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Summary
Background: Cognitive behavior therapy (CBT) with exposure and response prevention represents first-line therapy
for patients with obsessive-compulsive disorder (OCD). The
aim of this study was to estimate the proportion of OCD patients that receive CBT with exposure and response prevention in Germany. Methods: In an observational study, data
on treatment history from a sample of 369 patients with
OCD (ICD-10 criteria) were analyzed. Results: Overall, 60%
of the patients reported that they had received CBT with exposure at least once, 37% as their first treatment. 46% of
patients indicated having received CBT with exposure accompanied by a mental health professional at least once.
The average time between the onset of OCD and the initial
treatment was 6 years. Conclusions: Two fifths of the patients with OCD in our sample reported that they had never
received CBT with exposure and response prevention, the
state-of-the-art treatment for OCD. We discuss potential barriers from patients’ and mental health professionals’ perspectives as well as interventions that might help to improve the treatment situation.
© 2015 S. Karger GmbH, Freiburg

Zusammenfassung
Hintergrund: Die kognitive Verhaltenstherapie (KVT) mit Exposition und Reaktionsverhinderung stellt die Behandlungsmethode erster Wahl für Patienten mit Zwangsstörung dar.
Ziel der vorliegenden Studie war die Bestimmung des
Anteils an Patienten mit einer Zwangsstörung, die in

Deutschland eine KVT mit Exposition und Reaktionsverhinderung erhalten. Methode: Hierzu wurden die Daten aus
einer Befragung zur Behandlungsvorgeschichte einer Stichprobe von 369 Patienten mit einer Zwangsstörung nach
ICD-10 analysiert. Ergebnisse: Insgesamt berichteten 60%
der Patienten, in ihrer Behandlungsvorgeschichte mindestens einmal eine KVT mit Expositionsübungen erhalten zu
haben. Bei 37% war dies die erste Behandlung. 46% gaben
an, mindestens einmal eine KVT mit therapeutenbegleiteten
Expositionsübungen erhalten zu haben. Durchschnittlich
vergingen 6 Jahre zwischen Beginn der Zwangsstörung und
Beginn der ersten Behandlung. Schlussfolgerungen: Zwei
Fünftel der Patienten unserer Stichprobe berichteten, dass
sie noch nie eine KVT mit Exposition und Reaktionsverhinderung erhalten hatten, obwohl es sich dabei um die Methode erster Wahl bei Zwangsstörungen handelt. Wir diskutieren potenzielle Hürden aufseiten der Patienten, Ärzte und
Therapeuten sowie Maßnahmen, die zur Verbesserung der
Versorgungssituation beitragen könnten.
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Background
Obsessive-compulsive disorder (OCD) is a common mental disorder with a lifetime prevalence of approximately 2% [Ruscio et al.,
2010; Voderholzer et al., 2011]. According to the recent epidemiological study of Jacobi and colleagues [2014], 12-month prevalence
rates of even 3.3% in men and 4% in women can be assumed. The
leading symptoms comprise recurrent intrusive thoughts or impulses (obsessions) or repetitive behaviors (compulsions). If untreated, OCD frequently takes a chronic or recurrent course [Eisen
et al., 2010; Skoog and Skoog, 1999] and is associated with a markedly diminished quality of life [Hertenstein et al., 2013; Koran et
al., 1996; Moritz et al., 2005]. The direct and indirect costs induced
by OCD in USA have been estimated at USD 8.4 billion in 1990
[Moritz, 2008].
A substantive body of evidence has demonstrated that cognitive
behavior therapy (CBT) with exposure and response prevention,
better exposure and response management (EX/RM), as well as
pharmacological treatment with selective serotonin reuptake inhibitors (SSRIs) represent the most efficacious treatments for
patients with OCD [Eddy et al., 2004; Hohagen et al., 1998; RosaAlcázar et al., 2008]. According to German treatment guidelines,
CBT with EX/RM is the treatment of choice [DGPPN, 2013].
Treatment components of CBT in OCD include the establishment
of a sustainable therapeutic relationship, the development of treatment motivation and of functional analyses, the planning and execution of EX/RM, and further, the utilization of cognitive techniques [Förstner et al., 2011]. While CBT with EX/RM is considered the first-line treatment, SSRIs are additionally recommended
for patients primarily suffering from obsessions or comorbid
depression [Hohagen et al., 1998].
As yet, relatively little is known about the implementation of
CBT with EX/RM in routine care in Germany. However identi
fying potential discrepancies between guideline recommendations
and their implementation in routine settings is a critical step to improve the health care situation [Garland et al., 2010].
Studies from both USA [Freiheit et al., 2004; Mancebo et al.,
2011; Marques et al., 2010] and Germany indicate an undersupply in the treatment of patients with OCD. However, since crucial differences in the health care systems of the US and Germany
make findings from both countries difficult to compare, the current work focuses on results regarding the treatment situation of
OCD in Germany. A nationwide survey [Wittchen and Jacobi,
2001], conducted in 1998 on behalf of the German Ministry of
Health, reported that only 44% of the investigated patients with
anxiety disorders (including OCD) had received treatment within the past 12 months. The definition of ‘treatment’ included
every contact with a mental health professional regardless of
quality and duration. In a survey of 386 resident psychologists
and psychiatrists in Germany, Külz et al. [2010] found that
around 75% of the respondents treated 3 or less patients with
OCD per year. Approximately 75% of the behavior therapists
and 20% of the psychodynamic therapists found EX/RM to be
effective. However, 25% also considered ‘thought stopping’ as
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helpful, despite the absence of evidence for this method. In another earlier survey of 138 German therapists with CBT training,
14% reported that they had never used stimulus confrontation
techniques in the treatment of patients with OCD [Roth et al.,
2004]. 17% of this sample only occasionally, rarely, or never used
EX/RM for patients with OCD. However, it is not entirely clear
whether all therapists in this sample regularly treated any patients with OCD. Böhm et al. [2008] examined the treatment experience of 57 patients with OCD who had formerly undergone
psychotherapy and found that 83% of the treatments did not include EX/RM.
To acquire greater clarity in routine care of patients with OCD
is thus a timely step to further determine potential treatment barriers and to improve the mental health situation.
The aim of the present study was to evaluate the treatment situation of patients with OCD in Germany. The following questions
were addressed: i) How much time passes, on average, between the
onset of OCD and the initiation of the first treatment?; ii) How
many patients receive CBT with EX/RM?; iii) Do patients who receive EX/RM perceive their treatment as more helpful in comparison to patients who receive other treatments?

Methods
Participants
A total of 525 patients participated in the survey. One subsample was recruited online via the German OCD society and filled in an online version of the
survey (270 participants). Another subsample of 255 participants was recruited
either in 1 of 3 German medical centers (University hospital of Freiburg, Department of Psychiatry and Psychotherapy; University hospital of Leipzig, Department of Psychotherapy and Psychiatry, Schoen Klinik Bad Bramstedt) which
provide disorder-specific treatment for patients with OCD (207 participants), or
in outpatient units in Germany specialized in the treatment of OCD (48 participants). The survey was referring to the experience of previous treatments, not to
the current treatment during which patients were recruited. Written informed
consent for participation in the study was obtained from all participants.
The analyzed sample consisted of 369 patients with OCD. Diagnoses were
established by experienced mental health professionals in a specialized institution or, in case of the online sample, the participants identified themselves as
having been diagnosed with OCD by a psychologist, psychiatrist, or neurologist. 78 patients were excluded due to missing symptom severity data (no YBOCS Scale), 78 patients were excluded because they had only been diagnosed
by their general practitioner or by themselves.
Data were collected between October 2009 and August 2010.
Questionnaire
Data were derived from the ‘Patient Survey on Obsessive Compulsive Disorder’ developed by the authors of the present paper. It contained the following
questions:
(1) Age (in years)
(2) Gender (male or female)
(3) Employment status (student, employed, unemployed, homemaker, retired,
other)
(4) Partnership status (with partner, no partner)
(5) How long have you been suffering from symptoms of OCD? (in years)
(6) Which type of OCD do you suffer from? (primarily obsessions, primarily
compulsions, mixed type)
(7) If you suffer from obsessions, which type of obsessions do you suffer from?
(contamination, somatic, aggressive, sexual, repeating, religious)
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Table 1. Demographic characteristics
of the sample

Gender, % (n)
Male
Female
Age
Mean (SD)
Range
Relationship status, % (n)
In a partnership
No partner
Employment status, % (n)
Student
Employed
Unemployed
Homemaker
Retired

Total

Institutions

Internet

40.1 (148)
59.9 (221)

43.8 (70)
56.2 (90)

37.3 (78)
62.7 (131)

36.3 (10.7)
16–70

37.3 (11.1)
17–66

35.6 (10.4)
16–70

54 (197)
46 (168)

51.9 (81)
48.1 (75)

55.5 (116)
44.5 (93)

12.5 (46)
21.8 (80)
40.6 (149)
7.1 (26)
11.7 (43)

15.8 (25)
43.7 (69)
18.4 (29)
8.2 (13)
13.9 (22)

χ²/t

p

1.56a

0.21

1.58b

0.12

0.46a

0.50

116.2*a

<0.001*

10 (21)
5.3 (11)
57.4 (120)
6.2 (13)
10 (21)

n = absolute frequency, SD = standard deviation, t = test value of t-Test for independent samples, p = level of significance.
All percentages are given as valid percentages.
*Significant differences.
a 2
χ.
bt-value.

(8) If you suffer from compulsions, which type of compulsions do you suffer
from? (cleaning/washing, checking, counting/repeating, ordering, hoarding, mental rituals)
(9) Do you suffer from another mental disorder? If yes, which disorder do you
suffer from?
(10) How much time passed between the onset of OCD and your first treatment?
(11) If you have already received psychiatric or psychotherapeutic treatment,
please complete the following questions for each treatment you received
(currently ongoing treatment should not be evaluated):
• Did you receive behavioral therapy?
• Did you receive exposure treatment? If yes, did you participate in therapist-guided exposure sessions?
• How helpful was this treatment for you? (rated on a Likert scale from 1
(very helpful) to 6 (not at all helpful))
• Did you ever receive medication for the treatment of your OCD? If yes,
which medication? (name of drug, dosage)
Additionally, the Yale-Brown Obsessive Compulsive Scale Self-Rating (YSR is the widely used self-rating version of the clinician-administered Y-BOCS
[Goodman et al., 1989]. The interview and the self-rating scale are highly correlated with each other and can thus be considered as equivalent with respect to
the measurement of severity [Schaible et al., 2001].
Statistical Analysis
All statistical analyses were carried out using SPSS version 17.0. Means,
standard deviations (SD), absolute frequencies and percentages were computed
for descriptive purposes. To test difference hypotheses t-tests, χ2-tests and
ANOVAs were conducted. The level of significance was set at p < 0.05 for all
analyses.

ship status. Of note, there were significant differences in employment status, i.e. there were more unemployed patients in the internet sample.
Clinical characteristics of the sample are listed in table 2. The
subsamples differed only with regard to time between onset of
OCD and treatment and the proportions of patients who suffered
from contamination fears. The results indicate that the period of
time between onset of OCD and first initiation of treatment as well
as the proportion of participants suffering from contamination
fears was significantly larger in the facility subsample than in the
online subsample.
According to the current global score of the Y-BOCS, 6.2% of
the total sample had subclinical OCD (Y-BOCS 0–7 points), 27.4%
mild (Y-BOCS 8–15 points), 37.1% moderate (Y-BOCS 16–23
points), 26.3% severe (Y-BOCS 24–31 points), and 3% extreme
OCD (Y-BOCS 32–40 points).
48% (n = 177) of the total sample stated that they suffered from
one or more comorbid disorders. The most frequent comorbidity
was depression (31%), followed by anxiety disorders (15%), personality disorders (5%), eating disorders (3%), attention deficit hyperactivity disorder (2.4%), substance-use disorders (1.6%), bipolar
disorder (0.8%), and psychotic disorders (0.8%).

Demographic and Clinical Characteristics of the Sample
Demographic characteristics of the sample are presented in
table 1. The subsamples did not differ in gender, age, and relation-

Treatment Situation
The average time that had passed between onset and first treatment was 5.9 years (SD 8.1 years) for the total sample (see table 2).
37% indicated that they had received CBT with EX/RM as their
first treatment. 24% had conducted EX/RM in their first treatment
in attendance of a therapist. 60% reported that they had received
EX/RM at least once. In 46% of cases the exposure was also accompanied by a mental health professional. Figure 1 visualizes the ab-
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Results

Tab. 2. Clinical characteristics of the sample
Y-BOCS global score
Mean (SD)
Range
Duration of OCD (years)
Mean (SD)
Range
Years from first onset to first treatment
Mean (SD)
Subtype, % (n)
Primarily obsessions
Primarily compulsions
Both
Obsession types, % (n)
Contamination
Somatic
Aggressive
Sexual
Repeating
Religious
Compulsion types, % (n)
Cleaning/washing
Checking
Counting/repeating
Ordering
Hoarding
Mental rituals
Received EX/RM at least once, % (n)

Total

Institutions

Internet

χ²/t

p

18.9 (7.4)
1–38

19.6 (7.0)
2–38

18.3 (7.7)
1–37

1.66b

0.10

15.9 (10.9)
1–50

16.3 (11.8)
0.8–50

15.7 (10.2)
0–35

0.54b

0.59

5.9 (8.1)*

8.6 (9.5)*

4.1 (6.4)*

5.0*b
2.56a

<0.001*
0.28

21.0 (77)
19.6 (72)
59.4 (218)

17.1 (27)
20.3 (32)
62.7 (99)

23.9 (50)
19.1 (40)
56.9 (119)

40.1% (146)*
25.5% (92)
28.8% (104)
18.7% (68)
51.2% (187)
10.2% (37)

47.7% (74)*
27.0% (41)
27.0% (41)
18.8% (29)
51.9% (81)
11.1% (17)

34.4% (72)*
24.4% (51)
30.1% (63)
18.7% (39)
50.7% (106)
9.6% (20)

6.55*a
0.31a
0.43a
0.002a
0.05a
0.23a

0.01*
0.58
0.51
0.97
0.82
0.63

46.3% (169)
60.8% (223)
38.4% (140)
23.4% (85)
6.9% (25)
32.0% (116)
58% (215)

50.6% (79)
66.5% (105)
38.5% (60)
24.5% (38)
7.3% (11)
31.8% (41)
61% (98)

43.1% (90)
56.5% (118)
38.3% (80)
22.5% (47)
6.7% (14)
32.1% (67)
56% (117)

2.06a
3.77a
0.001a
0.21a
0.05a
0.002a
0.914a

0.15
0.05
0.97
0.65
0.83
0.96
0.34

n = absolute frequency, m = mean, SD = standard deviation, Y-BOCS = Yale-Brown Obsessive Compulsive Scale (self-rating),
EX/RM = exposure with response management, t = test value of t-Test for independent samples, p = level of significance.
All percentages are given as valid percentages.
*Significant differences.
aχ2.
bt-value.

solute frequencies and percentages of patients with OCD who received EX/RM or treatment without EX/RM. Additionally, figure 1
delineates patients’ subjective satisfaction with different treatments. In figure 2 the cumulative percentage of p
 atients who received EX/RM in 4 consecutive treatments is outlined.
The computation of χ2-tests did not reveal any significant differences in any of the 4 surveyed treatments regarding the frequency distributions of utilisation of ‘treatments with EX/RM’, ‘treatments without EX/RM’ and ‘no treatments’ depending on method
of data collection (facility vs online). Likewise, with respect to
mode of exposition (therapist-guided vs not therapist-guided), χ2tests did not yield significant differences for both first and all 4
treatments together depending on the sample. Therefore, results
are only reported for the total sample.
The proportion of patients who had been treated with EX/RM
at least once were comparable in the subgroups of patients with
clinically relevant vs. less severe OCD (table 3). For the first therapy, patients who had received EX/RM rated their treatment as
significantly more helpful than those who had not (table 4). The
performance of a 2-way ANOVA did not show any significant
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 ifferences regarding satisfaction with treatment with or without
d
EX/RM in dependence on method of data collection (facility vs
online). Hence, findings on patient-rated usefulness of treatments
are only reported for the total sample.
In terms of pharmacological treatment, 74.3% (n = 274) of the
total sample reported that they had received medication to treat
their OCD. 58.9% (n = 216) had received SSRIs. Two χ2-tests examining differences in the frequency of medication and SSRIs
intake (yes vs no) did not yield any significant differences in the
subsamples either. Figure 3 illustrates frequencies of intake of
different medications in OCD treatment.

Discussion
This survey yielded 2 major findings: First, we found an average
delay of 6 years between the onset of OCD and the initiation of the
first treatment. Second, a large proportion of patients stated that
they had not been treated with CBT with EX/RM. More specifically, 40% of the examined patients treated for OCD in Germany had
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Tab. 3. Proportions
of patients with severe
vs. mild OCD who received EX/RM at least
once

Tab. 4. How helpful did patients who
received vs. did not
receive EX/RM find
their first treatment?

Received EX/RM, % (n)

Severe OCD
(Y-BOCS ≥ 16)

Mild OCD
(Y-BOCS < 16)

χ²

p

57 (140)

63 (78)

1.13

0.29

EX/RM = exposure with response management, Y-BOCS = Yale-Brown Obsessive Compulsive Scale, OCD = obsessive-compulsive
disorder, p = level of significance.

Mean ± SD

With EX/RM

No EX/RM

t

p

3.44

4.22

–4.37

<0.001

SD = standard deviation, EX/RM = exposure with response management, t = test value of t-Test for independent samples,
p = level of significance.
Mean = group mean on a Likert scale ranging from 1 (very helpful) to 6 (not helpful at all).
Higher values indicate that the treatment was rated less helpful.

total
N = 362

Fig. 1. Service utilization by patients with OCD
in 4 consecutive treatments. EX/RM = exposure
and response management, n = absolute frequencies, m = patients’ mean subjective treatment evaluation on a rating scale from 1 (very helpful) to 6
(not at all helpful), % = percentages of a sample of
N = 362. Absolute frequencies and percentages of
patients with OCD who received state-of–the-art
therapy (EX/RM) or treatment without EX/RM as
their first treatment are presented in the first line.
The following lines show data of patients who did
not receive EX/RM in their first (second, third, and
fourth) treatment.

first
treatment
n = 362

EX/RM
n = 134 (37%)
m = 3.4±1.7

Treatment without EX/RM
n = 184 (51%)
m = 4.3±1.5

no treatment
n = 44 (12%)

second
treatment
n = 184

EX/RM
n = 49 (14%)
m = 2.8±1.4

Treatment without EX/RM
n = 80 (22%)
m = 4.2±1.5

no treatment
n = 55 (15%)
v

EX/RM
n = 21 (6%)
m = 2.7±1.6

Treatment without EX/RM
n = 36 (10%)
m = 3.8±1.5

no treatment
n = 23 (6%)

EX/RM
n = 11 (3%)
m = 3.4±1.1

Treatment without EX/RM
n = 15 (4%)
m = 4.1±1.6

no treatment
n = 10 (3%)

third
treatment
n = 80

fourth
treatment
n = 36

never received CBT with EX/RM and 63% had not received CBT
with EX/RM as first treatment. Even if patients had received exposure, more than half of them had not received a therapist-guided
exposure. These findings appear particularly important since CBT
with EX/RM, in accordance with the guidelines, was reported by
the subjects to be significantly more helpful than treatments without EX/RM.
The treatment latency of 6 years between onset of OCD and first
treatment identified in our sample was markedly shorter than in
various samples of patients with OCD from USA, which reported
10 years [Marques et al., 2010], 14 years [Cullen et al., 2008], and
17 years [Pinto et al., 2006]. It is plausible to assume that patients
with OCD in Germany seek treatment earlier than patients in USA,
possibly due to differences in the health care systems. This hypothesis is supported by the notion of Marques et al. [2010], stating that
57% of patients reported being worried about the health care costs
and that 38% had concerns about their insurance coverage. However, a number of methodological differences (e.g., regarding

Fig. 2. Cumulative percentage of patients with OCD who received state-ofthe-art treatment in 4 consecutive treatments. Cumulative percentage of a sample of N = 362 patients with OCD who received state-of-the-art treatment (exposure with response management, EX/RM) in their first treatment and 3 subsequent treatments.
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100

received EX/RM in this treatment
received EX/RM in the previous treatment

80

%

60
40
20
0

first

second

third

fourth

treatments in chronological order

% 100
80
60
40
20
0

Fig. 3. Intake of different medications in the treatment of OCD by patients
with OCD. SSRI = Selective serotonin reuptake inhibitor.

sample characteristics, types of recruitment, and surveys) might
also account for these discrepancies.
Our result that a large proportion of patients did not receive
CBT with EX/RM is in accordance with previous studies indicating
a potential undersupply of CBT with EX/RM for patients with
OCD in Germany [Böhm et al., 2008; Külz et al., 2010; Roth et al.,
2004] and in USA [e.g., Marques et al., 2010]. The finding that this
treatment was rated significantly more helpful in our sample than
treatments without EX/RM is in line with a large body of research
that bolsters the efficacy of this treatment in reducing OCD symptoms and improving the associated quality of life [e.g., Foa et al.,
2005; Moritz et al., 2005; Rosa-Alcázar et al., 2008]. However, in
this regard, it must be pointed out that even if the treatments without EX/RM were rated as significantly less helpful, the treatments
involving EX/RM were merely rated as moderately useful. In the
subsample which received EX/RM as a first treatment, the proportion of patients who rated this therapy as good or very good was in
fact comparable to the proportion of patients who rated it as unsatisfactory or not helpful at all. The low treatment satisfaction in this
sample might result from the retrospective data collection; it is
theoretically possible that the majority of the patients benefitted
from EX/RM in the short, but not in the long-term, which could
have led to a more negative rating in retrospect. This hypothesis is
supported by Eisen and colleagues [1999], who found a 48%-probability of relapse in patients with OCD within 2 years after remission [for contradictory findings, see Rufer et al., 2005]. Another
possible explanation for the reduced treatment satisfaction is that
some patients in our sample might have received EX/RM treatment which was not always performed according to best practice
guidelines. Possible mistakes in the treatment of patients with
OCD with EX/RM include, e.g., an inadequate preparation of the
patient for the exposure, conducting exposures over short time intervals, and not addressing cognitive avoidance during exposure
sessions [Gillihan et al., 2012; Hand, 2011; 2013].
Our study did not investigate reasons why some patients of our
sample did not engage in CBT with EX/RM. Thus, we can only speculate about conceivable reasons for not initiating treatment. Külz et
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al. [2010] state, however, that the vast majority of therapists in their
study rarely or never treated patients with OCD. In addition, some
of the therapists who actually treat OCD patients with CBT presumably do not provide EX/RM [Hillebrand and Niedermeier, 2014],
often due to difficulties in integrating EX/RM into the daily routine
care of private practices and the associated financial losses (e.g.,
caused by insufficiently compensated travel time to the exposure
treatments) [Hillebrand and Niedermeier, 2014; Külz et al., 2010].
Considering the aforementioned aspects, then, it is possible that at
least some patients may have difficulties finding a therapist who
offers CBT with EX/RM. Furthermore, Mancebo et al. [2011] found
that one quarter of the patients who had received a recommendation
for CBT did not initiate the treatment and that 31% of those who
had started CBT terminated the treatment prematurely. These results direct attention to barriers on the patients’ sides. The temporarily anxiety-provoking nature of EX/RM is probably one reason
why patients do not wish to enroll in this treatment or drop out
prematurely. Further potential barriers to the initiation of treatment
are scheduling problems and financial concerns, stigma and shame
as well as the perception that treatment will not be helpful [Mancebo
et al., 2011; Marques et al., 2010].
The present study includes some limitations. First, it must be
acknowledged that the exact extent of an undersupply of CBT with
EX/RM in patients with OCD can only approximately be determined due to the fact that all data were based on retrospective selfreports. Administering retrospective self-ratings in the present
study has potentially led to receiving limitedly valid information
on (1) whether a CBT has been utilized, (2) whether expositions
have been performed, and (3) whether these have been therapistguided, since patients often might have been unable to recall or had
not been aware of the kind of treatment they had received in the
first place [Stobie et al., 2007]. Another related reason is that we do
not know for certain whether EX/RM in general, and specifically
therapist-guided EX/RM (as the first treatment), was indicated for
every single patient included in our study. As described in the S3
guidelines for OCD [DGPPN, 2013], (therapist-guided) exposures
are the treatment of choice. Still, there may have been some cases
in which other approaches had been indicated. For example some
might have suffered from severe comorbid disorders which needed
to be treated prior to OCD or which constituted a contraindication
to EX/RM. However, only a minor percentage of our sample indicated that they suffered from severe comorbidities, such as substance dependence, bipolar disorder, or psychosis. Thus, we assume that our results can in fact be interpreted as an indicator of
an undersupply, at least with respect to EX/RM.
Another limitation of the current study is that no structured diagnostic instrument was administered. However, we only included
patients who were diagnosed with OCD in a specialized institution
or who reported that they had been diagnosed by a psychologist,
psychiatrist, or neurologist. Contrary to Marques and colleagues
[2010], we did not exclude patients with a subclinical Y-BOCS
score because we wished to include treatment responders.
The restricted representativeness of the sample must be pointed
out as another limitation of the current study. Although the present
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sample size is relatively large (N = 369) it only corresponds to less
than 1% of the 60.000–310.000 individuals that are actually affected
by OCD every year in Germany (0.7–3.8%) [Adam et al., 2012;
Wittchen and Jacobi, 2012]. This indicates a limited generalizability
of our findings, also concerning the low motivation to change of the
ones affected. Moreover, the generalizability has been impaired by
the fact that we have only included patients who had completed all
measures and who had been diagnosed by an expert. Finally, our
procedure of recruitment might have led to a sample less representative of patients with OCD in Germany. For example, it can be assumed that patients from behavioral therapy facilities generally
have utilized CBT with EX/RM more often and have rated them differently than participants from community samples.
Several questions have not been addressed in our questionnaire
and might be the subject of further research. Of interest are, e.g.,
the identification of the period of time between outset of diagnosis
and first treatment, the question of whether patients received an
adequate dose of psychotropic drugs, the exploration of reasons
why evidence-based treatment was not initiated, and the investigation of the frequency and perceived effectiveness of treatment elements which are closely related to EX/RM, such as ‘case formulation’ and ‘cognitive restructuring’. In addition, the collection of
qualitative aspects of EX/RM (e.g., motivational support, frequency, and duration of exposition-sessions) as well as their evaluation
would be interesting. These would yield a more accurate picture of
the treatment supply situation for OCD in Germany and would
presumably also have a considerable impact on the ratings of EX/
RM and the treatment in general.

Conclusions

treatment guidelines [DGPPN, 2013]. Even though the exact extent
of undersupply is not entirely clear due to the methodological limitations of our study, our results still point out obstacles on the part
of many therapists and patients in the use of CBT with EX/ RM.
Possible interventions which might work positively in removing
patients’ barriers include imparting information about OCD and
its treatment through the media and anti-stigma work as well as
the implementation of low-threshold treatment offers, such as evidence-based self-help and internet-based interventions. Potential
actions aiming at reducing reservations regarding CBT with EX/
RM from a therapist’s view include the improvement of the financial conditions of practitioners (e.g., by increasing the compensation for travel time) and conveying ideas which improve the integration of exposition-treatments into the daily routine care of
mental health professionals without causing financial impairments
[Hillebrand and Niedermeier, 2014]. The implementation of these
actions could lead to an expansion of CBT with EX/RM and, therewith, possibly to an improved treatment supply for patients with
OCD.

Authors’ Contributions
UV, AKK, MR, TH, BO, KS, LJ, and SM contributed substantially to the
conception and design of the study and the acquisition of the data. SS, AKK,
NT, EH, CS, NH, and CN conducted the data analysis. All authors were involved in the interpretation of the data. SS, AKK, NT, EH, and CS have been
involved in drafting a first version of the manuscript. AD has revised the entire
manuscript for publication. All authors gave final approval of the version to be
published.

Disclosure Statement

Although efficacious treatments for OCD do exist, many patients with OCD are not treated according to current German

The authors report no conflicts of interest.

References
Adam Y, Meinlschmidt G, Gloster AT, Lieb, R: Obsessive–
compulsive disorder in the community: 12-month
prevalence, comorbidity and impairment. Soc Psychiatry Psychiatr Epidemiol 2012; 47: 339–349.
Böhm K, Förstner U, Külz A, Voderholzer U: Versorgungsrealität der Zwangsstörungen: Werden Exposi
tionsverfahren eingesetzt? Verhaltenstherapie 2008;18:
18–24.
Cullen B, Samuels JF, Pinto A, Fyer AJ, McCracken JT,
Rauch SL, Murphy DL, Greenberg BD, Knowles JA,
Piacentini J, Bienvenu OJ, III, Grados MA, Riddle MA,
Rasmussen SA, Pauls DL, Willour VL, Shugart YY,
Liang K-Y, Hoehn-Saric R, Nestadt G: Demographic
and clinical characteristics associated with treatment
status in family members with obsessive-compulsive
disorder. Depress Anxiety 2008; 25: 218–224.
Deutsche Gesellschaft für Psychiatrie und Psychotherapie,
Psychosomatik und Nervenheilkunde e.V. (DGPPN):
S3-Leitlinie Zwangsstörungen 2013. www.dgppn.de/
fileadmin/user_upload/_medien/download/pdf/
kurzversion-leitlinien/S3-Leitlinie_Zwangsst%C3%B
6rungen_lang.pdf (Zugriff 16.07.2015).

CBT Supply in Obsessive-Compulsive Disorder

Eddy KT, Dutra L, Bradley R, Westen D: A multidimensional meta-analysis of psychotherapy and pharmacotherapy for obsessive-compulsive disorder. Clin Psychol Rev 2004; 24: 1011–1030.
Eisen JL, Goodman WK, Keller MB, Warshaw MG, DeMarco LM, Luce DD, Rasmussen SA: Patterns of remission and relapse in obsessive-compulsive disorder:
a 2-year prospective study. J Clin Psychiatry 1999; 60:
346–351.
Eisen JL, Pinto A, Mancebo MC, Dyck IR, Orlando ME,
Rasmussen SA: A 2-year prospective follow-up study
of the course of obsessive-compulsive disorder. J Clin
Psychiatry 2010; 71: 1033–1039.
Foa EB, Liebowitz MR, Kozak MJ, Davies S, Campeas R,
Franklin ME, Huppert JD, Kjernisted K, Rowan V,
Schmidt AB, Simpson HB, Tu X: Randomized, placebo-controlled trial of exposure and ritual prevention,
clomipramine, and their combination in the treatment
of obsessive-compulsive disorder. Am J Psychiatry
2005; 162: 151–161.
Förstner U, Külz AK, Voderholzer, U: Störungsspezifische
Behandlung der Zwangsstörungen – ein Therapiemanual. Stuttgart, Kohlhammer, 2011.

Freiheit SR, Vye C, Swan R, Cady M: Cognitive-behavioral
therapy for anxiety: is dissemination working? Behavior Therapist 2004; 27: 25–32.
Garland AF, Hurlburt MS, Brookman-Frazee L, Taylor
RM, Accurso EC: Methodological challenges of characterizing usual care psychotherapeutic practice. Adm
Policy Ment Health 2010; 37: 208–220.
Gillihan SJ, Williams MT, Malcoun E, Yadin E, Foa EB:
Common pitfalls in exposure and response prevention
(EX/RP) for OCD. J Obsessive Compuls Relat Disord
2012; 1: 251–257.
Goodman WK, Prince LH, Rasmussen SA, Mazure C, Delgado P, Heninger GR, Charney DS: The Yale-Brown
Obsessive Compulsive Scale. I. Development, use, and
reliability. Arch Gen Psychiatry 1989; 46: 1006–1016.
Hand I: Exposition und Konfrontation; in Linden M,
Hautzinger M (eds): Verhaltenstherapiemanual. Berlin, Springer, 2011, pp 139–147.
Hand I: Expositionstraining (Konfrontationstraining):
Techniken der Psychotherapie; in Senf W, Broda M,
Wilms B (eds): Techniken der Psychotherapie. Stuttgart, Thieme, 2013, pp 164–171.

Verhaltenstherapie 2015;25:00–00

Hertenstein E, Thiel N, Herbst N, Freyer T, Nissen C, Kulz
AK, Voderholzer U: Quality of life changes following
inpatient and outpatient treatment in obsessive-compulsive disorder: a study with 12 months follow-up.
Ann Gen Psychiatry 2013; 12: 4.
Hillebrand T, Niedermeier N: Intensive ambulante Expositionsbehandlung bei schweren Zwängen – zwei Modelle aus der Praxis für die Praxis. Verhaltenstherapie
2014; 24: 201–2010.
Hohagen F, Winkelmann G, Rasche-Räuchle H, Hand I,
König A, Münchau N, Hiss H, Geiger-Kabisch C, Käppler C, Schramm P, Rey E, Aldenhoff J, Berger M: Combination of behaviour therapy with fluvoxamine in
comparison with behaviour therapy and placebo: results
of a multicentre study. Br J Psychiatry 1998; 173: 71–78.
Jacobi F, Höfler M, Strehle J, Mack S, Gerschler A, Scholl L,
Busch MA, Maske U, Hapke U, Gaebel W, Maier W,
Wagner M, Zielask J, Wittchen HU: Psychische Störungen in der Allgemeinbevölkerung: Studie zur Gesundheit Erwachsener in Deutschland und ihr Zusatzmodul Psychische Gesundheit (DEGS1-MH) (Originalien). Nervenarzt 2014; 85: 77–87.
Koran LM, Thienemann ML, Davenport R: Quality of life
for patients with obsessive-compulsive disorder. Am J
Psychiatry 1996; 153: 783–788.
Külz AK, Hassenpflug K, Riemann D, Linster HW, Dornberg M, Voderholzer U: Ambulante psychotherapeutische Versorgung bei Zwangserkrankungen – Ergebnisse einer anonymen Therapeutenbefragung. Psychother
Psych Med 2010; 60: 194–201.
Mancebo MC, Eisen JL, Sibrava NJ, Dyck IR, Rasmussen
SA: Patient utilization of cognitive-behavioral therapy
for OCD. Behav Ther 2011; 42: 399–412.

Marques L, LeBlanc NJ, Weingarden HM, Timpano KR,
Jenike M, Wilhelm S: Barriers to treatment and service
utilization in an Internet sample of individuals with
obsessive-compulsive symptoms. Depress Anxiety
2010; 27: 470–475.
Moritz S: A review on quality of life and depression in obsessive-compulsive disorder. CNS Spectr 2008; 13: 16–
22.
Moritz S, Rufer M, Fricke S, Karow A, Morfeld M, Jelinek
L, Jacobsen D: Quality of life in obsessive-compulsive
disorder before and after treatment. Compr Psychiatry
2005; 46: 453–459.
Pinto A, Mancebo MC, Eisen JL, Pagano ME, Rasmussen
SA: The Brown Longitudinal Obsessive Compulsive
Study: clinical features and symptoms of the sample at
intake. J Clin Psychiatry 2006; 67: 703–711.
Rosa-Alcázar AI, Sánchez-Meca J, Gómez-Conesa A, Marín-Martínez F: Psychological treatment of obsessivecompulsive disorder: a meta-analysis. Clin Psychol Rev
2008; 28: 1310–1325.
Roth C, Siegl J, Aufdermauer N, Reinecker H: Therapie
von Angst- und Zwangspatienten in der verhaltens
therapeutischen Praxis. Verhaltenstherapie 2004; 14:
16–21.
Rufer M, Hand I, Alsleben H, Braatz A, Ortmann J, Katenkamp B, Fricke S, Peter H: Long-term course and outcome of obsessive-compulsive patients after cognitivebehavioral therapy in combination with either fluvoxamine or placebo: A 7-year follow-up of a randomized
double-blind trial. Eur Arch Psychiatry Clin Neurosci
2005; 255,121–128.

Verhaltenstherapie 2015;25:00–00

Ruscio AM, Stein DJ, Chiu WT, Kessler RC: The epidemiology of obsessive-compulsive disorder in the National
Comorbidity Survey Replication. Mol Psychiatry 2010;
15: 53–63.
Schaible R, Armbrust M, Nutzinger DO: Yale-Brown Obsessive Compulsive Scale: Sind Selbst- und Fremdrating äquivalent? Verhaltenstherapie 2001; 11: 298–303.
Skoog G, Skoog I: A 40-year follow-up of patients with obsessive-compulsive disorder. Arch Gen Psychiatry
1999; 56: 121–127.
Stobie B, Taylor T, Quigley A, Ewing S, Salkovskis PM:
‘Contents may vary’: a pilot study of treatment histories of OCD patients. Behav Cogn Psychoth 2007; 35:
273–282.
Voderholzer U, Schlegl S, Külz AK: Epidemiologie und
Versorgungssituation von Zwangsstörungen. Nervenarzt 2011; 82: 273–280.
Wittchen HU, Jacobi F: Die Versorgungssituation psychischer Störungen in Deutschland – eine klinisch-epidemiologische Abschätzung anhand des Bundesgesundheitssurveys ‘98. Bundesgesundheitsbl Gesundheitsforsch Gesundheitsschutz 2001; 44: 993–1000.
Wittchen HU, Jacobi F: Was sind die häufigsten psychischen Störungen in Deutschland? Ergebnisse der DEGS
– Studie zur Gesundheit Erwachsener in Deutschland.
Robert Koch-Institut, DEGS Symposium 2012. www.
psychotherapie-roland-hartmann.de/honorar_2012/
degs_psychische_stoerungen.pdf (Zugriff 17.07.15).

Voderholzer et al.

