Relapse prevention of treatment of     obsessive–compulsive disorder


Abstract:
            Over the past three decades, obsessive-compulsive disorder (OCD) has moved from an almost untreatable, life-long psychiatric disorder to a highly manageable one. This is a very welcome change to the 1%-3% of children and adults with this disorder as, thanks to advances in both pharmacological and psychological therapies, prognosis for those afflicted with OCD is quite good in the long term, even though most have comor-bid disorders that are also problematic. We still have far to go, however, until OCD can be described as either easily treatable or the effective treatments are widely known about among clinicians. This review focuses on the current state of the art in treatment for OCD and where we still are coming up short in our work as a scientific community. For example, while the impact of medications is quite strong for adults in reducing OCD symptoms, current drugs are only somewhat effective for children. In addition, there are unacceptably high relapse rates across both populations when treated with pharmacological alone. Even in the cognitive-behavioural 
treatments, which show higher effect sizes and lower relapse rates than drug therapies, drop-out rates are at a quarter of those who begin treatment. This means a sizable portion of the OCD population who do obtain effective treatments (which appear to be only a portion of the overall population) are not effectively treated. Suggestions for future avenues of research are also presented. These are primarily focused on increased dissemination of effective therapies; augmentation of treatments for those with residual symptoms, both for psychotherapy and pharmacotherapy; and the impact of co morbid disorders on treatment outcome.
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INTRODUCTION:
          Thirty years ago, being diagnosed with obsessive-compul-sive disorder (OCD) was about the closest thing the psychiatric world had to being given a life sentence. In addition to being seen as extremely rare, prognosis for those with a diagnosis of OCD was very poor, with no effective truly pharmacological or psychological treatments available.. Today, however, a diagnosis of OCD does not carry this loss of hope for the future and poor treatment outcomes. Instead, clinicians now have at their disposal both pharmacological and psychological treatments that are remarkably effective for the majority of patients. Still, though, there are further advances that need to be made, to continue improving treatment effectiveness and Patient outcomes.

Up to 75% of persons with OCD also present with co morbid disorders. The most common in paediatric cases are ADHD, disruptive behaviour disorders, major depression, and other anxiety disorders. In adults, the most prevalent comorbids are social anxiety, major depression, and alcohol abuse.. Interestingly, the presence of co morbid diagnoses predicts quality of life (QoL) more so than OCD severity itself in both children and adults. 

Different primary O/C are also associated with certain patterns of co morbidity, in both adults and youth. Primary symmetry/ordering symptoms are often seen with co morbid tics, bipolar disorder, obsessive-compulsive personality disorder, panic disorder, and agoraphobia, while those with contamination/cleaning symptoms are More likely to be diagnosed with an eating disorder. Those with hoarding cluster symptoms, on the other hand are especially likely to be diagnosed with personality disorders, particularly. Almost all adults and children with OCD report that their obsessions cause them significant distress and anxiety and that they are more frequent as opposed to similar, Intrusive thoughts in persons without OCD.. In terms of QoL, persons with OCD report a pervasive decrease compared to controls. Youth show problematic peer relations, academic difficulties, sleep problems, and partici-pate in fewer recreational activities than matched peers.. Overall, there is a lower QoL in paediatric females than males,, but in adults similar disruptions are reported.. When compared to other anxiety disorders and unipolar mood disorders, a person with OCD is less likely to be married, more likely to be unemployed, and more likely to report impaired social and occupational functioning.

EMPIRICALLY SUPPORTED TREATMENTS

        There are both pharmacological and psychological treatments for OCD that are supported by research evidence. Overall, pharmacology with serotonin reup-take inhibitors (SRIs) shows large effect sizes in adults , but only moderate effect sizes in youth .Unfortunately, even with effective medication, most treatment   responders show residual symptoms and impair-ments. There is also a very high relapse rate seen across numerous studies (between 24%-89%). SRIs can be successfully supplemented with adjunctive antipsychotics, but even then only a third of patients will show improvements and there are serious health concerns with their long-term usage. Met analyses and reviews have not shown that the positive selective SRIs (including uoxetine,, paroxetine, fluvoxamine, sertraline, and citalopram) or the non-selective SRI clomipramine differ among each other in terms of effectiveness in either adults or paediatric patients. Across subtypes of OCD, however, there are medication differences seen (for a review see. For example, the presence of tics appears to decrease selective SRI effects in children, but it is unclear if it has the same effect in adults. Another known difference is that patients who have OCD with co morbid tics respond bet lack.

The psychological treatment of choice for OCD, in both adults and children and backed by numerous clinical trials is cognitive-behavioural therapy (CBT), particularly exposure with response prevention (EX/RP). It is superior to medications alone, with effect sizes ranging. While there is a lower relapse rate than in medications (12% vs. 24%-89%), it is important to note that up to 25% of patients will drop out prior to completion of treatment due to the nature of treatment.. The course of therapy generally lasts between 12-16 sessions, beginning with a thorough assessment of the triggers of the obsession, the resultant compulsions, and ratings of the distress caused by both the obsession and if they are prevented from performing the compulsion. A series of exposures are then carefully planned through collaboration between the therapist and client and implemented both in session and as homework be-tween session’s .As in the medication research, differences in response to CBT have been found across populations. For in-stance, it has been seen that those with hoarding cluster symptoms respond less well to CBT, in part due to reluctance to engage in exposures and poor insight... Accommodation by family members in paediatric clients has been found to be predictive of poorer treatment response as well. Intriguingly, group therapy that uses CBT and EX/RP has been shown to be equally as effective as individual therapy in some studies but less effective in others. For persons with mild OCD, computer-assisted self-treatment has been shown to be very effective.
Third, given the high co morbidity rates seen in per-sons with OCD, it is important to examine what impact that has on treatment. Although a substantial body of literature has shown that for most anxiety disorders co morbidity does not diminish the impact of treatment research on OCD is mixed. Having primary OCD with co morbid PTSD has been found to decrease response rate,, while OCD and co morbid GAD was shown to increase dropout rates and decrease treatment response. In contrast, others studies have shown no negative impact on OCD treatment from co-morbid anxiety problems in adults or children. As such, both more research on how certain co morbidity patterns impact treatment and the most optimal therapeutic methods to address the differential patterns should be conducted. Such methods could include novel com-inactions of pre-existing treatments (e.g., combining parent management training with CBT for youth with OCD and disruptive behaviour or the use of motivational enhancement techniques tar to narcoleptic drugs than those who have OCD with-out tics[43]. psychological treatment of choice for OCD, in both adults and children and backed by numerous clinical trials, is cognitive-behavioural therapy (CBT), particularly Exposure with response prevention (EX/RP. It is superior to medications alone, with effect sizes ranging from 1.16-1.72. While there is a lower relapse rate than in medications (12% vs. 24%-89%), it is important to note that up to 25% of patients will drop out prior to completion of treatment due to the nature of treatment. The course of therapy generally lasts between 12-16 sessions, beginning with a thorough assessment of the triggers of the obsession, the resultant compulsions, and ratings of the distress caused by both the obsession and if they are prevented from performing the compulsion. A series of exposures are then carefully planned through collaboration between the therapist and client And implemented both in session and as homework between sessions. As in the medication research, differences in response to CBT have been found across populations. For in-stance, it has been seen that those with hoarding cluster symptoms respond less well to CBT, in part due to reluctance to engage in exposures and poor insights. Accommodation by family members in paediatric clients has been found to be predictive of poorer treatment response as well. Intriguingly, group therapy that uses CBT and EX/RP has been shown to be equally as effective as individual therapy in some studies but less effective in others. For persons with mild OCD, computer-assisted self-treatment has been shown to be very effective.


METHOD:

Design 

A 3 × 2 factorial design was used in this study with one within-subject factor, Assessment Occasion (pre-treatment, post treatment, and follow-up) × Type of Treatment (relapse prevention and associative therapy). Persons who practiced obsessive—compulsive rituals received 3 weeks of intensive exposure and response prevention (Phase 1); this was followed by either a relapse prevention treatment or an associative therapy (Phase 2). Patients were assigned randomly to the Phase 2 conditions. A 3-hour screening evaluation and two 1-hour post treatment interviews were conducted at four points by doctoral-level psychologists who were unaware of the treatment assignment: before treatment, after Phase 1 intensive behaviour therapy, after the week of intensive relapse prevention or associative therapy, and at 6-month follow-up. 

Participants
 
Twenty patients, 8 women and 12 men, who met Diagnostic and Statistical Manual of Mental 
Disorders. Criteria for OCD participated in the study. Which was conducted by doctoral-level clinical psychologists who were trained to use this instrument? Each patient was interviewed separately by two psychologists. Only patients who were diagnosed with OCD as their primary Axis I diagnosis by both interviewers were entered into the study. Mean age was 31 years; mean duration of symptoms was 11 years, and mean age of onset of symptoms was 19 years. One patient did not complete the relapse prevention homework assignments, and 1 missed half of the weekly telephone contacts. The data from these 2 patients were dropped from the analyses. Therefore, the analyses included data from 8 patients in the relapse prevention group and from 10 in the associative therapy group. Six patients had primarily washing compulsions (3 in each group), 8 had primarily checking compulsions (4 in each group), 3 had both washing and checking (1 in the relapse prevention group and 2 in the associative therapy group), and 1 had mainly cognitive rituals (associative therapy 
group). All subjects improved by over 50% from pre-treatment to post treatment and therefore none were excluded from the analyses of relapse at follow-up. Measures Obsessive—Compulsive Symptoms Assessor Ratings of Obsessive—Compulsive 
Symptom Severity During a semi structured 1-hr interview, an independent assessor, who was a doctoral-level psychologist trained in the use of this measure, rated each patient using three 9-point Likert scales ranging from none to extreme  for severity of obsessive fear, avoidance, and ritualistic behaviour. The sum of the severity scores for the main obsession, avoidance, and ritual for each patient was computed for each assessment point. The combined obsessive—compulsive symptom severity scores ranged from 0 to 24. These ratings had satisfactory interpreter reliability and were sensitive to treatment effects 
Extreme) that rates the severity of the following symptoms: time occupied by obsessions 
severity score has been estimated at .95  and has been found to be sensitive to treatment effects Mood State Because of the high co morbidity of anxiety and depression with OCD we measured these mood states. his is a 17-item scale, ranging from 0 to 50, that is used to evaluate vegetative symptoms, depressive mood, and thoughts This is a widely used 21-item questionnaire, ranging from 0 to 66, that emphasizes cognitive symptoms of depression. Satisfactory psychometric characteristics The STAI contain 20 items for state anxiety and 20 items for trait anxiety. Only the state anxiety scale was administered in the present study. Consistency estimates ranging from .83 to .92; test—retest reliability was estimated to be .40. Patient Expectancies About Treatment Efficacy Self-ratings of expectancy for the success of the relapse prevention and the associative therapy programs on obsessions, compulsions, and general discomfort were recorded before participants entered the relapse prevention program or associative therapy (at Week 3). Each self rating ranged from
 " I don't think it will help me"  to "I'm quite sure it will help me" Treatment was conducted by four doctoral-level clinical psychologists with expertise in exposure and response prevention with OCD. Their postdoctoral experience ranged from 3 to 8 years. Therapist assignment was balanced across treatment groups, such that each therapist treated 2 or 3 patients in each group. Biweekly group supervision was conducted by Edna B. Foa to promote treatment integrity. 

Treatment consisted of two phases: In Phase 1, all participants received two 3-hr sessions of information gathering and treatment planning, followed by an intensive 3-week behavioural treatment for OCD, consisting of 15 daily sessions of exposure and response prevention. In Phase 2, participants were randomly assigned to either a 1-week relapse prevention program or to associative therapy.
 
Phase I: Intensive Behaviour Therapy 

Treatment consisted of intensive imaginal exposure, in vivo exposure, and response prevention Treatment included 15 daily sessions of exposure with 45 min devoted to imaginal 
Exposure and 45 min to in vivo exposure. 

During the third week of therapy, home visits on two consecutive days were conducted to promote generalization of treatment gains from the clinic to the patient's home and work environment. Imaginal Exposure Six scenes, consisting of descriptions of feared situations and related feared disasters, were created by the therapist with the patient. The therapist described the scenes for the patient to imagine, one each day, for 45 consecutive minutes, in increasing order of difficulty. The most disturbing scene was imagined on Day 6 of treatment and repeated on Days 7—15. If additional feared material emerged during sessions, 
this was incorporated into the scenes. During imagery, patients were instructed not to fantasize themselves carrying out rituals. Patients were instructed to imagine, as vividly as possible, the scenes described by the therapist. Scenes were audiotape during each session for later imagery practice at home. Exposure in Vivo This consisted of daily confrontation with situations that provoke obsessional distress. Prolonged exposure was graded so that moderately disturbing situations were encountered before severely upsetting ones. Exposure to each situation was repeated until distress decreased considerably. For homework, patients exposed themselves to situations that were similar to those they had confronted with the therapist. Response Prevention This consisted of abstinence from ritualistic behaviour. Previously designated relatives or friends monitored compliance at home and were available to encourage the patient to remain in the fear-evoking situation until the urge to perform a ritual decreased noticeably. In addition, patients recorded any violations of the response prevention rule and delivered the self-monitoring records to the therapist for discussion at the beginning of each session. Therapists were prohibited from discussing relapse prevention procedures during the exposure and response prevention stage of the therapy. 

Phase 2: Relapse Prevention or Associative Therapy Relapse Prevention 
The relapse prevention program consisted of four 90-min sessions conducted over a 1-week period during which the participants received training in self-exposure and cognitive restructuring and planned for the changes in their lifestyle.
 
Session 1. 

First, the rationale for the relapse prevention program was presented as follows: 
Treatment by exposure and response prevention modifies your obsessive—compulsive 
habits and reduces your obsessive—compulsive symptoms. However, your symptoms do 
not go away completely. In stressful situations you may experience increased anxiety and 
urges to ritualize. Therefore we designed a program that will help you cope with anxiety 
and will prevent you from returning to your obsessive—compulsive habits. 
Second, the patient was asked to identify possible stressors or risk situations that might cause him or her to experience a setback. The therapist helped the patient develop a list of potentially problematic situations specific stressors, such as extra responsibilities or interpersonal conflicts 
· ... In contrast, for anxiety disorders there is hardly any evidence for the effectiveness of psychological relapse prevention programmes. In fact, only a handful of (mostly small) studies exist that evaluated the effect of relapse prevention in anxiety disorders and obsessive compulsive disorder, and these studies show mixed results]. However, the potential of relapse prevention in anxiety disorders is generally acknowledged, and guidelines include the recommendation of (psychological) relapse prevention strategies, although these are often not clearly defined. ...

CONCLUSION

       Although this may sound trite, there is truly not a better time in history to have OCD than the present, given the multiple effective pharmacological agents, the presence of a very effective psychological therapy, and an ever-increasing understanding of the disorder itself. This is not, however, the time to sit back and pat our collective backs in triumph. Instead, we must continue to advance treatment for OCD in both adults and youth. Above, I have outlined several potential avenues of research and how they will Benet those who continue to suffer from OCD despite the advances of the last 30 years. With the continued efforts of clinicians and researchers the world over, the next 30 years should see a further explosion in our ability to decrease symptomatology and increase the QoL of those with this fascinating disorder.
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