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1 | INTRODUCTION

Obsessive compulsive disorder (OCD) is characterized by recurrent
intrusive obsessions (thoughts, images, urges) and/or compulsive

behaviors and rituals. OCD in youth has a profoundly negative effect
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Abstract

Objective: Beliefs that exposure with response prevention (ERP) is excessively
distressing and will result in client dropout from treatment are commonly-cited
reasons for clinicians not providing evidence-based treatment. This meta-analysis
examined treatment attrition for ERP for youth with obsessive compulsive disorder
(OCD) compared with other treatment modalities.

Method: A systematic literature search identified 11 randomized controlled trials
(RCTs) comparing ERP to active or waitlist control conditions, 9 comparing
pharmacotherapy to control, and 3 comparing ERP to pharmacotherapy for youth
with OCD.

Results: Attrition rates were low for ERP (10.24%) compared to pharmacotherapy
(17.29%), active control (e.g., relaxation, metacognitive therapy; 20.63%), and pill
placebo (23.49%). ERP had lower risk of attrition compared to active control
conditions (RR=0.60; p=.02), and was not significantly different to waitlist
(RR=0.80; p=.59). In head-to-head trials, there was no difference between the risk
of attrition from ERP and pharmacotherapy (RR=1.26; p=.74). Of the pharma-
cotherapy trials, risk of attrition from serotonin reuptake inhibitors treatment was
not significantly different compared to placebo (RR = 0.94; p = .76), with no difference
between antidepressants and clomipramine (p=.19). Attrition from ERP was
primarily for logistical reasons, compared to lack of efficacy for relaxation and/or
adverse reactions from pharmacotherapy.

Conclusions: Attrition from ERP is low, and is generally lower than non-ERP
interventions. Given favorable attrition and efficacy data, there is little justification
for appropriately-trained clinicians not to offer ERP as a first-line treatment for youth
with OCD.
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on academic, social, and family functioning (Piacentini, Bergman,
Keller, & McCracken, 2003) and if left untreated, is often unremitting
into adulthood (Leonard et al., 1993; Skoog & Skoog, 1999; Stewart
et al, 2004). Practice Guidelines recommend Cognitive Behavioral

Therapy (CBT) involving Exposure with Response prevention (ERP)
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as the first-line treatment for mild to moderate cases of OCD in
youth, with the addition of serotonin reuptake inhibitors (SRI)
medication in severe or treatment-refractory cases (Geller & March,
2012). ERP involves repeated exposure to situations that trigger
obsessions (e.g., touching a “dirty” surface), whereas refraining from
engaging in compulsions or avoidance behaviors (e.g., handwashing).
Despite substantial research supporting the efficacy of ERP (McGuire
et al, 2015), it is commonly underutilised in treatment settings
(Whiteside, Deacon, Benito, & Stewart, 2016). The nature of ERP can
be confrontational and pervasive negative beliefs exist among
clinicians that can affect their willingness to use exposure-based
therapies in clinical practice with youth with anxiety disorders and
OCD (Reid et al., 2017; Richard & Gloster, 2007; Whiteside et al.,
2016). Clinicians beliefs that ERP is excessively distressing; will
exacerbate symptoms; and will ultimately result in client dropout or
discontinuation from treatment are commonly-cited reasons for not
providing exposure-based treatments like ERP (Deacon & Farrell,
2013; McGuire, Wu, Choy, & Piacentini, 2018; Olatunji, Deacon, &
Abramowitz, 2009; Reid et al., 2017; Richard & Gloster, 2007; van
Minnen, Hendriks, & OIff, 2010). Despite some evidence refuting
these concerns, including an editorial that reported nonsignificant
differences in treatment attrition and therapeutic alliance in a large
randomized control trial of CBT compared to non-ERP-based
treatment (i.e., psychoeducation and relaxation training; McGuire
et al, 2018), these common misconceptions appears to be a
significant obstacle in the successful dissemination and implementa-
tion of effective treatment for pediatric OCD.

ERP is the most effective treatment for youth with OCD. A recent
meta-analysis of treatment outcomes for youth with OCD found strong
effect sizes for ERP and moderate effect sizes for SRIs (McGuire et al.,
2015). Despite clinical practice guidelines (Geller & March, 2012),
efficacy data (McGuire et al., 2015), and parental treatment preferences
(Brown, Deacon, Abramowitz, Dammann, & Whiteside, 2007; Lewin,
McGuire, Murphy, & Storch, 2014) favouring CBT/ERP, existing
evidence suggests that exposure-based treatments including ERP are
exceedingly underutilised in adult samples with anxiety disorders and
OCD (Becker, Zayfert, & Anderson, 2004; Hipol & Deacon, 2013; van
Minnen et al., 2010; Wolitzky-Taylor, Zimmermann, Arch, De Guzman,
& Lagomasino, 2015), and this is likely to be similar (or worse) in
clinicians treating youth. Although barriers to accessing appropriately
trained clinicians may account for part of the barriers in client access to
evidence-based treatment, ERP is also underutilised among clinicians
with this training background (Becker et al., 2004; B6hm, Férstner, Kiilz,
& Voderholzer, 2008; van Minnen et al., 2010).

One of the prominent myths about exposure-based treatments
like ERP among clinicians is that this type of treatment will cause
excessive distress among clients that will ultimately result in the
client discontinuing treatment (Reid et al., 2017). Although a
temporary increase in anxiety is common during exposure, findings
tend to show reduction in distress across subsequent exposure tasks
and improved outcomes in the longer term when clients engage in
ERP (Chu et al.,, 2015; McGuire et al., 2015). Further, findings from

samples of youth with anxiety disorders show that in-session

exposure has no negative impact on therapeutic alliance (Kendall
et al.,, 2009). Unfortunately, the myth that ERP will cause clients to
discontinue treatment has the potential to result in therapists
electing to use a nonevidence based therapy approach, or to deliver
CBT/ERP in a suboptimal manner that may reduce its efficacy (e.g.,
combined with arousal-reduction strategies such as breathing
retraining, reduced exposure intensity; Deacon & Farrell, 2013;
Schmidt et al., 2000). A recent meta-analysis of ERP trials for adults
with OCD found that treatment dropout was no greater than from
other treatment modalities (e.g., cognitive therapy, relaxation; odds
ratio [OR] = 0.67-2.22), with a weighted mean attrition rate of 18.7%
(Ong, Clyde, Bluett, Levin, & Twohig, 2016). In contrast to adults,
youth are often brought to treatment by their parent(s), and may
have greater variability in their motivation to engage with treatment,
increasing the risk of dropout if the therapy has poor tolerability.
This meta-analysis aimed to examine whether ERP is less tolerable
than other evidence-based treatments for OCD (viz., SRIs) in youth,
as characterized by greater attrition from treatment (including
treatment refusal before the start of treatment and dropout after
commencing treatment). We expected that attrition rates from ERP
would be generally low (e.g., below 18%), and not greater than
comparison conditions, consistent with findings among adults (Ong
et al, 2016). These finding have important implications for addres-

sing treatment dissemination barriers for youth with OCD.

2 | METHOD

2.1 | Literature search

We conducted a systematic search of the literature for randomized
controlled trials involving ERP, exposure-based CBT, and serotonin
reuptake inhibitors for child and/or adolescent samples with OCD.
Electronic databases PsycINFO, Medline and PubMed were searched
using the following Boolean search terms: (obsessive-compulsive
disorder OR obsessive compulsive disorder OR OCD) AND (exposure and
response prevention OR exposure therapy OR exposure OR cognitive
behavioral therapy OR cognitive behavioral therapy OR cognitive behavior
therapy OR CBT OR cognitive behavior therapy OR serotonin reuptake
inhibitors OR medication OR therapy) AND (child OR children OR pediatric
OR vyouth OR pediatric). Independent literature searches were
conducted by two graduate-level psychology research assistants
between 13 September, 2018 and 6 November, 2018. Secondary
manual searches of reference lists and review papers were also

undertaken until no new studies could be identified.

2.2 | Eligibility criteria

We included studies that (a) used ERP or CBT which included one or
more session of ERP, or pharmacotherapy for OCD, (b) included an
outpatient sample of participants aged 17 years or younger, (c)
included participants with a diagnosis of OCD based on clinical
assessment using the CY-BOCS, (d) were in English, (e) reported

dropout and/or refusal rate, and (f) involved face to face treatment.
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Studies were excluded if they (a) focused on samples with autism
spectrum disorder or intellectual disability, (b) used an inpatient
sample, (c) involved non-face-to-face therapy (e.g., web-delivered), (d)
were case studies involving fewer than 10 subjects without
randomisation, and (e) primarily focused on pediatric acute-onset
neuropsychiatric syndrome or pediatric neuropsychiatric disorders
associated with streptococcus.

2.3 | Study selection

Figure 1 presents a flowchart of study selection according to the
PRISMA criteria (Liberati et al., 2009).

2.4 | Data collection process

Data was extracted independently by two research assistants who also
conducted the initial literature search, and by a third graduate-level

research assistant, with discrepancies resolved by the third author.

2.5 | Data items

Trials were classified as (a) ERP (including CBT involving one or more
exposure-based sessions) versus Control, (b) Medication (clomipramine,
fluoxetine, fluvoxamine, paroxetine, or sertraline) versus Control, and (c)
ERP versus Medication. One trial (Pediatric OCD Treatment Study,
2004) included four treatment arms (combined CBT and sertraline, CBT
and sertraline monotherapies, and a placebo control condition) and thus
was included in each of these comparison condition utilising the
relevant treatment arms (excluding the combined treatment arm).

The following information was coded for each study: (a) active
treatment type, (b) type of control condition (waitlist, placebo,
relaxation, psychoeducation, treatment as usual, metacognitive ther-
apy), (c) mean sample age, (d) percentage of sample on stable psychiatric
medication at the start of the trial, (e) participant refusal (defined as
participants who fulfilled inclusion criteria but declined to participate
after randomisation for any reason) in each condition,* (f) participant
dropout (defined as participants who completed at least one session of
treatment then discontinued) in each condition, (g) total attrition
(combined participant refusal and dropout) for each condition, and (h)

qualitative reasons provided from participants for attrition.

2.6 | Effect size (ES) calculation

Given the goal to identify attrition rates among evidence-based
treatments for youth with OCD, the main outcome was participant
attrition (dropout and refusal) within treatment groups. The effect
size was calculated in Comprehensive Meta-Analysis (CMA) Version
2 by entering the number of participants who discontinued treatment
for any reason (i.e., dropout, treatment refusal, etc.) and the overall

number of participants within the treatment condition. This

When refusal was not reported it was assumed to be nil.

WILEY-L*®

Records identified through
database searching
PsycInfo: (n = 600)
Medline: (n=311) Additional records identified
Pubmed: (n = 2265) through other sources

Total: n=3176 (n=0)

Records after duplicates removed
(n=2613)

Records excluded based on
abstract review = 2501

(n =280 case studies/series;

n =867 non-OCD population;

n =910 non-treatment trial;

n =57 inpatient sample;

n = 32 non-face-to-face therapy;
n =321 adult sample;

n =34 open trial)

Full-text articles
assessed for eligibility
(n=112)

Full-text articles excluded = 91
(n =17 not an original study;
n = 3 insufficient dropout data;
n =31 inappropriate treatment;
7 n = 23 inappropriate sample;
n =20 open trial).

Studies included in
meta-analysis
(n=21)

FIGURE 1 Flowchart of the inclusion of studies

information allowed for the calculation of a risk ratio (RR) for
participant attrition. The RR is the ratio of participants who
discontinued the active treatment condition divided by the ratio of
participants who discontinued the control treatment condition. A
RR > 1 suggests that participants receiving the active treatment had a
higher risk of discontinuing treatment, whereas a RR < 1 indicates
that participants receiving the control treatment had a higher

probability of discontinuing treatment.

2.7 | Statistical analyses

Descriptive statistics characterized refusal, dropout, and overall
attrition rates for each treatment groups. Random effect models
examined the RR of active treatment attrition compared to control
treatment attrition. Random effects models were selected because the
true ES was expected to vary across trials due to study characteristics.
Heterogeneity of ES was assessed using the forest plot, Q statistic, and
I? statistic. Publication bias was assessed by visual inspection of the
funnel plot and Egger’s test for bias. When publication bias was present,
a trim-and-fill method was applied to account for bias by producing an
adjusted summary effect that takes into account possible unpublished
trials within the field. Finally, an analog to analysis of variance (ANOVA)
was used to explore moderator factors when significant heterogeneity

was present and publication bias when it was found.

3 | RESULTS

3.1 | Study descriptive information

Table 1 displays the 21 RCTs that met all inclusion criteria, along
with their study characteristics and dropout rates. This included 11

trials with ERP-only conditions, 9 trials with medication-only



JOHNCO T AL

WILEY

410

(senunuo))

(T = U) 32B3U0D 350| ‘(Z = U)
1020304d ypm jueljdwoduou (Z = u) usping
[9ARIY ‘(€ = U) Adedlys Jo »oe| :nodoup 19D

(e=u)
349YMas|a Juswieass 3y3nos :3nodo.p |043u0D)

‘(T = u) papiaoad uosead oN :Inodolp dy3

‘(€ = U) JUSWIE3] pUE UOljes|WOopuE.
usaM3aq palanodal suedidiled :jesnjey d¥3

‘(T = U) 249YMas|d Juawiea 3 3y3nos M

(T = u) Isideuayy
yum a3e3us 03 3ul||im 193uo| ou ;1 gD

(T = u) Atewrid swedsq

sisouSelp Jayjoue (T = u) wajqoud yijeay

Ajlwey (T = u) parow (T = U) pauasiom
swoldwAs DO :3nodoup uoliexeoy

(T = u) wajgoud yyjeay Ajiuwey

‘(€ = u) Azewtud swedaq sisousdelp Jsyjoue
‘(T = u) uoizedojje o3| 30u pip :3nodoup d¥3

*(Z = U) suolssas Juawieady Jo Adusnbauy
0} anp Adeusy} aunsodxa 0} pasdoud
jou pjnom Asayj pies sjuedidilied :jesnjat dy3

‘(T = U) UoId3|J24-J|9s
yonw 00} papuewap jusawiealy :znodolp | DN

‘(T = U) 9 493N 1B JUISUOD MIIPYHM
‘(9 = u) 3oe3U0D }50]| :3n0doup ogade|d

(T = U) JUSSUOD MBIPYIM (T = U) Adediyyo
40 5e| (T = u) 3B3U0D 3s0| :3nodolp 19D

papiroad uoijew.ojul oN

s|1e3sp uoLNY

G ‘ejolL

0 :|esnjoy
G :3nodouq

€ ‘[eroL
0 :lesnyay

¢ :3nodouq

T ‘lesoL
0 :|esnjoy
T :3nodouQq

¥ el

0 :|esnjoy
{ 3nodouq
0 ‘[ejoL

0 :|esnyay
0 :3nodouQ
T :le10]

0 :|esnjoy
T :3nodouQq

L:ejoL
0 :|esnyoy
/ Inodouq
0 ‘[ejoL
0 :|esnyoy
0 :3nodouq

(%) u uonie
uol}ipuod
|o13uo)

8 :[ejolL

0 :lesnjoy
g :31nodouQq

P eyl
¢ :|esnyay

T :nodouq

T :ejoL
0 :|esnyay
T :nodouq

G ‘|ejol

0 :|esnyay
G :nodouq
C ‘lejol

Z ‘lesnyoy

0 :1nodouq
0 ‘|eloL

0 :|esnyay

0 :3nodouQ

€ ‘ejol
0 :lesnyay
¢ nodoug
€ ‘[ejol
0 :|esnyay
¢ :3nodouq

(%) u uone
juswijeasy
AIPY

%00

%6'TC

%E'EE

%061

%00

%00

%00

%0'¢C

auljaseq
1€ uoljesipaw
d1doajoydAsd uo %

¢l

9vT

9€T

L

cel

14

611

8TT

(s1eah)
98e ueay

uor} (suoissas

-eXe|2. + Uo[1ednpaoydAsd d¥307) 19D TZ  (110Z) ‘| 3 lunuadeld

(suoissas
IM dd30T-€) 19D 96 (TTOZ) '|e 32 uoljog
(pa3J0dau
JOU SUOISSaS

IM d¥3jo#) 19D  T1¢ (0TOT) "[e 32 swel|ipm

(pa340dau
JOU SUOISSas

dy3 4o #) 190 T

(8002)

uoljexe|ay ‘e 39 uewsadd ‘g ‘1

(suoissas

IM d¥307) d¥3 0T (800Z) ulliad pue uoijog

(9002)
(suoisses uuew|yeq-zysadisH
1D dd302-4)d¥3 TT  Ppue Japlauyds ‘suowis
(pa3Jodau (¥002)
30U SUOISSaS Apn3s Juswieas ]
og1d dy3jo#) 19D 95 ado dl43elpad

(suoissas
IM dy3 63) 19D /£

(#002) U>-eiN pue
‘|11e4-AjesH 1324Jeg

[043U0D "SA d¥3

UOI}Ipuod |043U0D) juswieasy N

anY

sonsieeleyd ApniS T 379V1



411

WILEY

JOHNCO kT AL

(senunuo))

‘(T = U) pay1dads jou ‘(T = U) UOIIE|OIA
1020304d ‘(T = U) 193U0D }50| ‘(€ = U) Adediyye
JO 2e| {(ZT = U) JUIA3 dsJaApe :Jnodolp 1Y¥3S

‘(T = U) JUSSUOD MIIPYIIM

‘(T = u) uluaauds 3ulnp JoJJd ul pasuadsip
3nJp/uUoI1e|OIA |020104d :[esnjal | ¥3S

(T = u) @dueljdwoduou (T = u) Aded1yJa JO Xoe|
‘(# = u) uonequadexa woldwAs :3nodosp Og1d

‘(T = u) Adeduyyo
40 %2€] /(T = u) uonzesp! [epiains :3nodop XN14

(T=u)

uolledIpaw juelliwoduod s|geidaddeun
‘(T = u) Adeaiyys Jo yoe| :3nododp Ogid

‘(T = u) paydadsun (T = u) Adediyye

JO 2e| (T = u) wa|qo.d |ed1psw Juaindiajul
‘(T = U) uoijoeal asiaApe :nodoup [IND

(T = u) suoneydied pue eip.aedAydel
pajiodau-§|as (T = u) 121j4u0d Ajlwey
0} anp pazijeydsoy juedidijied :3nodoup |IND

uonL3Ie ON

(¢ = u) papiro.d
uoseal ou ‘(4 = U) Adedly)a Jo yoe| :uoljexe|ay

*(G = U) papiroad uosead ou (T = U)
Adediyse Juswiealy Jo Xoe| :inodoup d¥3

"(8 = U) papiAoid uojjew.oyul ou esnyal 4y3

‘(2 = u) Adediyss Jo xde| :3nodoup dy3

‘(T = u) 3e3U0D
150| (g = u) |02030.4d y3Mm jueljdwoduou
‘(Z = u) Adediya Jo | :nodoup |043u0)

s|1e3ap uonLNY

0 :|esnyoy

€1 :3nodouq

9 ‘[ejol
T :|lesnjoy
G 3nodouq

C ‘[e1o0lL

0 :|esnyay
¢ ‘InodouQ

0 ‘ejoL
0 :|esnjoy
0 :3nodouq

0 ‘[ejoL
0 :lesnjoy
0 :3nodouQ

8¢ ‘|e10L

/T :[esnjay
1T :3nodouq
0 ‘[ejoL

0 :|esnjoy

0 :3nodouQq

(%) u uontze
uol}puod
|o43u0)

Z :lesnyoy

g1 :3nodouq

C ‘el
0 :|esnjoy
Z ‘inodouq

P iejol

0 ‘|esnyay
 :3nodouq

C ‘|erol
0 :|lesnyay
¢ ‘nodouq

0 ‘|e1oL
0 :|lesnjoy
0 :3nodouQ

T ‘ej0L

8 :Jesnjoy
9 :3nodouq

C ‘leoL
0 :lesnjay
Z ‘anodouq

(%) u uonie
juswilealy
aNPY

paidadsun

%00

%00

%00

%9'CC

%6'L

%0'SS

auljaseq
Je uonedipsw
o1doajoydAsd uo

9Ct 04q1d

81T o4q1d

154" 0o4q1d

ST 0o4q1d

8'G nvwi

L uoljexe|ay

11 M
(s1eah) uol}Ipuod |043u0)

a8e ueapy

1435 /8T (866T) "Ie 32 Yotely
XN14 T (¢66T) ' 32 3|ppry
(266T)

IND 09 ‘le 18 ss19n-ydnespaQ

(066T) 351219
pue ‘>eqoy| ‘Uosayar
IND 9T ‘uoysuyor ‘Yyode

|0J3UOD) 'SA UOIJEDIPIIA

(suoissas

d¥32T-17) d¥3 1€ (P102) 'Ie 38 uma

(suoissas

d¥3 8-9) 19D £ZT (¥T0T) '|e 32 uewsalq

(suoissas

d¥38) 19D 1€ (TT0Z) ‘I 38 Y2103

jusuieasy N
SAIY

(panunuo))

T 31avl



JOHNCO T AL

WILEY

412

(ssnunuo))

"papiroJd uoljewniojul ou :3nodoup 4¥3

‘(T = U) JUSSUOD MaJpPYIM (T = U) 30e3U0d
150| (G = u) Adediyss Jo el :3nodolp Ogld

(T =u) Adedyys
40 32| (T = U) JUSA3 asusApe :3nododp | YIS
‘pPapiAoad uoljewiojul oN :lesnjas Ogld

*(Z = u) paydads jou (g = u) 30BIUOD 3S0|

‘(€ = u) uonelAsp |0dojoad ‘(T = u) Adediys
10 X2e| ‘(€ = U) JUaAS asuaApe :nododp Og1d

‘papiAo.id uoljewojul oN :|esnjod X¥vd

‘(£ = u) pay1dads jou (9 = u) 10B3U0D 1S0|
‘(g = u) uonelrap [020304d ‘(G = U) Aded1yya
10 32.| {(QT = U) 1USA3 3sJaApe :Inodoup X¥VYd
‘(T = u) Joineyaq pa3iqiyuisip
‘(T = U) Ssau||l p!giowod JO uoljeq.adexs
(Z =u) DO Jo uoijeqiadexs :3nodolp Og1d

*(T = u) uoissaudap 3uiuasiom :3nododp XN 714

‘(€ = U) JUSSUOD UMEIPYIM

‘(T = u) 9oueldwoduou (T = U) JUSAS 3SIDAPE
‘(¢ = u) Adediya Jo xjoe| ;nodoup Ogd

‘(€ = U) SJUSAS 3SJIaApE ‘(f = U) s e

Aq suolje|olA |020304d ‘(¢ = u) 9oueljdwoduou
‘(6 = U) Adeaiyys Jo yoe| :3nodolp ANTH

*(Z = U) SJUSAS 3SUaApE

‘(T = U) 319B3U02 150| ‘(T = U) UoIsIdIaP ueldIsAyd
‘(8 = u) Asealyys Jo 3joe| Inodoip Og1d

‘(T = U) 39B3U02 3S0| ‘(T = U) UOISIPaP uePIsAyd

‘(T = u) Juswauinbau [020304d ‘(€ = U)

uols|dap jualled (9 = U) SJUSAS 9SIDAPE
(0T = u) Adediya Jo | :3nododp XNT4

‘(# = u) paiy1dads jou (T = u)

Alljewsouge Aiojeloqe| (T = u) aoueldwod

Jood ‘(Z = uU) 19e3U02 150| ‘(g = u) Adedie
JO 2e| ‘(€ = U) JUSAS 3SISAPY :Inodolp Ogld

s|1e3ap uonLNY

0 :3nodouq

L g0l
0 :lesnjoy
/ 3nodouQq

LT ‘|eyoL
Z ‘lesnjoy

Gz :3nodouq

¥ ‘ejol
0 :lesnjoy
{ 3nodouq

LT B30l

0 :|esnjoy
/Z ‘Inodouq

¢l ‘ejoL

0 :lesnjoy
ZT :anodouq

€1 ‘[ejol

(%) u uontze
uol}puod
|o43u0)

T 3nodouQq

C ‘|e1ol
0 :|lesnjoy
Z ‘inodouq

GE ‘|ejol
Z :lesnyoy

€¢ :3nodouq

T ‘1ejolL
0 :|lesnjoy
T :Inodouq

6T ‘€101

0 :|esnjoy
6T :Inodouq

(4L

0 :|lesnjoy
2 ‘inodouq

0cC ‘|e1o0L

(%) u uonie
juswilealy
aNPY

%00

payoadsun

%00

paidadsun

paidadsun

auljaseq
Je uonedipsw
o1doajoydAsd uo

8¢l WO1D

cl 041d

€11 o4q1d

LTl 0o41d

Ter 04q1d

42 o4q1d
(s1eah) uol}Ipuod |043u0)

a8e ueapy

dd3 c¢

1¥3S 99

Xdvd £0C

XN1d v

ANT4 0CT

XN14 €07

jusuieasy N
SAIY

uol3edIpawW ‘sA dy¥3

(¥002)
Apn3s juswieat]

Do d1elpad

(#002) "e 32 413|199

(¢002) 'Ie 32 zymogar

(T002) 'Ie 33 3|ppry

(T00Z) ‘I 38 J43]139

(penunuod) T 3749VL



JOHNCO kT AL

(Continued)

TABLE 1

% on psychotropic Active Control

Mean age medication at

(years)

condition

treatment

Active

Attrition details

attrition n (%)

Refusal: O
Total: 0

attrition n (%)

Refusal: O
Total: 1

baseline

Control condition

treatment

N

de Haan, Hoogduin,

Buitelaar, and Keijsers

(1998)
Pediatric OCD

1), lack of

1), withdrew consent at Week 8

CBT dropout: lost contact (n

Dropout: 2

Dropout: 3

0.0%

11.6

SERT

CBT

56

efficacy (n
(n=1).

Refusal: O

Refusal: O

Treatment Study

(2004)

1) lack of

SERT dropout: adverse event (n

Total: 2

Total: 3

=1).

efficacy (n

SERT dropout: adverse event (acute agitation

Dropout: 1

Dropout: 0

unspecified

131

SERT

40 CBT

Asbahr et al. (2005)

=1)

and insomnia; n

Refusal: O
Total: 1

Refusal: O
Total: O

Abbreviations: CBT, cognitive behaviour therapy; CMI, clomipramine; ERP, exposure and response prevention; FLUV, fluvoxamine; FLUX, fluoxetine; MCT, metacognitive therapy; PARX, paroxetine; SERT,

sertraline; TAU, treatment as usual; WL, waitlist.
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conditions, and 3 trials that compared ERP-only and medication-only
conditions. This produced a total sample size of 1,423 participants
across all three types of RCTs.

3.2 | Overall attrition rates across treatment
conditions

When examining the mean overall attrition rate for each treatment
condition within these clinical trials, the following attrition rates
were found: 10.24% for ERP (n = 13 studies, 95%Cl: 5.80%, 14.68%),
17.29% for medication (n=11 studies, 95%Cl: 9.87%, 24.71%),
20.63% for active comparison conditions (n=5 studies, relaxation
training, metacognitive therapy, treatment-as-usual; 95%Cl: 6.90%,
34.35%), 23.95% for placebo comparison conditions (n =9 studies;
95%Cl: 13.51%, 34.38%), and 4.50% for waitlist comparison
conditions (n =5 studies; 95%Cl: 0%, 9.96%).

3.3 | Comparison of attrition rates across trials
3.3.1 | ERP trials

A random effects meta-analysis found that participants receiving ERP
had a lower risk of withdrawing from treatment compared to control
conditions (RR=0.64, 95% Cl: 0.44, 0.93, z=-2.33, p=0.02; see
Figure 2). Visual inspection of the forest plot, Q statistic, and I?
statistic found minimal heterogeneity in attrition across trials (Q
(9) = 7.34; p=.60; 1> =0%). Visual inspection of the funnel plot and
Egger’s test for bias suggested that publication bias was present
(t=2.38, p=0.04). When the trim-and-fill method was applied, three
studies were trimmed and ERP continued to exhibit a lower risk of
attrition compared to control conditions (RR=0.59; 95% Cl: 0.38,
0.90). Given that ERP trials included both active and non-active
comparison conditions, attrition rates were examined between
comparison conditions. An analog to ANOVA found no significant
difference between active and nonactive comparison trials (Q
[1]=0.34; p=056). When looking at attrition rates separately for

these comparison conditions, participants receiving ERP had a lower

Risk  Lower Upper
ntio  Hmit  limit pVahe ZValue

Baretdd 2004 ERP 40017 6039 04 079
POTS, 204 ERP 04 02 149 08 A% +
Simnsetd. 2006 ERP 039 002 T8 04 48
Bolton &Perm 2008 ERP 0027 e 028 108
Frenmetd 2008 ERP L4035 365 083 021 W
Wilbasetd 2010 ERP 091 007 1269 094 07
Bolftmetal 2011 ERP 04 o1 185 026 R
Piacentini et 2011 ERP 072 026 195 052 A6
Stochetd 011 ERP a0 024 98 030 1

Frenmetd 2014 ERP 051 030 087 001 246
064 043 093 002 23

000 065 12 50

ERPCondition ~ Medication Condition

FIGURE 2 Forest plots of participant dropout in exposure and
response prevention trials compared with control conditions
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FIGURE 3 Forest plots of participant dropout in medication trials
compared with control conditions

risk of dropping out during treatment compared to active treatment
conditions (RR = 0.60; 95% Cl: 0.39, 0.93; Z = -2.28; p =.02) whereas
no significant difference was found in participant attrition between
ERP and waitlist/placebo conditions (RR =0.80; 95% ClI, 0.35, 1.84;
Z=-0.53; p=.59).

3.3.2 | Medication trials

A random effects meta-analysis found that participants receiving
medication had no difference in risk of dropping out during
treatment compared to placebo conditions (RR=0.94; 95% ClI,
0.64, 1.38; Z=-0.31; p =.76; see Figure 3). Visual inspection of the
forest plot, Q statistic, and I? statistic found significant heterogeneity
in attrition across trials (Q[8] = 14.61; p=.07; I>=45.24%). Visual
inspection of the funnel plot and Egger’s test for bias suggested that
publication bias was present (t=0.77; p = .47). Given that medication
trials included both clomipramine (CMI) and SSRIs in the active
treatment group, attrition rates were compared between these
active comparison conditions. An analog to ANOVA found no
significant difference in the risk of participant attrition between
CMI and SSRI treatment trials (Q[1] = 1.76; p =.19).

3.3.3 | Comparison trials

A random effects meta-analysis found no difference in the risk of
participants dropping out of treatment when comparing ERP to

Risk  Lower Upper
nto  limit  limit  pVale ZValue

deHanetal. 198 ERPwWMED 254 011 5625 056 039 & 4
POTS, 2004 ERPvsMED 150 027 830 064 046 l
Astalretal. 2005  ERPwMED 033 001 772 049 489 L
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FIGURE 4 Forest plots of participant dropout in trials that
compared exposure and response prevention and medication
conditions

medication (RR=1.26; 95% Cl: 0.33, 4.85; Z=0.33; p=.74; see
Figure 4). Visual inspection of the forest plot, Q statistic, and I?
statistic found minimal heterogeneity in attrition rates across trials
(Q[2]=0.92; p=0.63; I>=0%]. Visual inspection of the funnel plot
and Egger's test for bias suggested that publication bias was not
present (t=0.39; p=.76).

3.3.4 | Reasons for attrition

We examined qualitative reasons provided for attrition where this
was available. Of the data that was able to be extracted the most
common reason for attrition from ERP conditions were logistical or
not reported (n=27; e.g., family health problems, travel burden,
frequency of sessions, noncompliance with protocol), followed by
lack of efficacy (n = 7), loss of contact (n = 2), OCD recovery between
randomisation and treatment onset (n = 3). For relaxation conditions,
the most common reason reported was lack of efficacy (n=24),
followed by logistical or unspecified reasons (n = 7) or loss of contact
(n=1). For waitlist control, the most common reason for attrition was
seeking treatment elsewhere (n=4). For pharmacotherapy treat-
ments, the most common reason for attrition from CMI were
logistical or unspecified (n=3), adverse reactions (n=2), or lack of
efficacy (n = 1). Attrition from SSRIs was most commonly attributed
to lack of efficacy (n=31) or adverse reactions (n = 31), followed by
logistical or unspecified reasons (n=29) and loss of contact (n=8).
Attrition from placebo control conditions was overwhelmingly
related to lack of efficacy (n=60), followed by logistical or
unspecified reasons (n=20), loss of contact (n=13) and adverse

reactions (n = 10).

4 | DISCUSSION

This study examined the attrition rates from ERP and pharmacother-
apy for youth with OCD. Contrary to clinical myths (Deacon &
Farrell, 2013; Reid et al., 2017), attrition rates were relatively low for
ERP (10.24%) compared pharmacotherapy (17.29%), active control
conditions (e.g., relaxation, metacognitive therapy, treatment-as-
usual; 20.63%), pill placebo (23.95%), and were similar to waitlist
conditions (4.5%). This is notable given that participants in waitlist
conditions have extra incentive to persevere as they are typically
offered active treatment after the waitlist period ends. ERP had a
lower attrition rate compared to active control conditions, including
relaxation therapy, metacognitive therapy and treatment-as-usual,
and was not significantly different to placebo/waitlist conditions.
Critically, although there was heterogeneity in the qualitative data
provided about reasons for attrition in ERP conditions, none of these
were related to ERP being intolerable. Among the trials utilising
relaxation as the comparison condition, participants most commonly
cited their discontinuation as the result of perceived lack of efficacy
of the relaxation intervention. In head-to-head trials of the two

evidence-based treatment for pediatric OCD, there was no
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significant difference between attrition in ERP conditions compared
to pharmacotherapy conditions.

Given that SRIs are the other evidence-based treatment for
youth with OCD (Geller & March, 2012; McGuire et al., 2015), we
also examined attrition rates in these interventions. When compared
with placebo, attrition rates from various SRI treatments were not
significantly different. The most commonly cited reasons for attrition
in pharmacotherapy treatments were adverse events and lack of
efficacy.

Overall, results suggest that ERP is not as aversive as it is
sometimes portrayed to be among youth samples. In addition to
being one of the most effective treatments for youth with OCD
(McGuire et al., 2015), and being preferred by parents (Brown et al.,
2007; Lewin et al., 2014), these results suggest that it is also one of
the most tolerable. ERP has low rates of attrition among youth, and
the reasons for attrition tend to be primarily logistical, in comparison
to SSRIs (the other recommended first-line treatment) when attrition
is most commonly attributed to lack of efficacy or adverse reactions.
Interestingly, attrition from ERP in youth samples appears to be
lower than that reported in a recent meta-analysis of ERP among
adult samples with OCD (18.7%; Ong et al., 2016). This may suggest a
facilitative role of parents, whereby parents are able support and
encourage their child to continue with treatment, even when
exposures become challenging.

Limitations of this meta-analysis primarily relate to the avail-
ability of suitable study data. Studies (especially older trials) often
reported refusal (and sometimes dropout) rates at the study level
(i.e., across conditions), thus were unsuitable for inclusion in this
meta-analysis. Of the trials that included appropriate data, there was
frequently missing or overly general information about the reasons
for attrition, which limits a more qualitative analysis. While we were
able to examine the risk of attrition from active control conditions as
a group compared to ERP, the small number of studies utilising a
single treatment type limits our capacity to draw conclusions about
relative risk of attrition from specific subtypes of alternative
therapies (e.g., metacognitive therapy) alone. However our qualita-
tive analysis was able to draw some conclusions about attrition from
relaxation therapy, suggesting that attrition is most commonly
attributable to a perceived lack of efficacy. Further, the limited
number of RCTs of other treatment “types” (e.g., acceptance and
commitment therapy) compared to non-ERP control condition also
precludes conclusions and comparisons to ERP attrition rates. Given
the limited (and nonsignificant) heterogeneity in attrition rates for
ERP trials, we were unable to examine possible moderating factors
such as treatment duration and therapist training among the
pediatric OCD trials. Consistent with CONSORT guidelines, future
studies should track and report treatment refusal and dropout
separately, along with the reason for attrition within individual
treatment arms. This will allow a more nuanced understanding of the
proportion of clients who withdraw from treatment before the
commencement, or discontinue once beginning treatment, and
whether this is due to the (in)tolerability of ERP. Finally, although

the inclusion of only randomized control trial data allows for a direct
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comparison of attrition between randomly assigned treatment
conditions, it is possible that clients who enroll in such trials differ
in some aspects from general practice settings. For example, it is
possible that these clients may have a greater openness to ERP than
other treatment-seeking populations. Similarly, with the majority of
RCTs conducted in speciality research clinics, the clinicians conduct-
ing ERP in these setting may have a greater level of training,
supervision and treatment fidelity compared to clinicians in other
settings, and this may influence attrition.

5 | CONCLUSION

This study challenges clinical misconceptions and myths about the
tolerability and attrition associated with ERP, especially for youth.
The combination of our findings that ERP is not associated with high
risk of treatment attrition, along with findings that in-session
exposure does not, in fact, damage therapeutic alliance (Kendall
et al., 2009) should serve to dispel two important clinician-focused
barriers the impede the implementation of evidence-based treatment
for youth with OCD. Integrating these findings into clinical training
programs and dissemination efforts are critical to pre-empt and
target modifiable barriers for implementing ERP. Our results suggest
that attrition rates are low, and are even lower than non-ERP
treatments. Further, participant dropout after commencing ERP is
even less likely, suggesting that although ERP can be temporarily
distressing, it is tolerable for youth with OCD. Given that ERP is also
likely to result in superior symptom reduction, there really is no
justification for clinicians with appropriate training in the adminis-
tration of this treatment not to offer ERP as a first-line treatment for
youth with OCD.
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