
WEEK 3 – TUTORIAL 2 (Anxiety) 
“An update on the efficacy of psychological treatments of obsessive-compulsive disorder 

in adults” – Ponniah, Magiati and Hollon (2013) 

 

1. What was the primary aim and methodology of this study? 

Aim: to review the efficacy of psychological treatments for OCD in adults. 

Methodology: review of studies that met the criteria of adult diagnosable, random 

assignment of treatment, clear account of treatment approach (for ease of comparison), 

and peer-reviewed (rigorous analysis of studies). Guidelines to determine effectiveness of 

treatment: efficacious and specific’, ‘efficacious’ and ‘possibly efficacious’.  

2. Briefly outline the definitions of ‘efficacious and specific’, ‘efficacious’ and ‘possibly 

efficacious’ treatments? 

Efficacious and specific – two or more independent research groups have found that the 

treatment leads to a better outcome than another treatment or nonspecific control. 

Efficacious – at least two independent research teams have shown the treatment to be 

better than its absence. 

Possibly efficacious – supported by evidence from only one research group awaiting 

replication. 

3. What would be the ‘treatment of choice’ for a person with OCD? Why? 

Exposure and response prevention  superior to waitlist (efficacious), superior to anxiety 

management and progressive muscle relaxation. Superior to CBT in McLean et al. (2001). LT 

effect not found in medications. Improvement in ERP maintained 5 years post-treatment  

Less likely to relapse following termination of treatment than medication alone.  

CBT  cognitive and behaviour.  

Either ERP or CBT would be most effective. Both address the same maintaining factors, such 

as maladaptive beliefs (e.g. inflated responsibility), neutralising strategies (e.g. reassurance 

seeking and rituals) and avoidance. Both are efficacious and specific. ERP has a longer 

history meaning that it has had more research. CBT and ERP could be targeting the same 

processes or that there is overlap – not enough testing yet. Key mechanism through which 

change comes about it exposure (all treatments have an element of exposure in some sort 

of way). [CBT-obsessive, ERP-compulsive] 

4. What are the main symptom dimensions, or themes, of OCD according to the DSM-

IV? Are any of these less responsive to treatment? Has there been a treatment 

developed specifically for any of these dimensions? 

- Contamination obsessions 

- Checking/reassurance seeking rituals 

- Symmetry/exactness/completeness/ordering 

- Unacceptable thoughts of a violent, sexual or religious content 

- Hoarding 



o Hoarding is less responsive to treatment – exposure is difficult, there may not be 

seeking for treatment (they don’t see it as a problem? They have to let go of 

compulsions? 

Treatment for subtypes – Danger Ideation Reduction Theory (DIRT) for contamination obsessions 

DVD and Discussion – Secret Fear 

1. List all of the different DSM-IV anxiety disorders that were discussed in the program. Were 

there other disorders mentioned that are NOT anxiety disorders in DSM-IV? 

- Panic disorder 

o Agoraphobia 

- PTSD 

- Social phobia 

- OCD 

- Hoarding (not in DSM-IV) 

- Trichotillomania (not in DSM-IV) – impulse control disorder in DSM-IV 

- Not anxiety disorders 

o Self-harm (not an anxiety disorder) 

o Substance abuse (not an anxiety disorder) 

o Depression (not an anxiety disorder) 

 

2. List all the different DSM-5 anxiety disorders that were discussed in the program. Were there 

other disorders mentioned that are NOT anxiety disorders in DSM-5? 

- Panic disorder 

- Agoraphobia  

- PTSD 

- Social phobia 

- Trichotillomania 

 

3. What are some of the difficulties encountered when trying to treat anxiety disorders? 

- Highly comorbid – need to know what you’re working with and how they’re related. Which 

do you treat first? 

- Isolating – people may not seek treatment  

- The use of medication – can lead to addiction 

- Trial and error of drugs + side effects 

- Panic attacks – treatment may involve invoking panic attacks 

 

4. Consider possible practical and ethical issues that may arise when treating someone with an 

anxiety disorder. 

- Ethical 

o Exposure – having to cause people more ST harm (e.g. invoking a panic attack) 

- Practical 

o Limited amount of patient-therapist contact 

 Difficult when behaviour is all day, every day (e.g. hoarding) 

 


