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Establishing what works for
kids with OCD




Efficacy of ERP and SRIs

Cervin et al. 2022; McGuire et al., 2015
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Randomized,
Placebo-
Controlled Trial
of CBT Alone or
Combined with
Sertraline in the

Treatment of
Pediatric OCD
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Comparing Types of CBT: Intensive versus weekly

Assessed for eligibility (n = 50)
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Why does it work?
And, how does this translate to the
real-world?
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Second look at progress (Adapted)

during the Treatment of ' _—
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* It’s all about exposure! O ‘\ Tl e Adapted CBT
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Session
Note: “Cog” = cognitive skills; “Exp” = Exposure therapy

Guzick, A.G., et al. (in press). Change during cognitive and exposure phases of cognitive-behavioral therapy for youth with co-occurring

anxiety and autism spectrum disorders.
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How do we
optimize CBT?

Augmentation strategy (number of studies) g [95%ClI]

.043 [-.14,.23]

D-cycloserine (k=9)

Serotonin reuptake inhibitors (k=5) + .11 [-.15,.37]

Family involvement (k=4)

Motivational interviewing (k=3) + 77[.42,1.1]

0.00
g [95% ClI]



https://doi.org/10.1016/j.jocrd.2018.07.001

What’s Next for Kids?




Dissemination of

ERP

ICBT Randomized
Control Trial

10 weeks parent-led iCBT w/
weekly therapist email support

10 weeks parent-led iCBT w/ weekly
therapist email support
+ bi-weekly therapist
videoconference

After she washes her
hands, Sally always has to
ask her parents if her
hands are clean.



Community Mental Health Center-Based
CBT for Anxiety in Youth ASD

Pls: Maddox (UNC) & Storch (BCM); Co-
Is: Guzick (BCM), Brookman-Frazee
(UCSD), Tomaszewski (UNC)
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Legend

.European only . Diverse samples included
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Figure 1. LATINO study overview.

TRANS-ANCESTRY GENOMIC ANALYSIS OF OCD UO1MH125062-
01A1 (Storch & Crowley)




Improving Assessment
RO1 MH125958-01

Generate and validate objective, transdiagnostic, behavior-based Social
Processing and Negative Affect measures using facial expressions (i.e., face
valence, facial expression synchrony) and vocal behavior.

45 degrees view

Facial Action Units
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Side view

AU 11




Discontinuing SRIs through CBT addition

Assessment CBT Intervention Assessment Med Continuation/Discontinuation

Med continuation
Step A: AL
Phone Screen 'l N\
Step B: ’| | | | | | | | | | | | | | | | | | | | || Assessment 24 wks with weekly
Screening Assessment \ J assessments
StepiC: 12 - 18 wks of open-label CBT ¥ )

Baseline Assessment v
Placebo

If criteria not met: If does not remit:
| 1

Refer to appropriate services Refer to appropriate services If relapse, rescue treatment
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Novel Therapeutics

*Exciting advances in neurostimulation
and new molecules

*Standard therapies still work very well
*Consider acceptability

*Ethical application




Summary

*We know what what works

*Better at understanding why it works
*Still more room to optimize interventions

*Much more is needed to get treatment to the masses

*Balance as new therapies are evaluated

Eric.Storch@bcm.edu
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