
Letters to the Editor 

Exposure Therapy for Perinatal OCD: 
Navigating Evidence and Discomfort 

To the Editor: Despite its well- 
established efficacy, exposure and 
response prevention (ERP) remains 
underutilized in the treatment of 
obsessive-compulsive disorder (OCD) 
during pregnancy and the postpartum 
(“perinatal OCD”). In addition to 
limited access to trained providers, 
discomfort and misconceptions about 
the treatment or its appropriateness in 
the perinatal population may pose 
barriers. Recent conversations with 
colleagues have indicated that some 
question the rationale for ERP as a 
stand-alone first-line monotherapy for 
perinatal OCD, despite it having been 
internationally recognized as such.1 

As many perinatal patients prefer 
nonpharmacologic treatment, it is 
important to confidently offer effective 
psychotherapy options as appropriate 
due to the potential consequences for 
the birthing parent, infant, and family 
if untreated. Untreated OCD and 
anxiety can result in significant 
impairment, including disrupted 
caregiving and bonding,2 decreased 
breastfeeding,3 worsened infant 
temperament and sleep,4 increased 
amounts of missed work and financial 
strain,5 marital dysfunction,6,7 and 
higher likelihood of childhood mental 
health disorders.8 

ERP involves guided practice 
approaching stimuli that provoke 
obsessions while refraining from 
compulsive rituals, conducted 
collaboratively with the patient and 
often using a gradual approach based 
on a personalized fear hierarchy. The 
goal is for the patient to learn, through 
direct experience, that their fears are 
unrealistic and that rituals are not 
needed to cope with obsessional 
distress. It is not uncommon for 
providers to raise concerns about 
using exposure-based treatments 
during pregnancy or the postpartum 
period, given that these times 
are often marked by increased 

vulnerability and stress. While caution 
is understandable, it should not 
reinforce avoidance. Rather, therapists 
are encouraged to strike a balance 
between supporting meaningful, 
relevant exposure work and meeting 
patients where they are in their 
capacity to tolerate the distress that 
such exposures may initially evoke. 
As guidance suggests,1 combination 
treatment with pharmacotherapy is an 
option; however, the concurrent use of 
benzodiazepines during ERP should 
be approached thoughtfully, as these 
medications can function as safety 
behaviors and potentially diminish the 
effectiveness of exposure therapy. 
Importantly, hesitation around 
exposures may inadvertently affirm a 
core mechanism of OCD: the belief 
that intrusive thoughts or images (eg, 
drowning or stabbing the baby) are 
dangerous and need to be avoided, 
leading to compulsions (eg, avoiding 
bathing or being with the baby) that 
maintain the OCD-related irrational 
fears. Thus, it is important for 
providers to feel confident in both the 
safety and the therapeutic value of the 
exposure work they are offering to 
patients. 

Although patients (and providers) 
must be willing and prepared for the 
temporary distress associated with 
ERP, it remains the most effective 
nonpharmacologic treatment for OCD. 
A Delphi consensus study among 
international experts in perinatal 
OCD1 identified ERP as a first-line 
treatment for perinatal OCD, either 
alone or with selective serotonin 
reuptake inhibitors (SSRIs). Exposure- 
based cognitive behavioral therapy is 
considered safe, acceptable, and 
effective for many during the perinatal 
period.9,10 Competent delivery, 
however, requires trained providers 
familiar with perinatal presentations 
of OCD. It is also essential to assess 
for other psychiatric conditions (eg, 

postpartum psychosis, suicidality) and 
consult with obstetrics or pediatric 
colleagues if there is any question 
pertaining to the safety of a given 
exposure. Concerns about dropout 
may also discourage some providers, 
but meta-analyses show that ERP has 
comparable attrition to other OCD 
treatments.11 Virtually delivered ERP 
has also been effective for even severe 
OCD symptoms,12,13 potentially 
increasing access. Although further 
study is needed in perinatal 
populations, there is no evidence 
they respond differently. 

As with any treatment, not all 
individuals will respond to or feel 
comfortable engaging in ERP. A 
patient’s willingness to engage in 
and adhere to ERP, which may be 
influenced by symptom severity, is 
an important factor in determining 
treatment approach, as adherence 
impacts treatment outcomes.14 Future 
research could take a precision- 
medicine approach in an attempt to 
identify which individuals are most 
likely to benefit from ERP, SSRIs, or 
their combination—considering factors 
such as symptom severity, OCD 
presentation type, comorbidities, and 
patient preferences. In addition to 
further research, addressing barriers 
such as stigma, limited availability, 
and clinician uncertainty is essential to 
expanding access and ensuring that 
more perinatal patients can benefit 
from ERP as an evidence-based 
treatment option, alone or in 
combination with medication. 
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