(YBOCs; Goodman et al., 1989). Additional criteria included adult participants, published in 

English and published in the past 7 years (2018 - 2025).  
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Treatment effectiveness of MCT vs ERP 

 There were two studies that met the criteria. Melchior et al. (2023) used a 

randomized clinical trial to compare the effectiveness of MCT against ERP for outpatient OCD 

clients. The treatments were delivered in a minimum of 8 weekly individual sessions of 45 

minute duration, with the maximum number of sessions being 15. The treatment protocol for 

MCT followed the manual of Wells and Fisher (2008), and the treatment protocol for ERP 

included maximizing expectancy violation in different contexts, without relying on a hierarchy to 

determine progression, and without using other safety behaviours (Craske et al., 2014 as cited in 

Melchior et al., 2023). The focus on expectancy violation also included identifying expected 

feared consequences prior to exposures and then examining violations in expected frequency or 

intensity of feared outcome. Specific sessions in each treatment condition were recorded and 

coded for treatment adherence by blind to treatment condition raters, which were scored above 

85 percent. Their results showed no clinically or statistically significant differences between 

groups on treatment outcome related to OCD symptoms, with both groups reaching clinically 

significant improvement on their OCD symptoms that was maintained at a six month follow-up.  

Rajezi et al. (2024) implemented a randomized clinical trial comparing MCT to CBT for 

OCD via 10 sessions of individual treatment, delivered in 60 minute duration over a period of 

five months. The treatment protocols are not provided or summarized, with no citation or 

reference to expand or replicate the procedure for each intervention. It is also unknown if ERP 

specifically was administered. There is also no mention of treatment adherence to determine 

fidelity of the clinicians to each model. The results for treatment outcome related to OCD 

symptoms were clinically and statistically more significant for the MCT group in comparison to 

the ERP group, which was maintained at the one and three month follow-ups.  
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 In summary, at this time there is very little evidence to help draw conclusions 

about the effectiveness of MCT compared to ERP. The two studies reviewed have conflicting 

results, and the Rajezi et al. (2024) study has serious limitations due to the lack of detail 

provided on their intervention procedures, reducing the ability to interpret and clinically utilize 

the results of their research. Melchior et al. (2023) have explained the surprising non-

significance between their two treatment groups, as MCT and ERP may have overlapping 

mechanisms of change, specifically with the design of ERP prioritizing expectancy violation in 

the ERP group. Both of their treatment groups displayed reductions in dysfunctional 

metacognitive beliefs relating to the significance and consequences of intrusive thoughts and the 

necessity of performing rituals, despite the ERP group not receiving specific treatment on 

metacognitive challenging. These results may indicate preliminary evidence of MCT as a 

promising alternative to ERP for OCD, especially if treatment adherence to ERP is compromised 

or treatment response was insufficient.  

Treatment effectiveness of ACT vs ERP  

There are two studies published in the last seven years that met criteria for this review. 

Zemestani et al. (2022) completed a randomized clinical trial investigating OCD treatment 

outcome in three groups: SSRI only, SSRI and ERP, and SSRI and ACT. In both the ERP and 

ACT groups, participants received psychopharmacology management as well as twelve 90 

minute sessions of the psychotherapy intervention. The ACT group followed a treatment manual 

based on Twohig et al. (2010, 2015), which prioritized psychological flexibility through 

mindfulness and experiential exercises, values-based action, and improving functioning despite 

OCD symptoms. Additionally, participants in this group were instructed to do homework 

between sessions for approximately 30 minutes every day. The ERP intervention was based on a      
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treatment manual (Foa et al., 2012) and prioritizes the mechanism of habituation by following 

graded exposure therapy using SUDs levels until fear reduction occurs. Participants were 

instructed to complete response prevention, and both in-session and between session exposures 

were used upwards of 30 minutes every day. Both treatments were provided by the same 

clinician who received specialized training and supervision for the duration of the study. 

Sessions were also recorded and reviewed weekly, and all recordings were coded for adherence 

by an independent psychologist. Their results showed no clinically or statistically significant 

differences between groups on treatment outcome related to OCD symptoms. Both groups 

reached clinically significant improvement on their OCD symptoms at post-treatment that was 

maintained at the 3 month follow-up.  

Derakhtkar et al. (2022) conducted an RCT to compare the effectiveness of several 

interventions for OCD. They looked at five groups in total: CBT with ERP, MCT, ACT, another 

intervention and a waitlist control. The delivery for all treatments was eight sessions for a 

duration of 75-90 minutes. The CBT/ERP group followed the Whittal and McLean model (1999, 

2002), which utilizes exposure to feared situations in the context of evaluating cognitive errors 

related to the appraisal process present in OCD. The goal is to disprove the personal significance 

of OCD thoughts, and then practice not reinforcing obsessions by paying attention to and acting 

on them. The MCT intervention was based on Wells (2008), which included the majority of 

treatment focusing on practicing detached mindfulness with respect to obsessions, directly 

challenging metacognitive beliefs using behavioural experiments, exposure and response 

commission, delay, modification and lastly banning performing rituals. The ACT intervention 

was based on Smith et al.'s (2017) manual and prioritized using mindfulness and defusion 

exercises, metaphors, and giving up trying to control obsessions. The last few sessions focused 
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on present focus engagement with values-based behaviours. Their results revealed that all 

treatments were effective compared to the control group, however, the ACT treatment had a 

statistically and clinically superior improvement in comparison with MCT and CBT/ERP. These 

results were maintained at the 1 month follow-up.  

Treatment effectiveness of ACT and ERP hybrid 

At the time of writing this paper, no research studies investigating ERP and either hybrid 

or sequential MCT have been published. There was one study that investigated a hybrid 

ERP/ACT intervention compared with standard ERP. Twohig et al. (2018) designed an RCT 

comparing ERP and ACT with ERP to evaluate if further treatment gains could be attained 

through this fusion of interventions. The interventions were delivered in 16 individual sessions 

every two weeks for a duration of 120 minutes per session. The ERP group completed an 

intervention designed to treat OCD through the habituation mechanism of fear extinction 

(prolonged, repetitive hierarchical exposure with response prevention), based on a treatment       

manual (Foa & Kozak, 2004). The ERP/ACT group followed a modification of the ERP 

intervention (in a manual by Twohig et al., 2015) and only changed the rationale and 

psychoeducation sessions to introduce the concept of psychological flexibility. In-session 

exposures were framed as ways to practice psychological flexibility. Values-based behaviours 

were emphasized at the beginning of treatment, in the construction of exposures, and at the end 

during relapse prevention. Both groups were instructed to complete daily exposure practice 

between sessions. Therapists that provided the interventions were trained by the creators of the 

interventions, had weekly supervision, and sessions were recorded and coded for adherence to 

therapy by blind to treatment condition assessors, and all scored 100%. Treatment outcomes for 

both groups were clinically and statistically significant with no differences related to treatment 
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outcomes, adherence to therapy or dropout. These results were maintained at the one month 

follow-up.     

Summary of ACT vs ERP 

The overall results of the three studies reviewed are conflicted, but the majority of 

findings support no superior treatment outcome for OCD between interventions.  

There are several limitations with the Derakhtkar et al. (2022) study. The Wells and      

Fisher (2008) model of MCT for OCD in the original pilot studies these authors cited included an 

increased number of sessions compared to this study (15, almost double), which is a problematic 

modification to this intervention as MCT has specifically designed linear progression and 

learning aims through each sequence of the treatment. Reducing the number of sessions by half 

may have created a poor replication of this intervention. Additionally, the authors indicate that 

they remained consistent with each model due to the research therapists’ attendance at 

workshops. However, additional credentials of these therapists are missing, including what 

supervision (if any was provided) looked like. There was also no therapy adherence tracking to 

verify the validity that each group remained consistent to the intervention protocol assigned.  

Overall findings and research directions 

Overall, there was no clear indication of a superior treatment based on treatment outcome 

for OCD. No study reported significant drop out rates between groups. Based on the research 

reviewed in this paper, findings favouring ACT in Rajezi et al. (2024) and Derakhtkar et al. 

(2022) appear to be more related to poor research design rather than actual superior treatment 

effects. Notably, even the studies with the original intervention creators as co-authors and 

clinical supervisors during treatment adherence did not demonstrate any superior treatment 
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outcomes between interventions. The remaining three studies reviewed provide additional 

support in the scientific community for ACT, MCT and ERP as effective treatments for OCD.  

At this time, it is unknown the long-term stability of these outcomes as the research reviewed 

had follow-up periods ranging from 0 to 3 months. As is recommended to determine the long-

term outcome of psychological treatment, usually over 12 months is a good indicator of lasting 

treatment effects (Fisher et al., 2020).  

Interestingly, the results also provide more support for the likely overlap of psychological 

processes outside of each model’s proposed targets. This is not new in ERP research, as Twohig 

et al. (2010) introduced this possibility into the scientific literature, and Ong et al. (2022) 

consistently report evidence for shared mechanisms across ACT, MCT, and ERP when treating 

OCD. However, it is unknown which hypothesized process (i.e. reappraisal, thought control, fear 

extinction, psychological flexibility) is most responsible for treatment outcome in MCT vs ACT 

vs ERP. Guidance in this area will help us to dismantle and implement treatment options more 

effectively. For instance, if rumination is interrupting ERP treatment progress (such as becoming 

a compulsion and preventing response prevention), then clinicians need guidance on what type of 

mechanism works best to address this. For this reason, future research should include mediation 

analysis to help determine why certain associations are happening. Current researchers have 

pooled together data from RCTs investigating treatment effectiveness in OCD populations and 

compiled an overall meta-analysis studying moderators and predictors of treatment (Fisher et al., 

2020), however there are very few mediation analyses in the literature. The information resulting 

from this type of evidence may help clinicians problem solve and determine what requirements 

should be met when considering switching modalities with a client who is not progressing with 
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ERP. One research idea would be to sequentially administer ACT or MCT to people with OCD 

who had a non-response to ERP or to treat residual symptoms.  

One of the criticisms of ERP mentioned at the beginning of this chapter involved high 

client drop-out rates in ERP treatment. In three of the RCTs reviewed, there were no significant 

differences in participant drop-out rates between treatment groups (drop-out rates ranged from 

0.025 - 19%) although both Rajezi et al. (2024) and Derakhtkar et al. (2022) did not report drop-     

out numbers. It is possible that this concern may not be as problematic as initially thought, and 

some more recent meta-analyses suggest therapy drop-out rate is not particularly higher in ERP 

compared to pharmacological or psychological interventions (Johnco et al., 2020; Ong et al., 

2016). Client drop-out from therapy may be more strongly related to other reasons than treatment 

modality, such as fit with the therapist, scheduling or financial difficulties, or relocation. Future 

studies should ensure to report not just drop-out rates, but therapy refusal rates so this data can be 

specifically understood as reasons for drop-out. Measures such as the Reasons for Leaving 

Treatment Questionnaire (Ball et al., 2006) can capture more specific information about drop-     

out rates which are important details that may be difficult for researchers to hypothesize without 

asking participants directly. These details can assist both researchers and clinicians to assess for 

and adjust to problems resulting specifically from ERP and increase patient improvement with 

the intervention.  

Regarding comorbid diagnoses that ERP theoretically was not designed to address which 

may impact OCD symptoms, all sample characteristics in the five RCTs reviewed had slightly 

different eligibility/exclusion criteria. Melchior et al. (2023) excluded potential participants with 

severe depression, bipolar 1 or other thought disorder spectrum diagnoses, substance abuse 

requiring specialized treatment, and participants who initiated any additional psychotherapy      
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outside of the study intervention during the trial. Their sample characteristics did not include 

specific comorbid diagnoses, so it is unknown whether presence or improvement in comorbid 

conditions occurred. Rajezi et al. (2024) also excluded participants with severe depression, 

psychotic or substance use disorders, and borderline or antisocial personality disorders. Their 

sample characteristics were otherwise unreported with reference to comorbidity. Twohig et al. 

(2018) screened out schizophrenia, severe depression or active suicidal risk, and previous 

experience with ERP, ACT or receiving current psychotherapy. Their sample characteristics did 

include a very small percentage of anxiety, depression, eating disorders and some substance use 

disorders although only depression symptoms were measured over the trial. As the comorbidities 

in their sample were small (only one participant with SUD and one participant with eating 

disorder symptoms) their result may be interpreted as ERP and ACT+ERP treatment outcomes 

for OCD are not inhibited by comorbid mood disorders (excluding severe depression). Zemestani 

et al. (2022) screened out psychotic disorders, bipolar disorders, active suicidal ideation, 

substance use, all personality disorders and receiving psychotherapy in the past twelve months. 

Their sample characteristics included a large amount of major depressive disorder across all 

three groups (41.6 - 53%), generalized anxiety disorder (6 - 16%), social anxiety disorder (6-

25%) and specific phobias (15%). No measures were used to determine clinical improvement in 

these disorders or their relationship to OCD symptoms. Lastly, Derakhtkar et al. (2022) reported 

screening out participants that received any kind of psychological or pharmacological 

intervention. All other psychiatric information is unknown about their sample characteristics.  

In summary, although there is some consistency in exclusion criteria (psychosis, severe 

depression or substance use disorders, personality disorders), only some of the studies reviewed 

provided comorbidity data. For randomized controlled trials, this is to be expected for this stage 
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of what the scientific community can verify through efficacy trials. However, we still do not 

know how complex presentations of OCD and other severe comorbidities (such as PTSD, 

substance use, severe depression) are best treated. Future studies may want to include these 

diagnoses and progress in moderator studies to see if there are any strength of relationship that 

might help clinicians decide when to introduce ERP treatment to complex client presentations. 

Other patient characteristics likely also contribute to which treatment approach is most 

effective, including subtype of OCD. For example, people with OCD where inflated 

responsibility is a core feature of their presentation may benefit from added cognitive therapy to 

ERP, as opposed to increased behavioural elements to therapy (Steketee, 2019). In their research, 

Steketee (2019) reported OCD participants with high inflated responsibility and threat 

predictions benefited more from cognitive therapy rather than behavioural elements. It may make 

sense that beliefs (such as testing if holding a knife spontaneously makes oneself lose control and 

kill their loved ones) are more responsive to disconfirmation through reality testing, and fear of 

internal states (disgust and feeling contaminated) may be more responsive to approaches that do 

not feature belief testing. For disgust, it has been suggested that working backwards from an 

ERP mindset, which may look like exposing oneself in the context of their values and 

prioritizing staying in these environments over a long period of time (such as consistent, hours 

long exposures for months eventually adding in response prevention) is more important than 

trying to habituate to or change the cognitive appraisal of disgust (International OCD Foundation 

& Gallagher, 2023). This approach is more aligned with an ACT model rather than CBT or 

MCT. In the papers reviewed during this capstone, none of the participant samples included a 

specific breakdown of OCD subtypes, which may be a participant moderator to include in future 

research studies. Such moderators would assist clinicians in determining treatment fit at the 
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beginning of clinical decision making instead of using a trial and error approach which may 

potentially waste client time and financial resources.  

Another reason there could be no evidence to support a superior model of treatment is 

that, although they propose to use different mechanisms, as a general summary all three 

treatments aim to help the client cease doing compulsions. MCT, CBT/ERP, and ACT all 

involve developing relapse plans near the end of treatment to assist the client in continuing their 

practice of the intervention and avoid an increase in symptoms over time. For example, Twohig 

et al. (2018) included participant adherence to ERP. Their results indicate that in both treatment 

conditions, participants complied with response prevention above 75%. Therefore, treatment 

should be directed according to what is helping the client consistently avoid doing compulsions. 

Some treatments may generalize better, in terms of implementation exercises, and ACT is likely 

to be the simplest to maintain due to the lack of specific testing such as in behavioural 

experiments. It also might increase motivation for living a life despite OCD symptoms due to the 

consistent reflection back to value-driven behaviour. In future studies investigating treatment 

outcomes across interventions, one way to determine this would be during follow-up, to have 

clients rate how effortful or consistent they were with homework/relapse prevention. Using a 

daily diary format, or another way to measure homework compliance in terms of completion 

rates and quality of tasks (Kazantzis et al., 2004), it would be interesting to see how effortful the 

relapse prevention was over time without the support and guidance of the therapist, and if clients 

could effectively translate their new skill development to new OCD themes or compulsions.  

Additionally, future studies should also include participant response and feedback, as 

understanding preference and fit based on characteristics would be helpful.  Only one study 

evaluated in this capstone (Twohig et al., 2018) included participant evaluation using the 
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Treatment Evaluation Inventory (TEI) (Kelley et al., 1989 as cited in Twohig et al., 2018) in both 

treatment conditions. Their results indicate no significant difference between acceptability or 

treatment expectancy between groups. However, this is in contrast with other published research. 

For instance, Thompson et al. (2021) designed a very small single group case design that 

compared if frontloading ERP sessions, then ACT, then ERP sessions had an impact on 

treatment outcome and psychological flexibility. Although their results did not demonstrate 

either approach as superior in either treatment outcome nor psychological flexibility, their small 

sample size (n=4) allowed for detailed case information and qualitative feedback from each 

participant to be included in the results. Some participants that achieved remission from OCD 

symptoms expressed a strong preference for one treatment over the other, which is important for 

clinicians to consider and is likely to be related to participant engagement in their treatment. 

Future research studies may want to include both a qualitative and quantitative measure of 

participant evaluation of treatment to help researchers understand the nuances and personal 

preferences that may impact treatment engagement.  
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Chapter 3 

Future Directions  

Overview of trends of psychotherapy treatment for OCD 

In 1966, Meyer introduced the first scientific investigation of intentionally exposing and 

preventing compulsions in the treatment of OCD. Over the next thirty years, increasing research 

came out to support this intervention as superior to pharmaceuticals alone (Foa et al., 2005), and 

the behavioural paradigm of ERP was cemented as the gold standard approach for the treatment 

of OCD. However, there began to be increased conflicts in the scientific literature around the 

treatment success of ERP, tolerability of ERP, and the suitability of OCD presentations that are 

more covert and less accessible to change via reality testing. In 1985, Salkovskis introduced a 

cognitive therapy model for treating OCD, which posits that belief change through reappraisals 

in the six areas of dysfunctional beliefs may be an alternative viable treatment (as cited in 

Whittal et al., 2002). Cognitive therapy for OCD includes behavioural elements such as exposure 

and behavioural experiments in the service of evaluating and modifying cognitive misappraisals 

in six belief domains: at the content level (responsibility, overestimation of threat, perfectionism) 

and at the metacognitive level (control over thoughts, intolerance of uncertainty, over importance 

of thoughts) (OCCWG, 1997). The cognitive approach subsequently demonstrated empirical 

support in comparison to ERP (Whittal et al., 2010) and is included in NICE clinical guidelines 

for the treatment of OCD (NICE, 2005). However, this was the last pivotal change in the 

treatment of OCD that has been captured in NICE clinical guidelines. Furthermore, Fisher et al. 

(2020) completed a meta-analysis of individual patient data (n = 1626) from 24 RCTs that 

investigated treatment outcome of OCD using manualized approaches according to NICE (2005) 
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guidelines. Their results confirm the trend that treated patients were significantly improved 

compared to controls, however, there were small effect sizes between treatment groups and 

overall almost 80% of treated patients remained symptomatic at the end of treatment. These 

authors’ call to action included that manualized treatment approaches need further development 

to improve treatment efficacy, and that future research might consider establishing research 

findings evaluating specific models and individual patient characteristics that may moderate 

treatment outcome. This finding, in combination with the pattern of overlapping mechanisms of 

change across treatments revealed in the review of RCTs in chapter two, may indicate a trend 

that individual characteristics are likely to be contributing to the success of treatment more so 

than a specific evidence-based modality. The next section provides more detail on this topic. 

Determining treatment fit  

The future of OCD research on treatment outcomes needs to prioritize understanding how 

individual client characteristics impact treatment fit. For instance, there is some support for 

subtypes of OCD that primarily feature obsessions and mental compulsions, obsessions that are 

not easily tested in reality and OCD with primarily inflated responsibility to be potentially more 

responsive to a cognitive therapy approach to OCD treatment (Rachman, 1983). However, there 

are conflicting results in the literature (Abramowitz et al., 2005). One reason for this 

contradiction is that there may be subtypes of OCD influencing treatment outcome. The subtype 

of mental contamination in OCD presentations has been the focus of current research as to how 

this phenomena impacts treatment outcome. Mental contamination was introduced by Rachman, 

1994) and originally was considered to include the experience of feeling dirty or disgusted 

internally and without contact with a physical source of contamination. As research has 

expanded in this area, mental contamination is now considered to often contain a moral element, 
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be usually provoked by a person rather than an object, has demonstrated to be related to 

perceived instances of moral betrayal, and the contamination is unique to the afflicted person 

(Rachman, 2006). Some forms of mental contamination may also include fears of morphing 

(Zysk et al., 2016), such as losing personal characteristics like moral values as a consequence of 

being near or “visually contaminated” by a person with perceived moral deficits. Mental 

contamination has been demonstrated to be more common than previously thought (Monzani et 

al., 2015), and currently has strong theoretical and treatment support in cognitive therapy 

(Rachman et al., 2014). It is recommended by leaders in this area of OCD research that taking a 

behavioural approach (such as ERP) first in the treatment of mental contamination may be 

insufficient, and targeting the mental contamination through a cognitive approach is likely to 

reduce the necessity of later applications of ERP (Rachman et al., 2014). Mental contamination 

serves as an example of how such individual characteristics of OCD itself may be contributing to 

modality fit.  

However, subtype is just one variable of patient characteristics. A large area that is very 

understudied is OCD comorbidities, as many treatment outcome studies include eligibility 

criteria that includes disorders that are also likely to respond to CBT such as anxiety disorders 

and depressive disorders (Gordon et al., 2023). However, many RCTs are excluding 

comorbidities that are likely to be confounding variables such as neurodiversity, PTSD, PMDD, 

eating disorders, serious self-harm, personality disorders and psychosis (Gordon et al., 2023). 

This gap in the research leaves clinicians lost as to how to design and apply treatment in an 

evidence-based manner. For instance, if a client presents with both OCD as well as premenstrual 

dysphoric disorder (PMDD), there currently exists no research or even a single case study on 

how to treat this presentation. Clinicians providing evidence-based treatments have to determine 
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how to accommodate the impact of PMDD when treating the OCD. At this point in time, 

although there are no treatment outcome studies there is one clinical decision-making model 

(Gordon et al., 2023) to assist clinicians in determining patient readiness for ERP amongst 

complicated comorbidities. This model provides a decision tree to help clinicians functionally 

assess if ERP readiness is present, or if another evidence-based treatment would assist the client 

prior to ERP. This decision-making model has yet to be tested in empirical studies but is based 

on good clinical judgment and prior evidence-based readiness models for ERP. The future of 

research in this area needs to expand. 

Another area of individual characteristics that likely impacts treatment outcome concerns 

patient preference in their treatment. Patient preference is important as this has been theorized to 

also contribute to client’s motivation, willingness, initiation and adherence to treatment (Sidani 

et al., 2009). Current data supports that OCD patients tend to prefer psychotherapies to 

medication only, or other medical interventions such as deep brain stimulation (Patel & Simpson, 

2010). Within psychotherapies, there have been no direct comparisons of patient preference 

between evidence-based treatments such as ERP or cognitive therapy. As more options for OCD 

treatment become approved through empirical testing, patient preferences will likely be further 

understood as more evidence emerges.  

The last area of individual characteristics that may impact treatment outcome is how 

culturally adaptable manualized, evidence-based treatments are for improving OCD. The 

predominant sample characteristics in the majority of treatment studies involve WEIRD 

populations, which do not account for the impact of oppression and other systemic disadvantages 

micro-identities face when living with OCD (Yip, 2025). For instance, due to increased stigma 

towards mental health in cultural identities outside of Western perspectives, discussing and 
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disclosing difficulties with mental health may be threatening to a client’s social standing 

(Williams et al., 2020). This stigma, in combination with already unacceptable thoughts and 

fears that occur in OCD, may create significant blocks to engage in treatments like formal ERP 

and CBT. This may mean that not only could it take longer in treatment for a client of these 

cultural backgrounds to understand their mental health condition without increasing self-shame, 

it also may have an impact on how the techniques used in manualized treatments can be 

employed. For example, standard tools in CBT orient the client to measure and test if their 

personal standards, beliefs, or fears are accurate using reality-based evidence instead of 

emotional evidence. These tools and techniques like surveys, responsibility pie charts, and 

behavioural experiments become tricky when secrecy about mental health is important to the 

client. Additionally, psychoeducation and therapy buy-in during ERP, CT or even MCT include 

using empirical research to educate the client and allow them to consent to treatment. In non-

Western cultures, personally relevant information and “stories” can be more influential than 

empirical research conducted outside their own communities, which may be a protective stance 

against discrimination (Williams, 2017). If future research continues to explore individual factors 

when evaluating modalities, it may be interesting to see if less manualized approaches like ACT, 

which utilize techniques that draw on metaphors and experiential tools with or without exposure, 

may be more acceptable in non-Western cultures. Evidently, there is a need for this area of 

research to expand rapidly so it is known if current clinical guidelines are effective across 

cultures, how to avoid the potential for racial and cultural harm during treatment, and how to 

include and improve access to treatment for ethnographic and culturally minority clients. 

Research needs to determine not only treatment superiority to aid in clinicians making these 

decisions, but also how to evaluate the risk to the client. Notably, current research supports no 
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increase in harm occurs during exposures compared to what clients may face day to day 

(Schneider et al., 2020), and while their sample was very large it contained no data concerning 

minority identities. The potential for harm, including a worsening of OCD symptoms, feeling 

misunderstood and uniquely vulnerable when confronting OCD, loss of time, finances and 

motivation to engage in treatment is still undetermined when applying CBT and ERP for the 

treatment of OCD symptoms in minority populations.  

Adverse Effects 

Risk of harm or unwanted effects is an ongoing area of concern in OCD treatment 

(McKay et al., 2021) that is understudied and potentially contributing to treatment outcome. 

Currently, adverse effects are typically inferred via dropout, treatment refusal and nonadherence 

to treatment. However, there exists a range of definitions for adverse effects, from serious and 

observable effects like increased suicidality, to unwanted effects of psychotherapy such as 

painful realizations or increased distress (Moritz et al., 2015). Moritz et al. (2015) conducted a 

survey on OCD patients measuring wanted and unwanted effects of psychotherapy and noted 

that patients may erroneously attribute adverse effects or events in their life to their 

psychotherapy treatment. This information conflicts with previous research on the topic claiming 

that there has been no empirical evidence to verify. Although patient perspectives are essential to 

understand how psychotherapies are experienced, the field may grow from implementing both 

clinician and patient perspectives on adverse events during psychotherapy. There is a careful 

balance to be maintained in understanding if clinicians are administering treatment effectively, 

and ethically, and if adverse events pertain in those circumstances; then knowledge of what risk 

of harm exists to which clients (such as clients with minority identities) is important to know. 

Clinically, this type of monitoring is essential in order to both preserve the therapeutic 
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relationship as well as prevent unnecessary treatment failure due to client or clinician 

misunderstanding. Additionally, more empirical data that increases understanding of adverse 

effects, client safety and risk of harm during psychotherapies may educate practitioners that have 

a negative bias towards evidence-based treatments for OCD. The next section delves deeper into 

clinician beliefs about modalities for OCD treatment.  

Clinician Beliefs and Allegiance to Modalities 

 There is a significant, and curious amount of clinician allegiance to singular modalities 

when treating OCD. For example, Spencer et al. (2023) argue how it is unethical to treat OCD 

outside of a behavioural paradigm such as ERP, and further claim the limitations of behavioural 

approaches are misunderstood, inaccurate and perpetuated by clinicians who are not well trained 

to treat OCD. These authors make little room in their argument for the potential that behavioural 

approaches may not suit all cases of OCD, despite evidence suggesting the important role of 

cognitive therapy (Mclean et al., 2001) in addressing areas contributing to residual symptoms of 

OCD after ERP treatment (Olatunji et al., 2013, as cited in Mckay et al., 2015). Additionally, this 

resolute stance does not account for low treatment response from manualized approaches 

captured in the most recent meta-analysis (Fisher et al., 2020) which was published three years 

before their article. This is to say that there may be significant research and allegiance bias (Uhre 

et al., 2020) present in the field of research outcomes on OCD. These biases prevent clinicians 

from practicing from a true evidence-based approach that follows the epistemology of 

empiricism: theory must reflect the existing evidence, not the other way around (Moorey, 2023). 

It would also mean that the current industry reluctance to refer clients who do not respond 

successfully to behavioural approaches to a different evidence-based modality for OCD 

treatment may be unjustified. There is significant hesitancy in referring clients to other evidence-
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based modalities, possibly due to the concern of malpractice and disservice to the client 

(Schneider et al., 2020). If additional changes in the field continue supporting modalities outside 

of a behavioural paradigm, referrals may occur in a more timely manner before other aversive 

outcomes appear for the client, such as distrust in the psychotherapy field, hopelessness, and 

treatment fatigue (Knox et al., 2022). Additionally, in the future of this area of research and 

clinical practice, there may be more acceptance and encouragement of clinicians to train in 

several modalities that are evidence-based to treat OCD in outpatient settings. As the therapeutic 

relationship is a strong predictor of clinical outcome (Wolf et al., 2022), interventions and 

modalities must be delivered in this context. OCD practitioners may feel more willing to obtain 

training in order to preserve this therapeutic relationship and improve outcomes for clients who 

are not responding well to ERP.  

Many clinicians have negative opinions about the use of exposure, that is, the specific 

and intentional evocation of patient distress during psychotherapy (Schneider et al., 2020). These 

beliefs may be reinforced by their own professional experience, perhaps due to misapplication of 

CBT to OCD. Without specialized training and supervision, it is likely that clinicians who 

attempt to use exposure or cognitive techniques in therapy to treat OCD are increasing harm such 

as moving too fast through the hierarchy, poorly designed targets on the hierarchy, and not 

executing techniques such as behavioural experiments or exposure appropriately (McKay et al., 

2021). With the addition of preliminary evidence to support MCT and ACT as potential 

alternatives for treating OCD, there may be clinicians who prefer to use other therapeutic 

elements alongside behavioural elements to produce therapeutic change.  However, clinicians 

who hold preferences against using behavioural elements should be cautious in their decision to 

treat OCD. While evidence reviewed in this paper suggests clinicians may not have to use 
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exposure as their only tool in treating OCD, they should be able and willing to use it effectively 

and as needed. Exposure is likely a key mechanism in OCD treatment, suggesting it is a 

necessary component (Gunter & Whittal, 2010) but not sufficient for all client presentations. 

What is important for research is to further understand why, and for whom, modalities that do 

not rely on behavioural elements exclusively to produce therapeutic change can be reliably 

recommended for OCD treatment.  

Best Practices 

OCD is a very complicated disorder, and there has been demonstrated harm by worsening 

of OCD symptoms with the application of psychotherapies in the past (McKay et al., 2021). 

Specifically, McKay et al. (2021) reviewed mechanisms of harmful treatments for OCD and 

mention specific components of psychotherapies. For example, those that encourage or result in 

the client practicing trying to control their thoughts, or reassurance from the therapist that 

prevents the client from tolerating uncertainty or fear, are to be considered harmful to clients 

with OCD.  There is still very limited evidence to suggest any changes at this point, therefore, 

the best practices recommended in this paper remain the same as current guidelines.  Clinicians 

should begin by performing a thorough assessment determining comorbidities, and presentation 

of OCD symptoms using clinical interviewing, the Yale-Brown Obsessive Compulsive Scale 

(Goodman et al., 1989), and other well validated measures such as the Obsessive-Compulsive 

Inventory (Foa et al., 2002) and the Obsessive Beliefs Questionnaire-44 (Obsessive Compulsive 

Cognition Working Group, 2001). A thorough understanding and analysis of the functions of 

OCD and other co-occurring symptoms should be obtained, as well as the client’s insight to their 

symptoms. Clinicians should spend sufficient time understanding the client’s clinical history, 

lifetime context of symptoms, and important potential factors like motivation for treatment and 
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medical history. The client’s previous experience with psychotherapy treatment in general, as 

well as previous treatment for OCD specifically should be thoroughly investigated by the 

clinician. The assessment portion is where the clinician decides which first line treatment to 

employ. For instance, a client presenting with OCD and contact contamination as well as mental 

contamination with previous unsuccessful attempts of ERP may be best served by a cognitive 

approach as discussed earlier in this chapter (Rachman et al., 2014). Previous unsuccessful 

attempts of ERP should be evaluated if patient adherence and homework compliance were 

barriers to treatment success, and reasons for lack of adherence assessed for potential impact 

prior to recommending another application of ERP. For instance, circumstances related to 

stressful life events such as moving cities may have overwhelmed a client’s availability for OCD 

treatment in the past, and they are now more available to commit to OCD treatment. In 

comparison, clients who have experienced difficulty with homework compliance in past OCD 

treatment due to co-occurring difficulties such as substance use, suicidality, severe depression, 

and chronic pain need to be evaluated to determine if their capacity for first line OCD treatments 

is high enough to engage in treatment (Gordon et al., 2023).  

Clinicians should first attempt well-designed ERP and/or cognitive therapy as the first 

line treatment for OCD symptoms (Swierkosz-Lenart et al., 2023). A thorough assessment and 

modification of ERP or cognitive therapy treatment designs should be attempted before 

concluding that treatment response is poor. Such modification may include redesigning the 

exposure hierarchy, changing the pacing of treatment, and introducing cognitive therapy 

techniques (McKay et al., 2021). It may also be good practice to investigate if the client is 

prioritizing the reduction of fear as their measurement of treatment progress. This reliance on the 

absence of fear can backfire in treatment (Buchholz & Abramowitz, 2019), and while fear 
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reduction is a good sign the client is engaging in exposures and reducing avoidance, it should not 

be the only measurement of progress. This is because clients over relying on the absence of fear 

may sacrifice learning to tolerate fear and distress which leads to assigning less importance to 

disturbing obsessional content, therefore breaking the maintenance cycle of OCD. Patients who 

complete ERP without this type of learning are likely to relapse as soon as new disturbing 

obsessional content appears in their mind, leading them to start back at square one with another 

round of ERP treatment. For these reasons, clinicians may want to encourage these types of 

clients to measure willingness to engage in the exposure and willingness to experience anything 

that occurs as opposed to subjective units of distress (Buchholz & Abramowitz, 2019). Using an 

ACT informed approach to ERP that prioritizes curiosity, making space to be present with all 

areas of awareness, and willingness to experience any internal experiences inherently involves 

accepting uncertainty and risk taking in the service of getting to live a life adherent to one’s 

values (Coyne, 2025). Clinicians should also be recommending clients pursue pharmacological 

additions prior to concluding treatment non-response and referring out. The intensity, duration 

and frequency of ERP sessions should be evaluated with relevance to the severity of OCD 

symptoms (NICE, 2005). For outpatient therapists, more intensive treatment either through 

something like the Bergen 4 day intensive (Launes et al., 2019), or by recommending inpatient 

treatment should be considered.  

Applied Practices 

It is outside the scope of this paper to create training materials or clinical decision-

making guidelines when considering which modality to use when treating OCD. However, I 

have created a clinician focused PowerPoint presentation (see appendix A) that summarizes the 
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results of this comparative research, as well as some questions and steps to consider when 

applying ERP.  

Slide 1 - Introduction and research questions 

Introduce OCD and how to identify OCD compared to other common anxiety disorders. 

OCD may share some similar mechanisms with other anxiety disorders such as intolerance of 

uncertainty and low distress tolerance. However, it is characterized by a persistent repetition of 

intrusive thoughts, images, and urges that do not resolve simply by avoiding their triggering 

situation. Briefly cover the four research questions: What is OCD and the impact of living with 

OCD? What are the current guidelines for treatment and what are the challenges associated with 

these guidelines? What does the empirical evidence support with alternative models such as ACT 

and MCT for the treatment of OCD? What should clinicians know about these findings, and what 

are some future directions for this field? 

Slide 2 - What is ERP, MCT and ACT?  

Introduce and briefly explain each model’s approach to the treatment of OCD. Exposure 

and response prevention is a behavioural treatment that aims to interrupt the cycle of obsessions 

and compulsions by systematically and gradually exposing a client to their feared situation and 

practicing not doing compulsions. The goal of treatment is to reduce symptoms through fear 

extinction learning. ACT is also a cognitive behavioural treatment and aims to increase 

psychological flexibility by increasing value-driven behaviour despite symptoms of OCD, and 

decreasing experiential avoidance. Metacognitive therapy is similar to cognitive therapy and 

CBT, however, it prioritizes targeting misappraisals with metacognitions (such as believing 
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worrying is helpful) and how attentional control such as detached mindfulness prevents the OCD 

symptom cycle from maintaining itself.  

Slide 3 - What are the current challenges to treating OCD? 

Explain the problems associated with using ERP exclusively when treating OCD, and 

how MCT and ACT may overcome these challenges. The primary concerns with OCD relate to 

the high potential for drop out, treatment refusal, and tolerability of using behavioural elements 

only in the intervention. There is conflicting evidence in the literature that ERP is the best 

modality for all subtypes of OCD, in particular patients with primarily obsessional OCD, covert 

compulsions, and mental contamination. Newer models of psychotherapy such as ACT and MCT 

prioritize the usefulness of thoughts as opposed to the rational perspective of them and have been 

proposed to address these challenges by teaching attentional control (as opposed to thought 

control).  

Slide 4 - What was the design of the literature review and the research questions? 

This slide summarizes the basics of how clinical research is ordered, specifically, what 

treatment efficacy is, non-feasibility studies, and why treatment effectiveness studies were 

chosen for this essay. Effectiveness trials are designed to capture and measure superior treatment 

outcomes when comparing treatments. This literature review aimed to answer the question: What 

evidence exists investigating treatment effectiveness between ERP and MCT or ACT through 

comparative RCTs? Eligibility criteria included: adult participants, English, RCT only, treatment 

delivered by a clinician, published in the last 7 years and using measurements of change on well 

validated tools such as the YBOCs, and the DSM-5. There were five RCTs that met criteria, and 

two studies were missing information and had poor research designs and therefore their results 
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cannot be interpreted.  The remaining three RCTs provided empirical support of treatment 

efficacy with all active group conditions, and no statistically significant group differences for 

treatment outcome, adherence or dropout at post-treatment and during follow-ups. The overall 

findings provide evidence that these modalities may have overlapping mechanisms of change.  

Slide 5 - the overall findings 

The overall findings suggest that currently there is no study that indicates a superior 

treatment for OCD, and all treatments so far are demonstrating significant treatment success. 

However, there are very limited studies available that have been appropriately designed to 

answer this research question. The field of treatment outcome research is likely to improve by 

increasing understanding of what individual patient factors impact treatment outcome. With 

increased number of trials, increased sample sizes, and research designs that plan to test for 

mediation analyses, we can understand more about if there is a superior treatment, and what 

variables are associated with this favourable response. The good news is that this preliminary 

evidence suggests that both MCT and ACT might be alternatives to people with OCD that cannot 

tolerate ERP or had a low treatment response or are unable to engage due to extratherapeutic 

factors. For clients with minority identities, the use of ACT in particular may improve treatment 

acceptability, although there is yet to be empirical research testing this. However, it is still 

important that ERP is the first line treatment until this data is established, and recommendations 

for ACT or MCT are not recommended until an ERP trial or cognitive therapy has been 

attempted.  
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Slide 6 - How to determine readiness for ERP 

This slide transitions the presentation into a brief section discussing how to determine if a 

client is ready for ERP treatment. Introduce and explain the clinical decision-making model 

Gordon et al. (2023) have created. Propose questions for clinicians to consider:  

● Are there additional serious mental or physical diagnoses that would interfere 

with the client’s adherence to ERP? 

● Is the client able to demonstrate understanding and application of the ERP model? 

● Does the client have the capacity to engage in ERP in the dosage their OCD 

recovery may require?  

● Does the client have mental compulsions or feared consequences that would not 

suit a reality testing approach?  

● Does the clinician have the ability to perform prolonged and/or multiple sessions 

of ERP per week to initiate treatment?  

● Does the clinician and client have the ability to conduct ERP in vivo? 

● Does the clinician have clinical consultation or supervision available? 

● Does the clinician have appropriate training? 

Slide 7 - Troubleshooting ERP 

In the absence of empirical data to support treatment modality recommendations, this 

slide provides questions for clinicians to consider when troubleshooting ERP. Micro-evaluation 

of how to determine ERP progress is as follows (Gillihan et al., 2012). 

● Is there evidence the client habituates to distressing emotions or displays other 

types of inhibitory learning (i.e. distress tolerance or expectancy violation)? 
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● What is blocking ERP progress? Are adherence issues preventing delivery, or is it 

something else such as a comorbidity?  

● Does the client feel in control of their treatment? Is the client willing to be in 

control of their treatment? 

● Are the exposures making enough contact with the obsessional content? 

● Is the pacing up the ERP hierarchy moving too fast and sensitizing the client?  

● Is the clinician/client targeting the right content? Is the client performing response 

prevention correctly? Does session spend enough time prioritizing expectancy 

tracking and consolidating inhibitory learning? 

● Is there family or other accommodation happening outside of the therapy session? 

● Are any extratherapeutic factors occurring that are interrupting homework 

completion? 

Slide 8 - Troubleshooting ERP cont.  

Additional questions are presented with reference to how cognitive therapy or ACT might 

be helpful within the ERP trial as advised by trainings at the International OCD Foundation 

(Weg et al., 2025).  

● Have any cognitive therapy techniques been administered to address components 

such as shame, guilt or responsibility?  

● Is the client prioritizing cognitive misappraisals or errors when faced with real life 

evidence during ERP?  

● What meaning is the client attaching to emotional discomfort within and outside 

of ERP exercises? 
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● Is the client able to make contact with present moment awareness both during and 

outside exposure exercises? 

● If the client is unwilling to experience any aversive emotions, has an ACT 

approach to ERP been administered?   

● Has the ERP hierarchy been reconceptualized based on willingness, and values-

based exposures? 

● Has an assessment of secondary loss/gains occurred?  

● How is the therapeutic relationship?  Does the client trust the clinician enough to 

be honest and vulnerable about their experiences? 

● Has the client been working with a psychiatrist concurrently? Is there a 

medication management problem?  

● From your hypothesis on what is blocking progress, would this problem be likely 

to occur in other modalities?  

Conclusion 

 This capstone contributes to an expanding body of research advocating for 

individualized, empirically supported, and contextually sensitive approaches in the 

psychotherapeutic treatment of OCD, with the goal of improving both clinical outcomes and 

equitable access to care. The research reviewed highlights critical gaps in the field of OCD 

treatment relating to adverse effects, clinician beliefs and training in ERP delivery. Future 

research should extend efforts to investigate moderators of treatment efficacy, including patient 

characteristics such as comorbidities and cultural background. These efforts are essential to the 

paradigm shift away from a singular modality focus and towards a more flexible, evidence-based 

and culturally informed approach to treatment of adult OCD. 
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