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SUMMARY
Exposure-based cognitive-behavioral therapy and serotonin reuptake inhibitor medications are
efficacious treatment options for the management of pediatric obsessive-compulsive disorder.
Despite established efficacy, many youths receiving either therapy remain symptomatic after acute
treatment. Regardless of the rationale for persistent symptoms, a clear need emerges for treatment
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options that restore functioning efficiently to symptomatic youths. One innovative approach builds
upon the identified role of NMDA receptors in the fear extinction process. Instead of breaking
existing connections during fear extinction, new associations develop that eventually predominate
over prior associations. Recent investigations have explored augmenting exposure-based
cognitive-behavioral therapy with the NMDA partial agonist D-cycloserine, with preliminary
results demonstrating expedited treatment gains and moderately larger effects above exposure and
response prevention therapy alone. A large randomized clinical trial is underway to evaluate the
efficacy and efficiency of this therapeutic combination in pediatric obsessive–compulsive
disorder. Results from this trial may translate into improved management practices.

Obsessive–compulsive disorder (OCD) is a prevalent neuropsychiatric disorder impacting
1–2% of youths [1,2], and represents one of the leading causes of disability in the developed
world [3]. Its hallmark symptoms of obsessions and compulsions cause considerable distress
and impairment [4-6], and result in diminished quality of life [7]. Without treatment,
obsessive–compulsive symptoms that start during childhood are likely to persist into
adulthood, highlighting the need for timely intervention. Presently, two treatments have
demonstrated efficacy for reducing obsessive–compulsive symptoms in children with OCD:
exposure-based cognitive-behavioral therapy (CBT) and serotonin reuptake inhibitors
(SRIs). CBT includes multiple components such as psychoeducation, cognitive restructuring
and parental involvement. While there is some support for utilizing only cognitive
components in adults [8], the core therapeutic component in CBT for youths is exposure and
response prevention (E/RP). E/RP requires youths to repeatedly encounter situational and/or
internal anxiety triggers. While completing these exposures, youths must learn to resist
engaging in compulsions until habituation to the anxious state is achieved. For youths
receiving medication management, treatment commonly involves SRI medications that
encompass a specific tricyclic antidepressant (i.e., clomipramine), and selective serotonin
reuptake inhibitors (SSRIs). Currently four SRI medications have been approved by the US
FDA for the treatment of youths with OCD (i.e., clomipramine, fluvoxamine, fluoxetine and
sertraline). Pooled effects suggest that E/RP may have some advantage over SRI treatment
alone [9,10] leading to clinical standards that recommend children with mild-to-moderate
obsessive–compulsive severity initially receive E/RP alone, whereas those with moderate-
to-severe symptoms should receive E/RP with SRI therapy [11,12].

Difficulty implementing current treatment recommendations
Presently, there are several challenges that stymie the implementation of recommended
practice parameters. First, the gains produced by E/RP, while substantial, infrequently
achieve levels of symptom remission. In the largest study of exposure-based psychotherapy
for pediatric OCD, remission rates for youths receiving E/RP alone, E/RP + SSRI and SSRI
alone were 39, 53.6 and 21%, respectively [11]. This indicates that somewhere between 61
and 79% of youths receiving monotherapy treatment and 46% of those receiving combined
treatment remained symptomatic after acute treatment. Second, attrition poses a challenge
for E/RP as 11–25% of children and families discontinue treatment prior to completing a full
protocol [11,13,14]. Early discontinuation may result from difficulty participating in
exposure-based therapy, treatment burden and/or a perceived lack of immediate therapeutic
benefit. Third, and perhaps most concerning, there are a limited number of therapists who
are trained to treat pediatric OCD [15,16]. Given the inaccessibility of evidence-based
psychotherapy, medications are commonly relied upon to treat obsessive–compulsive
symptoms in youths regardless of severity. Although SRI medications have demonstrated
significant reductions in obsessive–compulsive symptom severity (see [17] for a review),
SRI monotherapy rarely results in symptom remission [11], and may be accompanied by
side effects and less frequent serious adverse events (e.g., behavioral activation) [18-20].
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Enhancing treatment outcomes
Various augmentation and enhancement strategies for both medication and psychotherapy
have been explored to improve outcomes. For patients who demonstrate only a partial
response to an adequate trial of SRI monotherapy, a trial of sufficient length at therapeutic
dosage with another SRI followed by augmentation with another psychiatric medication has
been recommended [12,21,22]. Augmentation with other pharmacological agents such as
atypical anti-psychotics [23], clomipramine [24] and benzodi-azepines [25] has been
investigated in controlled trials. While there is some evidence to support antipsychotic
augmentation in adults with OCD (i.e., risperidone and quetiapine) [23], controlled
antipsychotic augmentation trials are lacking in youths. Moreover, these approaches may be
associated with adverse behavioral, metabolic and cardiovascular effects [26] (see [27] for a
safety review of antipsychotics in pediatric and adolescent patients).

Aside from medication augmentation approaches, there has been investigation into the
added benefit of E/RP for youths who exhibit only a partial response to SRI monotherapy
medication. Results from one randomized clinical trial indicate that the addition of E/RP
produces more treatment responders (69%) than medication alone (30%) [28]. Despite the
efficacy of E/RP, dissemination has lagged, at least in part, owing to the limited accessibility
of trained therapists. To address this, alternative strategies to weekly in-office therapy have
been explored (e.g., intensive approaches [13,29] and telehealth-based administration [30]).
While preliminary investigations have demonstrated efficacy, these approaches primarily
focus on improving access to evidence-based psychotherapy and do not directly address the
limited availability of trained practitioners. Moreover, these approaches do not necessarily
enhance efficacy (or decrease the number of visits) beyond that observed with traditional
weekly in-office therapy [13], and may even present additional barriers (e.g., costs
relocating for intensive therapy, families purchasing computer equipment and legal barriers
such as providing treatment across state lines). Thus, there is a clear need for innovative
approaches to safely optimize treatment outcomes in pediatric OCD.

Emerging findings from translational research presents a promising augmentation strategy to
enhance therapeutic outcomes from E/RP. These findings demonstrate that NMDA receptors
found in the amygdala and medial prefrontal cortex play a critical role in fear extinction
[31,32] (see [33] for a detailed review of NMDA receptors and fear extinction). Several
studies have examined the use of the NMDA partial agonist, d-cycloserine (DCS), to
facilitate the functioning of NMDA receptors thereby enhancing fear extinction and
extinction retention [34-37]. DCS is an antibiotic that has been FDA-approved as a
treatment for tuberculosis. Evidence suggests that DCS facilitates extinction by blocking the
extinction-impairing effect of a corticosteroid synthesis inhibitor and enhancing the
extinction-facilitating effects of a synthetic gluco corticoid [33,38]. During this process,
fear-extinction studies indicate that neural associations between feared stimuli and
conditioned responses are not broken or forgotten during the extinction process, but rather
new associations are formed that eventually predominate over prior associations. Stated
another way, fear extinction does not erase the initial fear memory, but instead results in
active learning that suppresses the original fear memory. As fear habituation and extinction
learning are cornerstones of E/RP, the administration of DCS alongside E/RP holds promise
for accelerating the fear-extinction process that occurs in exposure-based psychotherapy.

In non-OCD anxiety disorders (e.g., acrophobia, social phobia and panic disorder), adults
who received both DCS and exposure therapy demonstrated significantly greater reductions
in target fear symptoms compared with individuals who received placebo and exposure-
based therapy [39-42]. Specifically, for adults with OCD, three randomized, placebo-
controlled trials have been published that compare the augmentation of E/RP with either
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DCS or placebo. Wilhelm et al. randomized 23 participants to either placebo or 100 mg DCS
1 h before each of ten E/RP sessions [43]. Group differences emerged at mid-treatment in
favor of the DCS participants (d = 1.17). Effect sizes were large and favored DCS (d = 0.63
and 0.66 at post-treatment and follow-up) and participants receiving DCS showed response
to therapy two-times faster than those receiving placebo [44]. Although findings were not
statistically significant at post-treatment or 1-month follow-up, there was limited power to
detect between-group differences. Kushner et al. randomized 32 participants to receive
either placebo or 125 mg DCS 2 h prior to each of their ten E/RP sessions [45]. Relative to
placebo, the decline of obsession-related fear on the Subjective Unit of Distress Scale was
significantly faster among participants receiving DCS (d = 0.77). Moreover, the DCS group
required two fewer sessions than did the placebo group to attain a >50% Subjective Unit of
Distress Scale reduction on all hierarchy items. However, groups did not significantly differ
on the Yale–Brown Obsessive Compulsive Scale scores at post-treatment. Finally, Storch et
al. randomized 24 adults with OCD to receive either placebo or 250 mg DCS 4 h prior to 12
E/RP sessions [46]. No significant differences on the Yale–Brown Obsessive Compulsive
Scale were identified at post-treatment (d = −0.19), nor did the groups differ significantly in
rate of reductions across the session. As the critical period of DCS augmentation is
hypothesized to take place not during the exposure session, but afterward during the period
of memory consolidation [43], methodological differences (e.g., timing of DCS and dosage)
may account for the null findings observed in this trial. Collectively, the three trials for
adults with OCD used similar methodologies and demonstrate support for the benefit of E/
RP augmented with DCS relative to placebo.

While results are promising in adults, there has been only one published examination of
DCS in pediatric OCD. This pilot study by Storch and colleagues utilized a randomized,
double-blinded, placebo-controlled trial in which 30 youths with OCD received either
placebo, 25 or 50 mg of DCS (depending on weight) 1 h before E/RP sessions [47].
Compared with the placebo group, youths receiving DCS showed reduced obsessive-
compulsive symptoms at post-treatment on the Children’s Yale–Brown Obsessive
Compulsive Scale (CY-BOCS; d = 0.66). The average CY-BOCS symptom reduction for
youths receiving DCS was 72 versus a 58% reduction for those receiving placebo. Taken
together, the addition of DCS to E/RP appears to offer a promising augmentative strategy for
pediatric OCD patients to produce moderately larger effects above E/RP therapy alone.

Evaluating DCS with CBT for pediatric OCD
While the combination of DCS with exposure therapy has not yet entered mainstream use
due to conclusive efficacy studies not yet being completed, its preliminary support warrants
further investigation. Building from promising findings, a collaborative R01 grant was
funded by the National Institute of Mental Health (Principal Investigators; EA Storch and
DA Geller) to evaluate the efficacy of DCS in a large-scale, randomized, placebo-controlled
trial in pediatric OCD. The primary intent of the study is to determine whether DCS
augments the short-term efficacy of E/RP to a greater extent than placebo by producing a
greater and/or more rapid reduction in obsessive-compulsive symptom severity. Ancillary
aims of this investigation include safety/tolerability of DCS in youths and maintenance of
response over the subsequent 6 months.

Study design
In this study, 150 youths between the ages of 7 and 17 years with OCD are randomly
assigned to one of the two treatment conditions: E/RP with DCS or E/RP with placebo.
Seventy five youths will be enrolled in each study arm. Recruitment sites include the
University of South Florida (FL, USA) and Massachusetts General Hospital/Harvard
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Medical School (MA, USA). Participant eligibility for the study involve a multigate
recruitment protocol, similar to that used in the Pediatric OCD Treatment Studies [11,28].
Inclusion and exclusion criteria for study participation are detailed in Table 1. After parental
informed consent and child assent are obtained, families are invited to complete a detailed
screening to fully assess study eligibility (see Table 2 for detailed list of measures and
assessment schedule). Those families determined to be eligible are screened 7 days later for
a baseline visit to assess primary and secondary measures.

Treatment protocol
Following the baseline visit, participants receive ten sessions of psychotherapy over 8
weeks. An abbreviated therapy protocol was selected as, if effective, it would likely reduce
the burden experienced by patients, families and therapists and offer easier dissemination in
clinical settings. Therapy sessions 1–4 occur during the first 2 weeks, and sessions 5–10 will
take place weekly. Based upon an empirically supported treatment manual [11], therapy
sessions 1–3 focus on psychoeducation, cognitive therapy and developing a fear hierarchy,
while sessions 4–10 focus on conducting E/RP in a hierarchical fashion. Study therapists’
training included attendance of a 2-day training workshop, observation of videotapes of
expert therapists conducting treatment (EA Storch and S Wilhelm) and completion of
training cases under the supervision of expert therapists. As a final assurance of treatment
integrity, all therapy sessions are audio recorded with 20% of sessions being randomly
selected for rating of treatment adherence.

DCS dosing & adverse effects evaluations
Randomization to DCS or placebo will occur prior to session 4, corresponding with the start
of E/RP sessions. Similar to past studies [43,45,47], the dosing of DCS/placebo will take
place 1 h prior to E/RP sessions (sessions 4–10). Both the placebo and DCS medication are
provided by the institutions’ research pharmacy, and are matched for size, color and taste.
Medication dosing (25 or 50 mg) will be based upon weight ranges to ensure that
participants have comparable mg/kg levels. Children weighing between 25 and 45 kg will be
given a dosage of 25 mg, and children ≥46 kg will be given 50 mg provided in two 25 mg
capsules. Adverse effects from DCS/placebo will be systematically reviewed at weekly
visits using the Safety Monitoring Uniform Report Form [48].

Assessment training
All study staff are blind to whether the participant is receiving DCS or placebo. Throughout
the course of treatment, the CY-BOCS is administered at every other therapy session by
independent evaluators (IEs). The study IEs’ training included didactics about study
measures led by expert raters (DA Geller and EA Storch) and rater certification. Ongoing
training to ensure cross-site consistency will continue through IEs regular participation in
cross-site teleconference calls led by an expert rater (DA Geller). As a final assurance of
rating consistency and integrity, all assessment sessions are audio-taped with 20% of
sessions being randomly selected to assess reliability and integrity.

Treatment outcome evaluation
At the end of week 10, participants are evaluated to determine current symptom severity and
treatment outcome. The primary outcome is the change in obsessive-compulsive symptom
severity as assessed by IEs on the CY-BOCS. For categorical secondary outcomes, response
is defined as a Clinical Global Impression-Improvement rating of ‘much improved’ or ‘very
much improved’, while remission is defined as CY-BOCS ≤10. As clinical management
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often requires treatment to last longer than typical 10-week efficacy trials, responders at
week 10 are followed for up to 6 months to examine the durability of acute treatment gains.

Conclusion & future perspective
Presently, the research base on DCS in pediatric OCD (or other psychiatric conditions) is
premature to warrant changes to the recommended standard of clinical care; however,
forthcoming findings from the abovementioned trial, as well as other ongoing studies, carry
potentially significant implications that may result in modifications to current management
practices. First, preliminary evidence suggests that patients receiving DCS with E/RP obtain
expedited treatment gains compared with patients receiving E/RP alone. Given the limited
number and availability of trained practitioners, the acceleration of OCD symptom reduction
with DCS holds considerable importance related to reduced strain on finite clinical
resources. Consequently, reduced session burden may increase the availability of trained E/
RP therapists and result in more youths receiving treatment. Second, pre-liminary evidence
suggests that youths treated with DCS and E/RP exhibit greater reductions in obsessive-
compulsive symptom severity relative to placebo [47]. As many youths remain symptomatic
after acute treatment with either evidence-based approach (E/RP or SRI), it is important to
investigate safe and tolerable treatment options that may enhance chances at symptom
remission. Indeed, youths taking DCS may attempt more challenging E/RP tasks later in
treatment due to quicker reductions in fear to stimuli attained early in treatment. These
expedited reductions may not only boost patient confidence with exposures, but may also
generalize to other stimuli to facilitate greater symptomatic reductions. Third, DCS
augmentation of E/RP may have carry-over effects to help reduce attrition rates. For
example, patients often report discontinuing treatment due to the perceived time burden
associated with psychotherapy and perceived ineffectiveness [49]. Moreover, parents who
are involved in the treatment of youths may miss work days to accommodate their child’s
obsessive-compulsive symptoms and/or take their child to appointments. As E/RP sessions
augmented with DCS may assist youths with habituation to feared stimuli in a more efficient
and effective manner, children and families may achieve response more quickly, shortening
the time and cost burden associated with a full course of E/RP treatment. Finally, optimizing
E/RP with DCS may likely lessen functional impairment in pediatric OCD and improve the
overall quality of life. Thus, the combination of DCS and E/RP carries the potential to over-
come some of the current challenges that impede E/RP monotherapy.

Forthcoming and positive findings from the ongoing trial (and others in different
neuropsychiatric conditions) may influence current management practices in several ways.
First, the clinical utilization would necessitate increased collaboration and communication
between prescribing psychiatrists and treating psychologists. Because adequate and timely
dose administration alongside E/RP is needed to facilitate fear extinction, regular
communication becomes increasingly important. Second, beyond modifying the pragmatics
of mono clinician treatment, the utilization of DCS with E/RP may help therapists maximize
limited clinical resources (e.g., time) so as to make E/RP treatment more available. Third,
the use of DCS with E/RP may present a safe and tolerable treatment alternative for
difficult-to-treat cases considering therapeutic augmentation with an antipsychotic
medication. Underlying current management practices, as well as these potential changes, is
the need for ongoing assessment of youth’s symptom severity with empirically validated
measures (see [50] for a comprehensive review). Regular assessment in treatment is
important to determine whether youth are responding to treatment and/or whether different
treatments should be considered. While holding much promise, novel augmentative
strategies are not without their own challenges. The emphasis of the abovementioned study
is to examine the efficacy, efficiency and tolerability of DCS with E/RP in pediatric OCD.
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Pending positive results, a feasibility trial in the community is warranted to facilitate the
implementation and dissemination of these management practices into regular clinical care.

As scientific research progresses, neuroscientific findings are playing a key role in providing
new information that informs clinical research and practice. Although pertinent to OCD,
many other areas of treatment research are integrating the findings that DCS enhances
inhibitory learning mechanisms into their treatment paradigms. For example, several studies
are employing related methodology and utilizing DCS to enhance therapeutic outcomes in
drug addictions [51], smoking cessation [52] and post-traumatic stress [53]. Indeed, the
trans-disciplinary model of treatment research carries wide-spread implications for treatment
of patients across mental health conditions. In summary, the novel therapeutic approach of
combining DCS with E/RP may change pharmacological and psychotherapeutic
management of pediatric OCD. Findings from this multisite study are pivotal to
demonstrating that DCS augmentation of E/RP is a safe and tolerable treatment option that
is more effective and efficient than exposure-based psychotherapy monotherapy. This study
represents the application of translational findings into a multisite clinical trial with the
potential for shaping clinical practice for youth with OCD.

Acknowledgments
In alphabetical order, the authors would like to thank and acknowledge the contributions of Kathleen Carey, Alyssa
Faro, Aude Henin, Susan Sprich and Kathleen Trainor of Massachusetts General Hospital (MA, USA), and Chelsea
Ale and Anna Jones of the University of South Florida (FL, USA).

References
Papers of special note have been highlighted as: ■ of interest

1. Zohar AH. The epidemiology of obsessive–compulsive disorder in children and adolescents. Child
Adolesc. Psychiatr. Clin. N. Am. 1999; 8(3):445–460. [PubMed: 10442225]

2. Douglass HM, Moffitt TE, Dar R, McGee R, Silva P. obsessive–compulsive disorder in a birth
cohort of 18-year-olds: prevalence and predictors. J. Am. Acad. Child Adolesc. Psychiatry. 1995;
34(11):1424–1431. [PubMed: 8543509]

3. Murray, CJ.; Lopez, AZ., editors. The Global Burden of Disease: A Comprehensive Assessment of
Mortality and Disability from Diseases, Injuries and Risk Factors in 1990 and Projected to 2020.
Harvard University Press; Cambridge, UK: 1996.

4. Piacentini J, Peris TS, Bergman RL, Chang S, Jaffer M. Functional impairment in childhood OCD:
development and psychometrics properties of the Child obsessive–compulsive Impact Scale-
Revised (COIS-R). J. Clin. Child Adolesc. Psychol. 2007; 36(4):645–653. [PubMed: 18088221]

5. Sukhodolsky DG, Do Rosario-Campos MC, Scahill L, et al. Adaptive, emotional, and family
functioning of children with obsessive–compulsive disorder and comorbid attention deficit
hyperactivity disorder. Am. J. Psychiatry. 2005; 162(6):1125–1132. [PubMed: 15930061]

6. Storch EA, Larson M, Muroff J, et al. Predictors of functional impairment in pediatric obsessive–
compulsive disorder. J. Anxiety Disord. 2010; 48:275–283. [PubMed: 20056376]

7. Lack CW, Storch EA, Keeley ML, et al. Quality of life in children and adolescents with obsessive–
compulsive disorder: base rates, parent-child agreement, and clinical correlates. Soc. Psychiatry
Psychiatr. Epidemiol. 2009; 44(11):935–942. [PubMed: 19255701]

8. Wilhelm S, Steketee G, Fama JM, Buhlmann U, Teachman BA, Golan E. Modular cognitive therapy
for obsessive–compulsive disorder: a wait-list controlled trial. J. Cog. Psychother. 2009; 23(4):294–
305.

9. Abramowitz J, Whiteside SP, Deacon B. The effectiveness of treatment for pediatric obsessive–
compulsive disorder: a meta-analysis. Behav. Ther. 2005; 36:55–63.

McGuire et al. Page 7

Neuropsychiatry (London). Author manuscript; available in PMC 2013 October 28.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



10. Watson HJ, Rees CS. Meta-ana lysis of randomized, controlled treatment trials for pediatric
obsessive–compulsive disorder. J. Child Psychol. Psychiatry. 2008; 49(5):489–498. [PubMed:
18400058]

11. Pediatric OCD Treatment Study (POTS). Cognitive-behavior therapy, sertraline, and their
combination for children and adolescents with obsessive–compulsive disorder: the Pediatric OCD
Treatment Study (POTS) randomized controlled trial. JAMA. 2004; 292(16):1969–1976.
[PubMed: 15507582]

12. American Academy of Child and Adolescent Psychiatry. Practice parameter for the assessment and
treatment of children and adolescents with obsessive–compulsive disorder. J. Am. Acad. Child
Adolesc. Psychiatry. 2012; 51(1):98–113. [PubMed: 22176943]

13. Storch EA, Geffken GR, Merlo LJ, et al. Family-based cognitive-behavioral therapy for pediatric
obsessive–compulsive disorder: comparison of intensive and weekly approaches. J. Am. Acad.
Child Adolesc. Psychiatry. 2007; 46(4):469–478. [PubMed: 17420681]

14. Barrett P, Healy-Farrell L, March JS. Cognitive-behavioral family treatment of childhood
obsessive–compulsive disorder: a controlled trial. J. Am. Acad. Child Adolesc. Psychiatry. 2004;
43(1):46–62. [PubMed: 14691360]

15. Weissman MM, Verdeli H, Gameroff MJ, et al. National survey of psychotherapy training in
psychiatry, psychology, and social work. Arch. Gen. Psychiatry. 2006; 63(8):925–934. [PubMed:
16894069]

16. Taylor CB, Chang VY. Issues in the dissemination of cognitive-behavior therapy. Nord. J.
Psychiatry. 2008; 62(Suppl. 47):S37–S44.

17. McGuire JF, Lewin AB, Horng B, Murphy TK, Storch EA. The nature, assessment, and treatment
of obsessive–compulsive disorder. Postgrad. Med. 2012; 124(1):152–165. [PubMed: 22314125]

18. Murphy TK, Segarra A, Storch EA, Goodman WK. SSRI adverse events: how to monitor and
manage. Int. Rev. Psychiatry. 2008; 20(2):203–208. [PubMed: 18386213]

19. Goodman WK, Murphy TK, Storch EA. Risk of adverse behavioral effects with pediatric use of
antidepressants. Psychopharmacology (Berl.). 2007; 191(1):87–96. [PubMed: 17180618]

20. Stevens J, Wang W, Fan L, Edwards MC, Campo JV, Gardner W. Parental attitudes toward
children’s use of antidepressants and psychotherapy. J. Child Adolesc. Psychopharmacol. 2009;
19(3):289–296. [PubMed: 19519264]

21. March J, Frances A, Carpenter D, Kahn D. The expert consensus guidelines series: treatment of
obsessive–compulsive disorder. J. Clin. Psychiatry. 1997; 58(Suppl. 4):S2–S65.

22. King RA, Leonard H, March J. Practice parameters for the assessment and treatment of children
and adolescents with obsessive–compulsive disorder. J. Am. Acad. Child Adolesc. Psychiatry.
1998; 37(Suppl. 10):S27–S45.

23. Komossa K, Depping AM, Meyer M, Kissling W, Leucht S. Second-generation antipsychotics for
obsessive compulsive disorder. Cochrane Database Syst. Rev. 2010; 12:CD008141. [PubMed:
21154394]

24. Diniz JB, Shavitt RG, Fossaluza V, Koran L, Pereira CA, Miguel EC. A double-blind, randomized,
controlled trial of fluoxetine plus quetiapine or clomipramine versus fluoxetine plus placebo for
obsessive–compulsive disorder. J. Clin. Psychopharmacol. 2011; 31(6):763–768. [PubMed:
22020357]

25. Crockett BA, Churchill E, Davidson JR. A double-blind combination study of clonazepam with
sertraline in obsessive–compulsive disorder. Ann. Clin. Psychiatry. 2004; 16(3):127–132.
[PubMed: 15517844]

26. Correll CU, Manu P, Olshanskiy V, Napolitano B, Kane JM, Malhotra AK. Cardiometabolic risk
of second-generation antipsychotic medications during first-time use in children and adolescents.
JAMA. 2009; 302(16):1765–1773. [PubMed: 19861668]

27. Ben Amor L. Antipsychotics in pediatric and adolescent patients: a review of comparative safety
data. J. Affect. Disord. 2012; 138(Suppl.):S22–S30. [PubMed: 22405602]

28. Franklin ME, Sapyta J, Freeman JB, et al. Cognitive behavior therapy augmentation of
pharmacotherapy in pediatric obsessive–compulsive disorder: the Pediatric OCD Treatment Study
II (POTS II) randomized controlled trial. JAMA. 2011; 306(11):1224–1232. [PubMed: 21934055]

McGuire et al. Page 8

Neuropsychiatry (London). Author manuscript; available in PMC 2013 October 28.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



29. Lewin AB, Storch EA, Merlo LJ, Adkins JW, Murphy TK, Geffken GR. Intensive cognitive
behavioral therapy for pediatric obsessive compulsive disorder: a treatment protocol for mental
health providers. Psychol. Ser. 2005; 2(2):91–104.

30. Storch EA, Caporino NE, Morgan JR, et al. Preliminary investigation of web-camera delivered
cognitive-behavioral therapy for youth with obsessive–compulsive disorder. Psychiatry Res. 2011;
189(3):407–412. [PubMed: 21684018]

31. Baker JD, Azorlosa JL. The NMDA antagonist MK-801 blocks the extinction of Pavlovian fear
conditioning. Behav. Neurosci. 1996; 110(3):618–620. [PubMed: 8889007]

32. Santini E, Muller RU, Quirk GJ. Consolidation of extinction learning involves transfer from
NMDA-independent to NMDA-dependent memory. J. Neurosci. 2001; 21(22):9009–9017.
[PubMed: 11698611]

33. Davis M. NMDA receptors and fear extinction: implications for cognitive behavioral therapy.
Dialogues Clin. Neurosci. 2011; 13(4):463–474. [PubMed: 22275851]

34. Ledgerwood L, Richardson R, Cranney J. d-cycloserine facilitates extinction of learned fear:
effects on reacquisition and generalized extinction. Biol. Psychiatry. 2005; 57(8):841–847.
[PubMed: 15820704]

35. McCallum J, Kim JH, Richardson R. Impaired extinction retention in adolescent rats: effects of d-
cycloserine. Neuropsychopharmacology. 2010; 35(10):2134–2142. [PubMed: 20592716]

36. Woods AM, Bouton ME. d-cycloserine facilitates extinction but does not eliminate renewal of the
conditioned emotional response. Behav. Neurosci. 2006; 120(5):1159–1162. [PubMed: 17014266]

37. Walker DL, Ressler KJ, Lu KT, Davis M. Facilitation of conditioned fear extinction by systemic
administration or intra-amygdala infusions of d-cycloserine as assessed with fear-potentiated
startle in rats. J. Neurosci. 2002; 22(6):2343–2351. [PubMed: 11896173]

38. Yang YL, Chao PK, Ro LS, Wo YY, Lu KT. Glutamate NMDA receptors within the amygdala
participate in the modulatory effect of glucocorticoids on extinction of conditioned fear in rats.
Neuropsychopharmacology. 2007; 32(5):1042–1051. [PubMed: 17047672]

39. Ressler KJ, Rothbaum BO, Tannenbaum L, et al. Cognitive enhancers as adjuncts to
psychotherapy: use of d-cycloserine in phobic individuals to facilitate extinction of fear. Arch.
Gen. Psychiatry. 2004; 61(11):1136–1144. [PubMed: 15520361]

40. Hofmann SG, Meuret AE, Smits JA, et al. Augmentation of exposure therapy with d-cycloserine
for social anxiety disorder. Arch. Gen. Psychiatry. 2006; 63(3):298–304. [PubMed: 16520435]

41. Guastella AJ, Richardson R, Lovibond PF, et al. A randomized controlled trial of d-cycloserine
enhancement of exposure therapy for social anxiety disorder. Biol. Psychiatry. 2008; 63(6):544–
549. [PubMed: 18179785]

42. Otto MW, Tolin DF, Simon NM, et al. Efficacy of d-cycloserine for enhancing response to
cognitive-behavior therapy for panic disorder. Biol. Psychiatry. 2010; 67(4):365–370. [PubMed:
19811776]

43. Wilhelm S, Buhlmann U, Tolin DF, et al. Augmentation of behavior therapy with d-cycloserine for
obsessive–compulsive disorder. Am. J. Psychiatry. 2008; 165(3):335–341. [PubMed: 18245177] ■
Randomized controlled trial that compares the efficacy of cognitive-behavioral therapy (CBT) + d-
cycloserine (DCS) versus CBT + placebo in 23 adults with obsessive–compulsive disorder (OCD).

44. Chasson GS, Buhlmann U, Tolin DF, et al. Need for speed: Evaluating slopes of OCD recovery in
behavior therapy enhanced with d-cycloserine. Behav. Res. Ther. 2010; 48(7):678–679.

45. Kushner MG, Kim SW, Donahue C, et al. d-cycloserine augmented exposure therapy for
obsessive–compulsive disorder. Biol. Psychiatry. 2007; 62(8):835–838. [PubMed: 17588545] ■
Randomized trial that compares the efficacy of CBT + DCS versus CBT + placebo in 32 adults
with OCD.

46. Storch EA, Merlo LJ, Bengtson M, et al. d-cycloserine does not enhance exposure-response
prevention therapy in obsessive–compulsive disorder. Int. Clin. Psychopharmacol. 2007; 22(4):
230–237. [PubMed: 17519647] ■ Randomized controlled trial that compares efficacy of CBT +
DCS versus CBT + placebo in 24 adults with OCD.

47. Storch EA, Murphy T, Goodman W, et al. d-cycloserine augmentation of cognitive-behavioral
therapy in pediatric obsessive–compulsive disorder Biol. Psychiatry. 2010; 68(11):1073–1076. ■

McGuire et al. Page 9

Neuropsychiatry (London). Author manuscript; available in PMC 2013 October 28.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Randomized controlled trial that compares the efficacy of CBT + DCS versus CBT + placebo in
30 youths with OCD (15 youths per group).

48. Greenhill LL, Vitiello B, Fisher P, et al. Comparison of increasingly detailed elicitation methods
for the assessment of adverse events in pediatric psychopharmacology. J. Am. Acad. Child
Adolesc. Psychiatry. 2004; 43(12):1488–1496. [PubMed: 15564818]

49. Mancebo MC, Eisen JL, Sibrava NJ, Dyck IR, Rasmussen SA. Patient utilization of cognitive-
behavioral therapy for OCD. Behav. Ther. 2011; 42(3):399–412. [PubMed: 21658523]

50. Benito K, Storch EA. Assessment of obsessive–compulsive disorder: review and future directions.
Expert Rev. Neurother. 2011; 11(2):287–298. [PubMed: 21306215]

51. Myers KM, Carlezon WA Jr. d-cycloserine effects on extinction of conditioned responses to drug-
related cues. Biol. Psychiatry. 2012; 71(11):947–955. [PubMed: 22579305]

52. Santa Ana EJ, Rounsaville BJ, Frankforter TL, et al. d-cycloserine attenuates reactivity to smoking
cues in nicotine dependent smokers: a pilot investigation. Drug Alcohol Depend. 2009; 104(3):
220–227. [PubMed: 19592176]

53. De Kleine RA, Hendriks GJ, Kusters WJ, Broekman TG, Van Minnen A. A randomized placebo-
controlled trial of d-cycloserine to enhance exposure therapy for posttraumatic stress disorder.
Biol. Psychiatry. 2012; 71(11):962–968. [PubMed: 22480663]

54. Leckman JF, Sholomskas D, Thompson WD, Belanger A, Weissman MM. Best estimate of
lifetime psychiatric diagnosis: a methodological study. Arch. Gen. Psychiatry. 1982; 39(8):879–
883. [PubMed: 7103676]

55. Saxena S, Maidment KM, Vapnik T, et al. obsessive–compulsive hoarding: symptom severity and
response to multimodal treatment. J. Clin. Psychiatry. 2002; 63(1):21–27. [PubMed: 11838621]

56. Mataix-Cols D, Frost RO, Pertusa A, et al. Hoarding disorder: a new diagnosis for DSM-V?
Depress. Anxiety. 2010; 27(6):556–572. [PubMed: 20336805]

57. Achenbach, TM.; Rescorla, M. Manual for the ASEBA School-age Forms and Profiles. University
of Vermont Research Center for Children, Youth, and Families; VT, USA: 2001.

58. Poznanski, EO.; Mokros, HB. Children’s Depression Rating Scale, Revised Manual. Western
Psychological Services; CA, USA: 1996.

59. Guy, W. ECDEU Assessment Manual for Psychopharmacology. National Institute for Mental
Health; Rockville, MD, USA: 1976. Clinical Global Impressions; p. 218-222.

60. National Institute of Mental Health. CGI (Clinical Global Impression) Scale – NIMH.
Psychopharmacol. Bull. 1985; 21:839–844.

61. Bird H, Andrews H, Schwab-Stone M, et al. Global measures of impairment for epidemiologic and
clinical use with children and adolescents. Int. J. Methods Psychiatr. Res. 1996; 6:295–307.

62. Piacentini J, Bergman RL, Keller M, McCracken J. Functional impairment in children and
adolescents with obsessive–compulsive disorder. J. Child Adolesc. Psychopharmacol. 2003;
13(Suppl. 1):S61–S69. [PubMed: 12880501]

63. Attkisson, CC.; Greenfield, TK. The UCSF client satisfaction scales: the client satisfaction
questionnaire-8. In: Maruish, ME., editor. The Use of Psychological Testing for Treatment
Planning and Outcomes Assessment. Lawrence Erlbaum Associates; NJ, USA: 1999. p. 799-811.

64. Scahill L, Riddle MA, Mcswiggin-Hardin M, et al. Children’s Yale-Brown Obsessive Compulsive
Scale: reliability and validity. J. Am. Acad. Child Adolesc. Psychiatry. 1997; 36(6):844–852.
[PubMed: 9183141]

65. Storch EA, Murphy TK, Geffken GR, et al. Psychometric evaluation of the Children’s Yale-Brown
Obsessive–Compulsive Scale. Psychiatry Res. 2004; 129(1):91–98. [PubMed: 15572188]

66. Borkovec TD, Nau S. Credibility of analogue therapy rationales. J. Beh. Ther. Exp. Psychiatry.
1972; 3:257–260.

67. Calvocoressi L, Mazure CM, Kasl SV, et al. Family accommodation of obsessive–compulsive
symptoms: instrument development and assessment of family behavior. J. Nerv. Ment. Dis. 1999;
187(10):636–642. [PubMed: 10535658]

68. Storch EA, Mckay D, Reid JM, et al. d-cycloserine augmentation of cognitive-behavioral therapy:
directions for pilot research in pediatric obsessive–compulsive disorder. Child Youth Care Forum.
2010; 39:101–112.

McGuire et al. Page 10

Neuropsychiatry (London). Author manuscript; available in PMC 2013 October 28.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



69. Kaufman J, Birmaher B, Brent D, et al. Schedule for Affective Disorders and Schizophrenia for
School-Age Children-Present and Lifetime Version (K-SADS-PL): initial reliability and validity
data. J. Am. Acad. Child Adolesc. Psychiatry. 1997; 36(7):980–988. [PubMed: 9204677]

70. March JS, Parker JD, Sullivan K, Stallings P, Conners CK. The Multidimensional Anxiety Scale
for Children (MASC): factor structure, reliability, and validity. J. Am. Acad. Child Adolesc.
Psychiatry. 1997; 36(4):554–565. [PubMed: 9100431]

71. Foa EB, Coles M, Huppert JD, Pasupuleti RV, Franklin MF, March J. Development and validation
of a child version of the obsessive compulsive inventory. Behav. Ther. 2010; 41(1):121–132.
[PubMed: 20171333]

72. Varni JW, Seid M, Rode CA. The PedsQL: measurement model for the Pediatric Quality of Life
Inventory. Med. Care. 1999; 37(2):126–139. [PubMed: 10024117]

73. Shirk S, Saiz C. The therapeutic alliance in child therapy: clinical, empirical and developmental
perspectives. Dev. Psychopathol. 1992; 4:713–728.

74. Lau JY, Lissek S, Nelson EE, et al. Fear conditioning in adolescents with anxiety disorders: results
from a novel experimental paradigm. J. Am. Acad. Child Adolesc. Psychiatry. 2008; 47(1):94–
102. [PubMed: 18174830]

McGuire et al. Page 11

Neuropsychiatry (London). Author manuscript; available in PMC 2013 October 28.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Practice points

Obsessive–compulsive disorder (OCD) is a prevalent condition among children and
adults that causes considerable distress, disability and impairment.

Cognitive-behavioral therapy with exposure and response prevention (E/RP) and
serotonin reuptake inhibitor medications are evidence-based treatment options for
youths and adults with OCD.

While E/RP and serotonin reuptake inhibitors produce significant reductions in
obsessive–compulsive symptom severity, youths frequently remain symptomatic
after either of these treatments.

D-cycloserine (DCS) is an augmentative agent that has been shown to play a pivotal
role in fear learning and fear extinction processes.

E/RP augmented with DCS has shown promise in adult OCD and anxiety patients,
with patients showing a more robust and rapid reduction in symptom severity
compared with placebo.

For pediatric OCD, a preliminary investigation suggested that DCS-augmented E/RP
resulted in enhanced reductions in obsessive–compulsive symptom severity relative
to placebo.

A large-scale randomized placebo-controlled trial is underway to further investigate
the efficiency, efficacy and tolerability of DCS-augmented E/RP in pediatric OCD.

Findings from this trial are pivotal to determining the efficacy, safety and tolerability
of DCS-augmented E/RP for youths with OCD prior to its mainstream clinical
application.

This clinical trial and its findings may modify current treatment practices by
providing evidence of a safe option for enhancing the efficacy of an empirically
supported psychotherapy (e.g., E/RP).
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Table 1

Inclusion and exclusion criteria.

Inclusion criteria Rationale

Age 7–17 years inclusive Matches developmental sensitivity of treatments and measures

Primary or coprimary diagnosis of OCD using the K-SADS-PL and all
available information [54]

Disorder of interest

CY-BOCS total score ≥16 Suggests a moderate level of obsessive–compulsive symptom
severity

IQ ≥85 on the WASI Ensure that results apply to a wide range of children, while still
ensuring that children are able to actively participate and understand
therapists’ instructions

English speaking Study therapists are only able to conduct CBT in English

Exclusion criteria Rationale

Receiving concurrent psychotherapy Confounds internal validity. Families will have the option to
discontinue other services to enroll in the study

Failed response to a previous adequate trial of exposure-based CBT
for OCD

Confounds internal validity. If failed to respond to CBT in the past,
CBT may not be an appropriate treatment. Also unsystematic
sampling bias

No new treatments and/or fluctuations in existing medication dosage Confounds internal validity. Established psychotropic medications
must be stable at least 8 weeks (6 weeks for antipsychotics)
prior to study enrollment with no planned changes during study
participation

Clinically significant suicidality or suicidal behaviors within the past
6 months

May require additional or different treatments. Patient will be referred
to appropriate clinical care

Diagnosis of conduct disorder, autism, bipolar, schizophrenia,
schizoaffective disorders or substance abuse in the past 6 months.

May require additional or different treatments

Youth with primary hoarding symptoms Confounds internal validity. Hoarding OCD may be conceptually and
genetically different from other subtypes of OCD [55], and may be
excluded from OCD in the DSM-V [56]

Weight <25.0 kg Safety

Epilepsy, renal insufficiency and current/past history of alcohol abuse DCS is contraindicated

Pregnant or having unprotected sex (in females) Effects of DCS on pregnancy are unknown

Presence of a significant and/or unstable medical illness that may
lead to hospitalization during the study

May require additional or different treatments. Also, significant
medical condition may limit the child’s ability to participate in
therapy and complete study assessments

Known allergy to DCS Safety

CBT: Cognitive-behavioral therapy; CY-BOCS: Children’s Yale-Brown Obsessive Compulsive Scale; DCS: D-cycloserine; DSM-V: Diagnostic
and Statistical Manual of Mental Disorders Fifth Edition; IQ: Intelligent quotient; K-SADS-PL: Kiddie-Schedule for Affective Disorders and
Schizophrenia for School-Aged Children Present and Lifetime; OCD: Obsessive–compulsive disorder; WASI: Weschler Abbreviated Scale of
Intelligence.
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