
OCD & Anxiety Lecture Series
Register today on Ethos
All dates: 9:00 am – 12:15 pm

Sessions I & II - Friday, March 26, 2021
Session I: Core Concepts in Diagnosing and Treating Obsessive Compulsive 
Disorder with Cognitive Behavioral Therapy - Jon Hershfield, MFT

Session II: Medication Protocols for Obsessive Compulsive Disorder, New 
Research, and Differential Diagnosis - Robert Hudak, MD

Sessions III & IV - Friday, April 23, 2021

Session III: Treating Pediatric Obsessive Compulsive - Aureen Pinto 
Wagner, PhD
Session IV: Working With Families and Treatment Refusal - C. Alec Pollard, 
PhD

Sessions V & VI - Friday, May 21, 2021
Session V: Inhibitory Learning Theory in Exposure-based Treatment of 
Obsessive Compulsive Disorder - Jonathan Abramowitz, PhD
Session VI: Disgust and Not Just Right Experiences in Obsessive 
Compulsive Disorder - Dean McKay, PhD
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Psychology  Workshops
Register today on Ethos
All dates: 9:00 am – 12:15 pm

Friday, March 12, 2021, 9:00 am – 12:15 pm, Virtual Classroom 
Evidence Based Care for Refugee, Asylee, and Immigrant Patients
Rachel R. Singer, PhD and Renee DeBoard-Lucas, PhD 

Friday, May 7, 2021, 9:00 am - 12:15 pm, Virtual Classroom 
A Workshop on Motivational interviewing: Gaining Traction with Patients 
Who Feel Stuck 
Rachel Smolowitz, PhD

Friday, June 5, 2021, 9:00 am – 12:15 pm, Virtual Classroom 
Clinical Suicidology: Innovations in the Assessment and Treatment of 
Suicidal Risk
David Jobes, PhD, ABPP 
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Disclosure Statements

Sheppard Pratt holds the standard that its continuing medical education programs should be free of 
commercial bias and conflict of interest. In accord with Sheppard Pratt's Disclosure Policy, as well as 
standards of the Accreditation Council for Continuing Medical Education (ACCME) and the American 
Medical Association (AMA), all planners, reviewers, speakers and persons in control of content have 
been asked to disclose any relationship he /she (or a partner or spouse) has with any entity 
producing, marketing, re-selling, or distributing health care goods or services consumed by, or used on, 
patients, during the past 12 months. All planners, reviewers and speakers have also been asked to 
disclose any payments accepted for this lecture from any entity besides Sheppard Pratt Health 
System, and if there will be discussion of any products, services or off-label uses of product(s) during 
this presentation.

Steven A. Rasmussen, MD, reports as having no financial interest, arrangement or affiliation with any 
entity producing, marketing, re-selling, or distributing health care goods or services consumed by, or 
used on, patients, during the past 12 months. He will discuss Medtronic, an Irish device company, in 
this presentation.

Event Planners/Reviewers Disclosures: The following event planners and/or reviewers are 
reported as having no financial interest, arrangement or affiliation with any entity producing, 
marketing, re-selling, or distributing health care goods or services consumed by, or used on, patients, 
during the past 12 months: Todd Peters, M.D., Sunil Khushalani, M.D., Faith Dickerson, Ph.D., Carrie 
Etheridge, LCSW-C, Tom Flis, LCPC, Laura Webb, RN-BC, MSN, Stacey Garnett, RN, MSN, Heather 
Billings, RN, and Jennifer Tornabene.
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Sheppard Pratt Approval Statements

Physician Statement: Sheppard Pratt is accredited by The Accreditation Council for Continuing Medical 
Education (ACCME) to provide continuing medical education for physicians. Sheppard Pratt takes 
responsibility for the content, quality, and scientific integrity of this CME activity. Sheppard Pratt designates 
this live activity for a maximum of 1.0 AMA PRA Category 1 Credit(s)™. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity.

Nurse Statement: Sheppard Pratt is an approved provider of continuing nursing education by Maryland 
Nurses Association, an accredited approver by the American Nurses Credentialing Center’s Commission on 
Accreditation. Sheppard Pratt takes responsibility for the content, quality, and scientific integrity of this 
CME activity. This provides 1.0 contact hours for nurses.

Psychologist Statement: Sheppard Pratt is authorized by the State Board of Examiners of Psychologists as 
a sponsor of continuing education. Sheppard Pratt takes responsibility for the content, quality, and scientific 
integrity of this CME activity. Sheppard Pratt designates this educational activity for a maximum of 1.0 
contact hours for Psychologists.

Social Worker Statement: Sheppard Pratt is authorized by the Board of Social Work Examiners of Maryland 
to offer continuing education for Social Workers. Sheppard Pratt takes responsibility for the content, 
quality, and scientific integrity of this CME activity. This activity is approved for 1.0 contact hours in Category 
I credits for Social Workers.

Counselor Statement: Sheppard Pratt has been approved by NBCC as an Approved Continuing Education 
Provider, ACEP No. 5098. Programs that do not qualify for NBCC credit are clearly identified. Sheppard 
Pratt is solely responsible for all aspects of the program. This activity is available for 1.0 NBCC clock hours.
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Learning Objectives

After attending this program, participants will be able to:

1. Identify the two major core features of Obsessive Compulsive 
Disorder.

2. Compare the effectiveness of exposure based versus 
pharmacologic treatments for Obsessive Compulsive Disorder.

3. Discuss neurosurgical approaches to the treatment of intractable 
Obsessive Compulsive Disorder.



OCD: A Generation 
of Progress

Jane Eisen, M.D.
Ben Greenberg, M.D. Ph.D 
Maria Mancebo, Ph.D
Richard Marsland, R.N.
Georg Noren, M.D. Ph.D
Steve Rasmussen,M.D.

Sheppard Pratt Hospital
January 2021



A Half Century’s Stasis

Antipsychotic drugs: Efficacy peaked 
in early 1960s (clozapine); 2nd 
generation no more efficacious than 
1st for schizophrenia

Antidepressants: Efficacy plateaued 
in 1957—all real advances in safety 
and tolerability (e.g., SSRIs)

Lithium (1949) still necessary despite 
severe side effects

No drug Rx for core autism symptoms, 
cognitive symptoms of schizophrenia; 
Rx poor for bipolar depression 













LIFETIME PREVALENCE OF OCD

Korea 1.9%

New Zealand 2.2%

Canada 2.3%

USA 2.5%



QuickTime™ and a
H.263 decompressor

are needed to see this picture.

OCD: Crippling Obsessions & Checking



OC SYMPTOMS ON ADMISSION (N=250)



Yale-Brown Obsessive Compulsive Scale  (YBOCS)



SRI Drug Response at 16  Weeks in OCD



Mean changes in total YBOCS scores 
for drug intent-to-treat analysis
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CBT Augmentation of SRI 

17 90-120 minute sessions
Simpson et al 2008



SRIs versus ERP

Foa et al 2005



Treatments for OCD



OCD: Resting FDG-PET

Baxter et al
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Intractable OCD

Failed trials of 3-5 SRIs including CMI

Failed adequate trial of CBT in combination with SRI

Failed augmentation with neuroleptic BZD Buspar

Severe deteriorative course of illness



Neurosurgical Procedures for OCD

Symptom Free or VMI

1. Capsulotomy 67%

2. Cingulotomy 56%

3. Subcaudate Tractotomy 50%

4. Limbic Leucotomy (2+3) 61%



OCD: Resting FDG-PET

Baxter et al







Corticofugal fibers in ALIC



Gamma Capsulotomy  for OCD



Single Shot n=15  7%VMI

Double Shot n=55  55%VMI

Single shot n=11  0% VMI



QuickTime™ and a
H.263 decompressor

are needed to see this picture.

Before Gamma Capsulotomy 
(4 “shots” eventually made)

QuickTime™ and a H.263 decompressor are needed to see this picture.







YBOCS after Staged or Combined
Gamma Ventral Capsulotomy



Brazilian Double Blind OCD 
Study

Carlos-Lopes at al



GVC for Intractable OCD: Efficacy



Gamma Capsulotomy Double Shot:  Adverse Events
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YBOCS scores DBS NIMH Trial (n=27)



Leuven  1st VC/VS DBS implant   Nuttin et al



vALIC DBS for OCD





Gamma Knife Outcomes in OCD

DBS Outcomes in OCD



DBS for OCD NIMH Trial

• Original 
Electrode
• Medtronic 3391
• 3 mm contacts
• 4 mm spacing

• Controlled Trial
• Model 3387
• 1.5 mm 

contacts
• 1.5 mm spacing

- Activa PC
(blinded phase)

- Activa RC
(rechargeable,
open phase)

DBS extent model 3387

Courtesy E. Eskandar



Gamma Knife vs DBS:Clinical











Makris et al 2015

DTI of Orbital Axons in Anterior Capsule in Normals





YBOCS Single Shot Cohort



• Two shots bilaterally

“Double-Shot” Gamma Capsulotomy

• 65% met response 
criteria at 2 year 
followup



• Two shots bilaterally

“Double-Shot” Gamma Capsulotomy

• 65% met stringent 
response criteria at 2 
year followup



‘Single Shot’ Ventral Gamma 
Capsulotomy

• 11 patients (Brown, 
USP)

• No significant change 
on Y-BOCS comparing 
baseline to 1 year post-
surgery



Extinction and OCD

 Exposure and response prevention effective 
for majority of patients

 Success of Exposure Context Dependent

 Variable Rate that Exposure is Learned

 Unclear if strength of fear conditioning or 
failure of extinction more important

 SSRIs and surgery may enhance extinction 
recall or diminish fear recall



Corticofugal Fibres through 
STN

Haber et al



YBOCS after Staged or Combined
Gamma Ventral Capsulotomy

Analyses for Combined: Significant reductions over time:
B=-2.68 SE=0.29; p= 0.0000;
No effect of Age on outcomes: B=0.03; SE= 0.07; p= 0.62



Gamma Knife Capsulotomy

• Bilateral single “shots” in the 
middle of the anterior capsule

• Only 1/15 patients very 
much improved

• Later, a second pair of more 
ventral lesions added in 13 
of 15 patients

First Method



Gamma Knife Capsulotomy

• Bilateral single “shots” in the 
middle of the anterior capsule

• Only 1/15 patients very 
much improved

• Later, a second pair of more 
ventral lesions added in 13 
of 15 patients

First Single Shot Cohort







Long-term outcomes



Haber et al 2010



Gamma Knife Capsulotomy: 
10 Yr Followup Carry Forward Analysis
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Gamma Capsulotomy Efficacy:
Two Stage Lesions (YBOCS & GAF)
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Gamma Capsulotomy Efficacy:
Double Shot (YBOCS & GAF)
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STN DBS in OCD

Mallet et al, 2008



While some fears 
may be innate,

most fears are 
learned through 
conditioning or 
instruction. 





Extinction and OCD

 Exposure and response prevention effective 
for majority of patients

 Success of Exposure Context Dependent

 Variable Rate that Exposure is Learned

 Unclear if strength of fear conditioning or 
failure of extinction more important

 SSRIs and surgery may enhance extinction 
recall or diminish fear recall





Figure 5: Schematics and coronal 
sections of the global model illustrating the 
vPFC fibers through internal capsule.



Janet 1904

“By continually repeating the order 
to perform the feared action, that is, 
exposure, he will help the patient 
greatly by words of encouragement 
at every sign of success, however 
insignificant, for encouragement will 
make the patient realize these little 
successes and will stimulate him with
the hopes aroused by glimpses of 
greater successes in the future.”



“   It is necessary to alter these synapse adjustments 
and change the path chosen by the impulses in their 
constant passage so as to modify corresponding 
ideas and force thoughts into different channels…By 
upsetting the existing adjustments and setting in 
movement in other [connections].  I [Expect] to be 
able to transform the psychic reactions and to relieve 
the patient thereby”

 Egas Moniz (1935)





STN DBS in OCD

Mallet et al, 2008
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OCD: Metabolic Changes after Treatment

Pre

Post

Drug BT






