
https://youtube.com/clip/UgkxVf87R65Uy0gj7-cUxZ
7wrum0EgaRgdZO

https://youtube.com/clip/UgkxVf87R65Uy0gj7-cUxZ7wrum0EgaRgdZO
https://youtube.com/clip/UgkxVf87R65Uy0gj7-cUxZ7wrum0EgaRgdZO


Professional Ethics, 
Responsibility & Humility 
in EBP for OCD

Molly Martinez, PhD, Eric Storch, PhD,  
Mike Twohig, PhD, & Jon Abramowitz, PhD

IOCDF Conference 2023, San Francisco, CA



Molly Martinez, PhD
Specialists in OCD & 
Anxiety Recovery (SOAR)
Dallas, TX

Eric Storch, PhD
Baylor College of Medicine
Houston, TX

Mike Twohig, PhD
Utah State University
Logan, UT

Jon Abramowitz, PhD
University of North Carolina 
Chapel Hill, NC



Objectives
1. Discuss ethical implications of treatment choice, equipoise, and 

professional communication in the field

2. Overview of research available on OCD treatments: 
• Exposure & Response Prevention (ERP)

• Acceptance & commitment therapy (ACT)

• Inference-Based Cognitive Behavioral Therapy (I-CBT) for OCD

3. Promote critical thinking about treatment selection with regard for 
• Research 

• Clinical expertise and experience 

• Patient values and autonomy

4. Foster humility & respect



Topics Not Covered
1. Details of the treatments & protocols 

2. Delineating or debating the details of each 
therapy

3. Personal & passionate offenses & defenses 
but instead:

• Sit with discomfort
• Check your privilege



Privilege Check!

• Education/degree

• Role (attendee, presenter, family)

•Lived experience
• Street cred?
• Stigma?

• Years of professional experience
• Respect & leadership
• Tx allegiance
• ERP experience

• White

• Male

• Cisgender

• Heterosexual

• SES

• Age

• Disability



Overview

• Questions on comment cards, please

• Review ethical principles & relevant questions

• Review research methods & statistics

• State of the research: ERP, ACT, I-CBT

• Discuss basis for treatment selection

• Discussion



Why is this an Ethics talk?

Ethical Principles 
• Nonmaleficense 

• Beneficence

• Autonomy 

• Justice

(Beauchamp and Childress, 1979)



Nonmaleficense - “First, do no harm"

Prudent treatment selection, healthy skepticism,  
productive debate, and standards of care can help us 
avoid doing harm…

1. …to patients
2. …to other professionals
3. …to the field 



Beneficence – Patient’s best interest

•How do we choose the best treatment for each patient?

•How can we advance the field to offer more and better 
treatment options? 

•How do professionals challenge & support one another 
effectively to promote common goals & the best interest of 
patients?



Autonomy – Independent decision-making

•What role does the patient have in treatment choice?

•To what degree (and in what way) is it appropriate for a 
clinician to influence that choice? 

•Shared decision-making (Ubel et al 2017): 
• Clinicians educate patients about tx options 
• Help patients align their choices with their values



Justice - Fair, equitable, appropriate 

• Need to choose a treatment that fits the individual (eg, 
diversity considerations, past experience in tx)

• Need to make effective treatment available to everyone, not 
just an elite group

• How do we make EBT more available through training and 
education?

• When & how is it appropriate to disseminate a particular treatment?



Overview of the Science

•Basics of interpreting research & statistics

•What is the state of the literature on:
• Exposure & Response Prevention (ERP)
• Acceptance & commitment therapy (ACT)
• Inference-Based Cognitive Behavioral Therapy (I-CBT)



 
Empirically-Supported Tx (EST) vs. 

Evidence-Based Practice (EBP)

There’s a difference.



Evidence-Based Practice/Tx (EBP/EBT)



Evidence-Based Practice/Tx (EBP/EBT)
• “Three-legged stool” (Institute of Medicine, 2001; APA, 2006)

1. Best available research evidence (ESTs)
2. Clinical expertise & experience
3. Patient characteristics (eg, demographics, values, 

preferences)
• Informs Best Practice Guidelines
•Example from medicine: cancer treatment

• ESTs: Chemotherapy, radiation, surgery
• Oncologists offer chemo or radiation or refer to surgery; 

Surgeons offer surgery



Empirically-Supported Tx (EST) 

•Barlow et al (APA Task Force, 1993)
• Coined the term ”empirically supported treatment”
• Moved research away from theory to procedure Broad 

statement on efficacy of a given treatment

•EST status is not binary, but rather a “degree”
•Set standards for research methods, outcomes, & 
accumulation of evidence



Empirically-Supported Tx (EST) 
Criteria Adopted by APA

• Many proposed methods of determining EST status* 

• Adopted by APA over time (Div. 12: Society of Clin. Psych.)
• Chambless & Hollon, 1998 

• “Well-designed” studies; independent investigators

• Tolin et al, 2015: 

• More stringent criteria and review process (eg, systematic 
review/meta-analysis; effectiveness/non-research sample)

*APA Div 12 Society for Clinical Psychology; 
https://div12.org/psychological-treatments/frequently-asked-questions/#support



APA Division 12: Society of Clinical Psychology
EST Status of ERP, CBT, & ACT for OCD



ERP for OCD 
Under Chambless & Hollon criteria = Very Strong
Under Tolin criteria = Strong



CBT for OCD 
Under Chambless & Hollon criteria = Strong
(Tolin criteria pending)



ACT for OCD 
Under Chambless & Hollon criteria = Modest



• Sample Size (N)
• Randomized Controlled Trial (RCT)

• Experimental & comparison group
• Participants are randomly assigned to one or the other
• Participants &/or researchers are blind to group assignment
• Most rigorous & robust; time intensive & expensive

• Non-inferiority trial (aka, “equivalence trial”)
• Compares (new) treatment to existing effective treatment
• Analyzed to determine if outcomes are unacceptably worse

• Meta-analysis
• Analysis of study data from several similar studies to develop a single 

conclusion 
• Statistically stronger than any single study

Research Methods: Study Design



Research Methods
•Correlation

• To what degree is a change in one variable associated with a 
change in another variable? 

•Significance
• Is the treatment group better than the comparison group? How 
likely is it that results are by chance?

•Effect Size (“standardized mean difference”)
• How much more effective is the treatment than the control?



Interpreting the Statistics
Correlation Significance Effect Size

r or p  (+1 to -1)
(ie, Pearson’s, Spearman)

p-value
(set by investigator; 

smaller is better)

d, g, SMD, MD (etc) 
(eg, Cohen’s, Hedges’, 

also others)

r = 0 (no relationship)
r = 1 (perfect positive 

correlation) 
r = -1 (perfect negative 

correlation) 

p < .01 =  If you ran 
the study 100 times 
you are likely to get 
the same result 99 
times

≤0.2 is trivial
≥0.5 is moderate
≥0.8 is large
≥2.0 is 🤯
Note: other types of 
effect sizes are 
interpreted differently

Standardized Mean 
Difference



ERP
Eric Storch, PhD



   ERP for OCD: Why the haters? 
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Meta-Analysis of Adult OCD Tx

Olatunji et al., 2013

Results 

• 16 Studies
• strong sample size 

• N=73 to 108 in 4
• N=20 to 53 in 10
• N≤20 in 2

• Effect sizes
• 14 studies: Moderate to 

Extremely Strong
• 2 studies: ranged from 

favoring control to 
Extremely strong



Evidence Base Supporting ERP



State of the Literature
1. Consistently strong and similar effects
2. Superior to active and inactive treatments
3. Safe
4. Acceptable
5. Effective for more refractory patients
6. Partial response common
7. 25-30% do not respond meaningfully
8. Some people don’t want ERP



Meta-Analysis of Peds OCD Tx 
(McGuire et al., 2015)

g=1.21

g=0.50

Effect Size



Cervin et al, 
2023

MD=mean difference 
(effect size)



But certainly not perfect…



E/RP Attrition and Drop Out



Attrition and Drop Out: 
State of the literature

•Youth: 
• Attrition rates were relatively low for 
ERP (10.24%) compared 
pharmacotherapy (17.29%), active 
control conditions (e.g., relaxation, 
meta-cognitive therapy, 
treatment-as-usual; 20.63%), pill 
placebo (23.95%) and waitlist 
conditions (4.5%). 

•Adults: 
• ERP dropout was 14.7% (24.6% in 
depression)

• Refusal rates 4.8% and 3.6%



Important to Challenge Existing Paradigms

• But, do so with equipoise and patience. 

37

Chambless, D. L., & Hollon, S. D. (1998). Defining empirically supported therapies. Journal of 
Consulting and Clinical Psychology, 66(1), 7–18. https://doi.org/10.1037/0022-006X.66.1.7

https://psycnet.apa.org/doi/10.1037/0022-006X.66.1.7


Things are getting strange
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Acceptance And Commitment 
Therapy for OCD
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Professor

Utah State University
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What is ACT?
1. Model of psychotherapy not a protocol
2. Processes based intervention
3. Broad applicability

a. Including within OCD and related disorders



Support for the model
• Psychological Inflexibility predicts OCD, r=.36



Is Psychological Flexibility a relevant Process?

•Support

Twohig et al., 2015
Ong et al., 2020



Relevant across Interventions

Reid et al, 2017

• Solid delivery of 
acceptance/tolerance model was 
associated with more homework, 
less inflexibility, and lower OCD. 



ACT for OCD 
Outcome Studies To Date 

SSD=Single Subject Design, RCT=Randomized Controlled Trial





SMD=standardized mean 
difference (effect size)



Limitations        Strengths
•Unfunded projects

• Small sample size
• Poor designs in some

•Theory based

•Supported across 
disorders

•Process of change based



I-CBT
Molly Martinez, PhD



Origins & Theory of I-CBT
Inference-Based Model

•Designed specific to OCD thought process

•Developed specifically to treat OCD

•Inference-based model 
•Inferential confusion
•Feared-self



I-CBT: Publication Type & Timeline
 https://icbt.online/publications/ 

2023 - 4 theoretical papers (feared self, etc)

2022 – 1 multi-center RCT of ICBT paper; 6 papers on theoretical concepts, assessment 

2021 – 7 papers on theoretical concepts

2020 –  1 paper on Spanish language questionnaire, 11 theoretical papers

2019 – 6 papers on theoretical concepts

2018 – 3 theoretical paper; 1 psychometric study of questionnaire

2017 – 1 open trial of ICBT across subtypes of OCD paper; 1 theoretical paper

2016 – 1 open trial of ICBT for hoarding paper; 1 literature review, 2 theoretical papers

2015 – 1 RCT comparing “IBA” v CBT in OCD with poor insight, 1 German translation of 
questionnaire, 1 study of ICBT self-help, 5 theoretical papers

…

2009 – 1st conceptual & empirical basis for “an inference-based approach” 

https://icbt.online/publications/


Construct Studies

Inferential Confusion – predicts OC Sx 
independent of other cognitive domains & mood

Emmelkamp & Aardema, 1999
Aardema et al 2006, 2018
Goods et al, 2014
Wu et al, 2018

Task-based measures of Inferential Confusion Aardema et al., 2009
Wong et al, 2016
Baraby, 2021a, 2021b

Inferential Confusion Elevated in OCD Baraby, 2016

Inferential confusion as mechanism for change Aardema, 2005, 2011, 2017
Baraby et al, 2007

Theoretical Basis of I-CBT: Inferential Confusion



Construct Studies

Feared self-perception theme of dangerousness predicts 
OC Sx in clinical & non-clinical samples

Aardema et al, 2013
Nikodijevic et al, 2013
Aardema et al, 2021
Melli et al, 2015

Repugnant obsessions score higher on feared 
self-perceptions than eating d/o, BDD, depression or 
anxiety

Aardema et al, 2017

Reduction in feared self through tx associated with 
improvement in repugnant & contamination obsess.

Aardema et al, 2018

Manipulating feared self perception by increasing 
intensity associated with increased intensity of 
obsessions

Sauvaguea et al, 2020

Theoretical Basis of I-CBT: Feared Self



I-CBT Case Series

Author Study Aim Study Design Outcome Measures
(% Reduction per subject)

Van Niekerk et al, 
2014

Integrate I-CBT into CBT
Test the I-CBT manual (van 
Niekerk et al, 2009)

Qualitative
N=3

YBOCS (52%, 100%, 97%)
OCI-Revised (77%, 89%, 95%)
OBQ-44 (17%, 64%, & 61%)
DASS-21 (0%, 68%, 65%)



I-CBT Protocol Studies
Author Study Aim Study Design Significance/Effect 

Size

Taillon, O’Connor, et 
al, 2011

20 wk I-CBT for BDD N=10
BDD-YBOCS & 
BDI-II reduction
Not compared to CBT

BDD-YBOCS: d=2.9
BDI-II: d=1.5

Moritz et al 2015 Self-help with I-CBT N=37
I-CBT (n=17)
Control (n=21)

 YBOCS: p = 0.047

Blais et al 2017 20 wk I-CBT for 
hoarding

N-17
VOCI-Hoarding
YBOCS
Beck Anxiety Inventory (BAI)

VOCI-H: p <.001
YBOCS: p <.001
BAI: p<.05



I-CBT: RCTs 
Study Design & Result Author Significance 

(Effect size)

RCT: I-CBT v CBT w/ERP, N=44
20 wks in one tx arm
Similarly effective
I-CBT better with overvalued ideation

O’Connor, Aardema, 
et al, 2005

No significant difference 
b/t groups

Open Trial, N=125
Waitlist control
YBOCS outcome measure
I-CBT effective on all subtypes of OCD
I-CBT better with overvalued ideation

Aardema, O’Connor, 
et al, 2017

<.001
(1.49 to 2.53)

Multicenter RCT, N=90 
24 wks tx I-CBT (n=47) or CBT (n=43)
OCD with poor insight 

Visser et al, 2015 No significant difference 
b/t groups

Multicenter RCT:
I-CBT (n=38) v Mindfulness (n=34) v 
appraisal-based CBT (n=39)

Aardema et al, 2022 No significant 
differences in YBOCS 

b/t groups



Summary: I-CBT
• Large body of work on theoretical basis of I-CBT (inferential 
confusion, feared-self)

• >100 peer-reviewed articles over 28-years

• Most have been theoretical, experimental, psychometric 

• 4 published open trials/RCTs

• Evidence-based practice, likely does not meet EST standards

• Two RCTs and non-inferiority trials are ongoing



Summary: I-CBT
• RCTs from two separate labs 

• Frederick Aaredema, OCD-RL in the Montreal Mental Health University 
Institute Research Centre 

• Henny Visser, Innova Research Centre in the Netherlands 

• All RCTs have compared I-CBT to CBT with ERP

• OCD, poor insight, over-valued ideation

• BDD, hoarding

• Self-help



Limits/Concerns

• Larger body of research for theory 
than procedure

• Small sample sizes

• Need replication studies (research is 
only from 2 labs)

• Not demonstrated to be better than 
ERP

• Concern that dissemination may be 
outpacing established efficacy

Advantages

• Theory based, specific to OCD
• Evidence for non-inferiority to 
ERP

• Alternative for ERP 
non-responders/refusers, or 
patients whose values conflict 
with ERP

• Good results with overvalued 
ideation

• Ongoing RCTs



Resources on I-CBT Research
• I-CBT website

•  https://icbt.online/publications/ 

• Dr Frederick Aardema – Research Overview
• https://www.youtube.com/watch?v=2VTuqb9ZHBY

https://icbt.online/publications/
https://www.youtube.com/watch?v=2VTuqb9ZHBY


• Can’t we all just get along?
• Is there a good decision tree in OCD treatment selection? 

• Fail or refuse ERP first?
• Should ACT and I-CBT be considered first-line OCD tx?

• How can theories/components of models be incorporated?
• Inference-based model with appraisal-based CBT (van Neikerch et al, 2014)

• Feared-self or inferential confusion w/ERP? 

• How do we train therapists new to treating OCD?
• Should ERP be a pre-requisite?

• How do we factor in…
• Clinical expertise/training & patient characteristics
• Clinician professional/personal (lived) experience
• Accessibility to OCD treatment

Key Questions



Wisdom & 
Perspective

Jonathan Abramowitz, 
PhD



Treatments used for OCD: 
Criteria and Mechanisms



• These treatments “work” on a variable interval reinforcement schedule
• Why?
• What contributes to placebo effects

• Patient hope
• Credibility of the intervention
• Provider allegiance 

• Allegiance effects in treatment research
• ERP research has been plentiful and very consistent
• The bar for is extremely high in OCD treatment research… and it should be

Treatments used for OCD: 
Criteria and Mechanisms



Conditioning and Extinction are “a Thing”

• The 2-factor theory of fear maintenance (Mowrer, 1947)

• Solomon et al. (1940s and 50s) fear extinction paradigm

• They were researching behavioral principles, not trying to treat OCD

• Vic Meyer, James G. Taylor, Rachman, Marks applied ERP to people 
with OCD 1960s and 70s because psychoanalysis didn’t work

• Conditioning and extinction are scientific facts—there’s  no debate

• Exposure therapy works to reduce pathological fear—no debate 



The Cognitive Revolution

•1960s-1980s increased focus on how our thinking 
influences our emotions and behavior

•Early ERP therapists understood that cognition plays a 
large role in OCD and in fear extinction (Meyer, 1966)

•Contemporary cognitive therapists (CBT) understand that 
fear extinction is essentially a cognitive process (Craske et 
al.)

• Experience is the best teacher



•Allegiance

•Cognitive changes
• Cognitive change in ERP, ACT, and ICBT

•Behavioral changes
• “Exposure” in ERP, ACT and ICBT

ERP, ACT, ICBT: 
Are we splitting hairs?





Audience 
Q&A



Conclusions



Conclusions
• Understanding empirical research is vital to EBP & Tx selection
• Must also consider clinician expertise, client characteristics, & client 
autonomy

• Current Best Practice for OCD: CBT + ERP (always evolving)
• Important to develop new & better treatments; can’t always wait for 
science

•We share common goals & values
• Want to help patients 
• Invested and passionate

•Ethics, Respect, Humility: with patients & within our community & 
with professionals outside the OCD community



You 
can’t 

sit 
with 
us!

On 
Wednes

days 
we wear 

pink.

She 
doesn

’t 
even 
go 

here!

Respect. Humility. Ethics.
Don’t be Mean Girls.



https://youtube.com/clip/UgkxVf87R65Uy0gj7-cUxZ
7wrum0EgaRgdZO

THANK YOU!

https://youtube.com/clip/UgkxVf87R65Uy0gj7-cUxZ7wrum0EgaRgdZO
https://youtube.com/clip/UgkxVf87R65Uy0gj7-cUxZ7wrum0EgaRgdZO


Extra Slides



Research Methods: Correlation
To what degree is a change in one variable associated with a 
change in another variable? 

• Measures the strength of a linear relationship between two variables
• Represented as r (Pearson Product) [or also p (Spearman)]
• Coefficient r (ranges from -1 to +1)

• r = 1 is a perfect positive correlation 
• r = -1 is a perfect negative correlation 
• r = 0 means essentially no relationship

• Correlation does not equal causation



Research Methods: Significance

Is the treatment group significantly better than the 
comparison group (placebo/waitlist control or another 
active treatment)?

How likely is it that this finding occurred by chance? 
•p-value (set by investigator, smaller is better; p<.01) 
•p<.01 means: If you ran the study 100 times you are statistically 
likely to get the same result 99 times



Research Methods: Effect Size
How large are the differences between the two groups? 

How much more effective is the treatment than the control?

• Standardized Mean Difference (eg, SMD, MD, Cohen’s d, 
Hedges’ g)

• ≤0.2 is trivial

• ≥0.5 is moderate

• ≥0.8 is large

• Note: other types of effect sizes are interpreted differently



Effect Size in Statistics, 
https://loonylabs.org/2021/03/01/effect-size-in-statistics/

Effect Size
(SDs of ave. person in Group 
1 above ave. person in 
Group 2)

Percentage of Group 2 who 
would be below average 
person in Group 1

0.0 50%

0.2 58%

0.4 66%

0.6 73%

0.8 79%

1.0 84%

1.4 92%

1.6 95%

1.8 96%

2.0 98%

2.5 99%

3.0 99.9%
Statology, Effect Size: What It Is and Why It Matters, 
https://www.statology.org/effect-size


