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Summary
Background: Cognitive behavior therapy (CBT) with expo-
sure 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 pa-
tients that receive CBT with exposure and response preven-
tion 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 ex-
posure at least once, 37% as their first treatment. 46% of
patients indicated having received CBT with exposure ac-
companied 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 pa-
tients 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 bar-
riers from patients’ and mental health professionals’ per-
spectives as well as interventions that might help to im-
prove the treatment situation.

© 2015 S. Karger GmbH, Freiburg

Schliisselworter
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Zusammenfassung

Hintergrund: Die kognitive Verhaltenstherapie (KVT) mit Ex-
position und Reaktionsverhinderung stellt die Behandlungs-
methode erster Wahl fiir Patienten mit Zwangsstérung dar.
Ziel der vorliegenden Studie war die Bestimmung des
Anteils an Patienten mit einer Zwangsstorung, die in
Deutschland eine KVT mit Exposition und Reaktionsverhin-
derung erhalten. Methode: Hierzu wurden die Daten aus
einer Befragung zur Behandlungsvorgeschichte einer Stich-
probe von 369 Patienten mit einer Zwangsstorung nach
ICD-10 analysiert. Ergebnisse: Insgesamt berichteten 60%
der Patienten, in ihrer Behandlungsvorgeschichte mindes-
tens einmal eine KVT mit Expositionsiibungen erhalten zu
haben. Bei 37% war dies die erste Behandlung. 46% gaben
an, mindestens einmal eine KVT mit therapeutenbegleiteten
Expositionstibungen erhalten zu haben. Durchschnittlich
vergingen 6 Jahre zwischen Beginn der Zwangsstorung und
Beginn der ersten Behandlung. Schlussfolgerungen: Zwei
Finftel der Patienten unserer Stichprobe berichteten, dass
sie noch nie eine KVT mit Exposition und Reaktionsverhin-
derung erhalten hatten, obwohl es sich dabei um die Me-
thode erster Wahl bei Zwangsstorungen handelt. Wir disku-
tieren potenzielle Hiirden aufseiten der Patienten, Arzte und
Therapeuten sowie MaRnahmen, die zur Verbesserung der
Versorgungssituation beitragen konnten.
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Background

Obsessive-compulsive disorder (OCD) is a common mental dis-
order with a lifetime prevalence of approximately 2% [Ruscio et al.,
2010; Voderholzer et al., 2011]. According to the recent epidemio-
logical 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 im-
pulses (obsessions) or repetitive behaviors (compulsions). If un-
treated, OCD frequently takes a chronic or recurrent course [Eisen
et al., 2010; Skoog and Skoog, 1999] and is associated with a mark-
edly 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 in-
hibitors (SSRIs) represent the most efficacious treatments for
patients with OCD [Eddy et al., 2004; Hohagen et al., 1998; Rosa-
Alcazar 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 treat-
ment motivation and of functional analyses, the planning and exe-
cution of EX/RM, and further, the utilization of cognitive tech-
niques [Forstner et al., 2011]. While CBT with EX/RM is consid-
ered 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 im-
prove 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 undersup-
ply in the treatment of patients with OCD. However, since cru-
cial differences in the health care systems of the US and Germany
make findings from both countries difficult to compare, the cur-
rent 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 with-
in 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, Kiilz 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 an-
other 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 pa-
tients with OCD. Bohm et al. [2008] examined the treatment ex-
perience of 57 patients with OCD who had formerly undergone
psychotherapy and found that 83% of the treatments did not in-
clude EX/RM.

To acquire greater clarity in routine care of patients with OCD
is thus a timely step to further determine potential treatment barri-
ers and to improve the mental health situation.

The aim of the present study was to evaluate the treatment situ-
ation 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 re-
ceive EX/RM perceive their treatment as more helpful in compari-
son to patients who receive other treatments?

Methods

Participants

A total of 525 patients participated in the survey. One subsample was re-
cruited 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, De-
partment of Psychiatry and Psychotherapy; University hospital of Leipzig, De-
partment 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 partici-
pants). 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 institu-
tion or, in case of the online sample, the participants identified themselves as
having been diagnosed with OCD by a psychologist, psychiatrist, or neurolo-
gist. 78 patients were excluded due to missing symptom severity data (no Y-
BOCS 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 Dis-

order’ 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. Demo-

graphic characteristics Total Institutions Internet X/t p
of the sample Gender, % (n) 1.56* 0.21
Male 40.1 (148) 43.8 (70) 37.3 (78)
Female 59.9 (221) 56.2 (90) 62.7 (131)
Age
Mean (SD) 36.3 (10.7) 37.3 (11.1) 35.6 (10.4) 1.58° 0.12
Range 16-70 17-66 16-70
Relationship status, % (n) 0.46% 0.50
In a partnership 54 (197) 51.9 (81) 55.5 (116)
No partner 46 (168) 48.1 (75) 44.5 (93)
Employment status, % (n) 116.2" <0.001"
Student 12.5 (46) 15.8 (25) 10 (21)
Employed 21.8 (80) 43.7 (69) 5.3 (11)
Unemployed 40.6 (149) 18.4 (29) 57.4 (120)
Homemaker 7.1 (26) 8.2 (13) 6.2 (13)
Retired 11.7 (43) 13.9 (22) 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.
aXZ.
bt-value.

(8) If you suffer from compulsions, which type of compulsions do you suffer
from? (cleaning/washing, checking, counting/repeating, ordering, hoard-
ing, 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 treat-
ment?

(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 thera-

pist-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 (Y-
SR 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 cor-
related 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, x*-tests and
ANOVAs were conducted. The level of significance was set at p < 0.05 for all
analyses.

Results

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-
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ship status. Of note, there were significant differences in employ-
ment status, i.e. there were more unemployed patients in the inter-
net 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%), per-
sonality disorders (5%), eating disorders (3%), attention deficit hy-
peractivity disorder (2.4%), substance-use disorders (1.6%), bipolar
disorder (0.8%), and psychotic disorders (0.8%).

Treatment Situation

The average time that had passed between onset and first treat-
ment 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 accom-
panied by a mental health professional. Figure 1 visualizes the ab-
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Tab. 2. Clinical char-

acteristics of the sample Total Institutions Internet X/t P
Y-BOCS global score
Mean (SD) 18.9 (7.4) 19.6 (7.0) 183 (7.7) 1.66 0.10
Range 1-38 2-38 1-37
Duration of OCD (years)
Mean (SD) 15.9 (10.9) 16.3 (11.8) 15.7 (10.2) 0.54> 0.59
Range 1-50 0.8-50 0-35
Years from first onset to first treatment
Mean (SD) 5.9 (8.0* 8.6 (9.5)* 4.1 (6.4)* 5.0* <0.001*
Subtype, % (n) 2.56% 0.28
Primarily obsessions 21.0 (77) 17.1 (27) 23.9 (50)
Primarily compulsions 19.6 (72) 20.3 (32) 19.1 (40)
Both 59.4 (218) 62.7 (99) 56.9 (119)
Obsession types, % (n)
Contamination 40.1% (146)* 47.7% (74)* 34.4% (72)* 6.55%2 0.01*
Somatic 25.5% (92) 27.0% (41) 24.4% (51) 0.31° 0.58
Aggressive 28.8% (104) 27.0% (41) 30.1% (63) 0.43* 0.51
Sexual 18.7% (68) 18.8% (29) 18.7% (39) 0.0022 0.97
Repeating 51.2% (187) 51.9% (81) 50.7% (106) 0.052 0.82
Religious 10.2% (37) 11.1% (17) 9.6% (20) 0.23 0.63
Compulsion types, % (n)
Cleaning/washing 46.3% (169) 50.6% (79) 43.1% (90) 2.06* 0.15
Checking 60.8% (223) 66.5% (105) 56.5% (118) 3.77* 0.05
Counting/repeating 38.4% (140) 38.5% (60) 38.3% (80) 0.001* 0.97
Ordering 23.4% (85) 24.5% (38) 22.5% (47) 0.21* 0.65
Hoarding 6.9% (25) 7.3% (11) 6.7% (14) 0.05% 0.83
Mental rituals 32.0% (116) 31.8% (41) 32.1% (67) 0.0022 0.96
Received EX/RM at least once, % (n) 58% (215) 61% (98) 56% (117) 0.914* 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.
aXZ.
bt-value.

solute frequencies and percentages of patients with OCD who re-
ceived EX/RM or treatment without EX/RM. Additionally, figure 1
delineates patients’ subjective satisfaction with different treat-
ments. In figure 2 the cumulative percentage of patients who re-
ceived EX/RM in 4 consecutive treatments is outlined.

The computation of y>-tests did not reveal any significant dif-
ferences in any of the 4 surveyed treatments regarding the frequen-
cy distributions of utilisation of ‘treatments with EX/RM’, ‘treat-
ments 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), x*-
tests 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 thera-
py, 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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differences regarding satisfaction with treatment with or without
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 x>-tests ex-
amining 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 specifical-
ly, 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 re-

Severe OCD
(Y-BOCS = 16)

Mild OCD X p
(Y-BOCS < 16)

ceived EX/RM at least

Received EX/RM, % (n) 57 (140)

63 (78) 1.13 0.29

once

EX/RM = exposure with response management, Y-BOCS = Yale-Brown Obsessive Compulsive Scale, OCD = obsessive-compulsive

disorder, p = level of significance.

Tab. 4. How help-

ful did patients who With EX/RM No EX/RM t .
received vs. did not Mean + SD 3.44 e a3 0001
receive EX/RM find

their first treatment?
p = level of significance.

SD = standard deviation, EX/RM = exposure with response management, t = test value of t-Test for independent samples,

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.

N
total
N =362
first Treatment without EX/RM no treatment
treatment n =184 (51%) n =44 (12%)
n = 362 m=43%x15
Fig. 1. Service utilization by patients with OCD / | \
in 4 consecutive treatments. EX/RM = exposure second Treatment without EX/RM no treatment
and response management, n = absolute frequen- treatment n =80 (22%) n =55 (15%)
cies, m = patients’ mean subjective treatment eval- n=184 m=42+15
uation on a rating scale from 1 (very helpful) to 6 / | \
not at all helpful), % = percentages of a sample of —
( pful), % = per ] 8 P third Treatment without EX/RM no treatment
N = 362. Absolute frequencies and percentages of n =36 (10% n =23 (6%)
K ) X treatment (10%)
patients with OCD who received state-of-the-art n =80 m=3.8%15
therapy (EX/RM) or treatment without EX/RM as / | \
their first treatment are presented in the first line. —_— pr—
i no treatmen
The following lines show data of patients who did fourth 'rl]'rfa1tg1(e4r12\;wthout EX/RM n =10 (3%)
. . . . treat t -
not receive EX/RM in their first (second, third, and nre=a3rgen m=41+16
fourth) treatment.

never received CBT with EX/RM and 63% had not received CBT
with EX/RM as first treatment. Even if patients had received expo-
sure, 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 with-
out 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 hypoth-
esis 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. How-
ever, a number of methodological differences (e.g., regarding

CBT Supply in Obsessive-Compulsive Disorder

100
u received EX/RM in this treatment
80 received EX/RM in the previous treatment
60 —
R [ ]
X
. ]
20
0
first second third fourth
treatments in chronological order

Fig. 2. Cumulative percentage of patients with OCD who received state-of-
the-art treatment in 4 consecutive treatments. Cumulative percentage of a sam-
ple of N = 362 patients with OCD who received state-of-the-art treatment (ex-
posure with response management, EX/RM) in their first treatment and 3 sub-
sequent treatments.
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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 [Bohm et al., 2008; Kiilz 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 symp-
toms and improving the associated quality of life [e.g., Foa et al.,
2005; Moritz et al., 2005; Rosa-Alcdzar et al., 2008]. However, in
this regard, it must be pointed out that even if the treatments with-
out 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 propor-
tion of patients who rated this therapy as good or very good was in
fact comparable to the proportion of patients who rated it as unsat-
isfactory 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%-prob-
ability of relapse in patients with OCD within 2 years after remis-
sion [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 treat-
ment 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 in-
tervals, 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 spec-
ulate about conceivable reasons for not initiating treatment. Kiilz 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 presum-
ably 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; Kiilz 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 re-
sults direct attention to barriers on the patients’ sides. The tempo-
rarily 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
etal., 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 deter-
mined due to the fact that all data were based on retrospective self-
reports. 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 therapist-
guided, 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 indi-
cated that they suffered from severe comorbidities, such as sub-
stance dependence, bipolar disorder, or psychosis. Thus, we as-
sume 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 di-
agnostic 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 represent-
ative of patients with OCD in Germany. For example, it can be as-
sumed that patients from behavioral therapy facilities generally
have utilized CBT with EX/RM more often and have rated them dif-
ferently 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 investiga-
tion of the frequency and perceived effectiveness of treatment ele-
ments which are closely related to EX/RM, such as ‘case formula-
tion’ and ‘cognitive restructuring’. In addition, the collection of
qualitative aspects of EX/RM (e.g., motivational support, frequen-
cy, 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

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