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ABSTRACT 
Obsessive-compulsive disorder (OCD) is a chronic and debilitating mental health condition characterized by 
persistent intrusive thoughts (obsessions) and repetitive behaviors (compulsions). While cognitive-behavioral 
therapy (CBT) involving exposure and response prevention (ERP) and pharmacotherapy with selective serotonin 
reuptake inhibitors are first-line treatments, many individuals continue to experience persistent symptoms or 
achieve only partial remission. Mindfulness-based interventions (MBIs), which aim to cultivate present-moment 
awareness and acceptance of internal experiences, have emerged as a promising adjunctive or alternative 
treatment approach for OCD. This review synthesizes the existing literature on the use of MBIs, such as 
mindfulness-based cognitive therapy (MBCT) and mindfulness-based stress reduction (MBSR), for OCD. Potential 
mechanisms by which MBIs may benefit individuals with OCD include improved attentional regulation, enhanced 
emotion regulation skills, reduced cognitive inflexibility through promoting cognitive defusion, and decreased 
experiential avoidance of intrusive thoughts and urges. Several studies have demonstrated the efficacy of MBIs in 
reducing OCD symptom severity, and providing insights into how MBIs can increase acceptance, improve emotion 
regulation, and foster a greater sense of control over symptoms. 
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INTRODUCTION  
Obsessive-Compulsive Disorder (OCD) is a chronic 
and debilitating mental health condition 
characterized by persistent, unwanted thoughts, 
images, or impulses (obsessions) and repetitive 
behaviors or mental acts (compulsions) aimed at 
alleviating the distress caused by these obsessions 
(American Psychiatric Association, 2013). These 
obsessions and compulsions are time-consuming, 
cause significant distress, and interfere with daily 
functioning (Abramowitz & Jacoby, 2014). OCD is a 
heterogeneous disorder, with individuals 
experiencing a wide range of obsessions and 
compulsions. Common obsessions include fears of 
contamination, doubts about safety, and intrusive 
thoughts related to harm or sexual themes. 
Compulsions, on the other hand, may involve 
excessive cleaning, checking, ordering, or mental 
rituals such as counting or repeating words silently 
(Starcevic & Brakoulias, 2008).  
 
 

 
While the content of obsessions and compulsions 
may vary, they share a common feature of being 
experienced as ego-dystonic, meaning they are 
recognized as unreasonable or excessive by the 
individual (Abramowitz & Jacoby, 2014). The 
etiology of OCD is multifactorial, with both genetic 
and environmental factors playing a role. Research 
suggests that dysfunction in the cortico-striato-
thalamo-cortical (CSTC) circuit, which involves the 
frontal cortex, basal ganglia, and thalamus, 
contributes to the development and maintenance of 
OCD symptoms (Milad & Rauch, 2012). Additionally, 
cognitive theories emphasize the role of 
dysfunctional beliefs, such as inflated responsibility, 
overestimation of threat, and thought-action fusion, 
in the development and persistence of OCD 
(Salkovskis, 1985; Rachman, 1997). 
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OCD affects approximately 1-3% of the global 
population (Ruscio et al., 2010). The disorder is 
associated with significant functional impairment, 
reduced quality of life, and increased risk for 
comorbid mental health conditions, such as 
depression and anxiety disorders (Stengler et al., 
2013; Overbeek et al., 2002). The impact of OCD 
extends beyond the individual, affecting family 
members, caregivers, and society as a whole. 
Individuals with OCD often experience difficulties in 
interpersonal relationships, academic or occupational 
performance, and social functioning (Eisen et al., 
2006). OCD is associated with a high risk of suicidal 
ideation and behavior, particularly in individuals with 
severe symptoms or comorbid depression 
(Fernández de la Cruz et al., 2017). The chronic and 
debilitating nature of OCD, coupled with the potential 
for significant functional impairment and adverse 
effects on quality of life, underscores the importance 
of effective and accessible treatment options.  
 
The primary evidence-based treatments for OCD 
include cognitive-behavioral therapy (CBT), 
specifically exposure and response prevention (ERP), 
and pharmacotherapy with selective serotonin 
reuptake inhibitors (SSRIs) or clomipramine (Foa et 
al., 2005; Soomro et al., 2008). Exposure and response 
prevention (ERP) is considered the gold standard 
psychological treatment for OCD. This approach 
involves gradually exposing individuals to anxiety-
provoking situations related to their obsessions while 
refraining from engaging in compulsive behaviors 
(Abramowitz et al., 2019). ERP aims to facilitate 
habituation and cognitive restructuring, ultimately 
reducing the distress associated with obsessions and 
the urge to engage in compulsions. Pharmacological 
treatments, particularly SSRIs and clomipramine, 
have also been found effective in reducing OCD 
symptoms (Soomro et al., 2008). These medications 
are thought to modulate serotonin levels in the brain, 
which may play a role in the pathophysiology of OCD 
(Hirschtritt et al., 2017). However, not all individuals 
respond optimally to these treatments, and some 
experience significant side effects or relapse after 
discontinuation (Eisen et al., 1999; Soomro et al., 
2008). While traditional treatments for OCD, such as 
ERP and pharmacotherapy, have demonstrated 
efficacy, a significant proportion of individuals 
continue to experience persistent symptoms or 
achieve only partial remission (Pallanti et al., 2002; 
Bloch et al., 2008). Additionally, these treatments may 
not be accessible or acceptable to all individuals due 
to various barriers, including cost, stigma, or personal 
preferences (Himle et al., 2006; Abramowitz et al., 
2009). 
 
Mindfulness-based interventions (MBIs) have 
emerged as promising adjunctive or alternative 
treatments for various mental health conditions, 
including anxiety and depression (Khoury et al., 
2013; Goldberg et al., 2018). MBIs aim to cultivate a 
non-judgmental, present-focused awareness and 
acceptance of internal experiences, such as thoughts, 
emotions, and bodily sensations (Kabat-Zinn, 2003). 
The potential benefits of MBIs for individuals with  
 

OCD lie in their ability to reduce experiential 
avoidance, promote cognitive defusion (the ability to 
observe thoughts as mental events rather than literal 
truths), and enhance emotional regulation (Bluett et 
al., 2014; Hale et al., 2017). By fostering a more 
accepting and non-judgmental attitude towards 
intrusive thoughts and urges, MBIs may help 
individuals with OCD disengage from the cycle of 
obsessions and compulsions, ultimately reducing 
distress and improving overall functioning 
(Wilkinson-Tough et al., 2010; Fairfax, 2008). 
Furthermore, MBIs align well with contemporary 
cognitive-behavioral models of OCD, which 
emphasize the role of dysfunctional beliefs and 
thought patterns in maintaining the disorder 
(Abramowitz et al., 2009). By promoting cognitive 
defusion and challenging the literal interpretation of 
intrusive thoughts, MBIs may help individuals with 
OCD develop a more adaptive and flexible 
relationship with their obsessive thoughts 
(Wilkinson-Tough et al., 2010; Bluett et al., 2014). 
Given the potential benefits of MBIs in addressing 
the cognitive and emotional aspects of OCD, as well 
as their acceptability and accessibility as non-
invasive, low-cost interventions, there is a 
compelling rationale for exploring their 
effectiveness in the treatment of OCD. This literature 
review aims to synthesize and critically evaluate the 
existing research on the use of mindfulness-based 
interventions for OCD, with the goal of informing 
clinical practice and guiding future research 
directions in this promising area. 
 
TRADITIONAL TREATMENT APPROACHES FOR OCD 
A. Cognitive-behavioral therapy (CBT) 
(1) Exposure and Response Prevention (ERP) 
Exposure and Response Prevention (ERP) is 
considered the gold standard psychological 
treatment for OCD (Abramowitz et al., 2019). ERP is 
a form of cognitive-behavioral therapy that involves 
systematically exposing individuals to anxiety-
provoking situations related to their obsessions 
while refraining from engaging in compulsive 
behaviors (Foa et al., 2005). The underlying principle 
of ERP is to facilitate habituation, a process in which 
the anxiety and distress associated with obsessions 
gradually diminish through repeated exposure and 
response prevention (Abramowitz et al., 2019). 
During ERP, individuals are guided to confront their 
feared thoughts, situations, or objects in a controlled 
and gradual manner, starting with less distressing 
stimuli and progressively working towards more 
challenging ones (Abramowitz et al., 2019). The 
response prevention component involves resisting 
the urge to engage in compulsive rituals or avoidance 
behaviors, which are typically employed to alleviate 
the distress caused by obsessions (Foa et al., 2005). 
 
ERP has been extensively studied and consistently 
demonstrated efficacy in reducing OCD symptoms 
(Öst et al., 2015). Numerous randomized controlled 
trials and meta-analyses have shown that ERP is 
superior to control conditions and, in some cases, 
comparable to or more effective than 
pharmacotherapy (Foa et al., 2005; Öst et al., 2015).  
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However, despite its established efficacy, ERP has 
limitations. A substantial proportion of individuals 
with OCD, ranging from 20% to 40%, experience 
only partial symptom reduction or fail to respond to 
ERP (Pallanti et al., 2002; Bloch et al., 2008). 
Additionally, dropout rates for ERP can be high, with 
approximately 25% of individuals terminating 
treatment prematurely (Ong et al., 2016). The 
challenging nature of exposure exercises and the 
temporary exacerbation of anxiety during treatment 
can contribute to these high dropout rates 
(Abramowitz et al., 2019). 
 
B. Pharmacological Treatments 
Selective Serotonin Reuptake Inhibitors (SSRIs) are 
the first-line pharmacological treatment for OCD 
(Hirschtritt et al., 2017). SSRIs work by increasing 
the availability of serotonin in the brain, which is 
believed to play a role in the pathophysiology of OCD 
(Hirschtritt et al., 2017). Commonly prescribed SSRIs 
for OCD include fluoxetine, sertraline, paroxetine, 
and fluvoxamine (Soomro et al., 2008). In cases 
where SSRIs are ineffective or only partially effective, 
other medications may be used as augmentation 
strategies or alternative treatments. These include 
clomipramine, a tricyclic antidepressant with strong 
serotonergic effects, and antipsychotic medications 
such as risperidone and aripiprazole (Bloch et al., 
2008; Hirschtritt et al., 2017). 
 
Pharmacotherapy with SSRIs and clomipramine has 
been found to be effective in reducing OCD 
symptoms, with response rates ranging from 40% to 
60% (Soomro et al., 2008; Hirschtritt et al., 2017). 
However, a significant proportion of individuals do 
not achieve adequate symptom relief with 
pharmacological treatments alone (Pallanti et al., 
2002; Bloch et al., 2008). Limitations of 
pharmacological treatments for OCD include delayed 
onset of therapeutic effects, potential for adverse 
side effects (e.g., nausea, sexual dysfunction, weight 
gain), and high rates of relapse upon discontinuation 
of medication (Soomro et al., 2008; Hirschtritt et al., 
2017). Additionally, some individuals may prefer 
non-pharmacological treatment options due to 
personal preferences or concerns about long-term 
medication use (Himle et al., 2006). 
 
MINDFULNESS-BASED INTERVENTIONS  
MBIs are a group of therapeutic approaches that 
emphasize the cultivation of present-moment 
awareness and non-judgmental acceptance of 
thoughts, emotions, and bodily sensations (Kabat-
Zinn, 2003). The theoretical foundations of MBIs are 
rooted in Buddhist philosophy and psychology, 
which posit that much of human suffering stems 
from the tendency to become entangled with 
thoughts and emotions, rather than experiencing 
them with a non-reactive and accepting stance (Baer, 
2003). The practice of mindfulness involves 
intentionally bringing one's attention to the present 
moment, and observing internal experiences (such 
as thoughts, emotions, and bodily sensations) with 
an attitude of openness, curiosity, and non-judgment 
(Bishop et al., 2004). This contrasts with the habitual 
tendency to react automatically to thoughts and 

emotions, or to engage in avoidance or suppression 
strategies. Some mindfulness strategies are as 
follows: 
 
Mindfulness-Based Cognitive Therapy (MBCT) is a 
structured, group-based intervention that combines 
elements of CBT with mindfulness practices (Segal et 
al., 2002). MBCT was initially developed as a relapse 
prevention program for individuals with recurrent 
depression but has since been adapted and applied 
to various mental health conditions, including 
anxiety disorders and OCD (Pots et al., 2016). MBCT 
typically consists of 8-10 weekly group sessions, 
each lasting around 2-2.5 hours, and includes 
psychoeducation, cognitive-behavioral strategies, 
and guided mindfulness practices such as body 
scans, mindful movements, and sitting meditations 
(Segal et al., 2002). The goal of MBCT is to cultivate a 
decentered, non-judgmental awareness of thoughts, 
emotions, and bodily sensations, which can help 
individuals disengage from automatic patterns of 
negative thinking and develop a more adaptive 
relationship with their internal experiences (Pots et 
al., 2016). 
 
Mindfulness-Based Stress Reduction (MBSR) is 
another widely studied and well-established MBI, 
developed by Jon Kabat-Zinn in the late 1970s 
(Kabat-Zinn, 2003). MBSR is a structured, group-
based program that typically consists of 8 weekly 
sessions and a daylong silent retreat, focusing on the 
cultivation of mindfulness through various formal 
and informal practices (Kabat-Zinn, 2003). Unlike 
MBCT, which integrates cognitive-behavioral 
elements, MBSR relies primarily on mindfulness 
practices such as body scans, sitting and walking 
meditations, and mindful yoga (Kabat-Zinn, 2003). 
The program also emphasizes the application of 
mindfulness in daily life activities, such as eating, 
communicating, and dealing with stressful situations 
(Kabat-Zinn, 2003). While MBSR was initially 
developed as a stress management intervention for 
individuals with chronic pain and other medical 
conditions, it has been adapted and applied to 
various mental health disorders, including anxiety 
and depression (Goldberg et al., 2018). 
 
In addition to MBCT and MBSR, several other 
mindfulness-based approaches have been developed 
and applied to the treatment of OCD and related 
conditions. These include: 

I. Acceptance and Commitment Therapy (ACT): 
ACT is a form of cognitive-behavioral therapy 
that incorporates mindfulness techniques to 
promote psychological flexibility and values-
based living (Hayes et al., 2006). ACT has been 
explored as a potential treatment for OCD, 
with preliminary evidence suggesting its 
efficacy in reducing OCD symptoms and 
increasing psychological flexibility (Bluett et 
al., 2014; Twohig et al., 2015). 

II. Mindfulness-Based Exposure Therapy (MBET): 
MBET integrates mindfulness practices with 
traditional exposure and response prevention 
(ERP) for OCD (Lau & McMain, 2005). The 
mindfulness component aims to cultivate a 

http://www.ijscia.com/


616 

 
Available Online at www.ijscia.com | Volume 5 | Issue 3 | May - Jun 2024  

 

International Journal of Scientific Advances                                                                                                   ISSN: 2708-7972 
    

 

non-judgmental and accepting stance towards 
intrusive thoughts and urges, potentially 
enhancing the effectiveness of exposure 
exercises (Lau & McMain, 2005). 

III. Mindfulness-Based Cognitive Therapy for OCD 
(MBCT-OCD): MBCT-OCD is a modified version 
of MBCT specifically tailored for individuals 
with OCD (Strauss et al., 2018). It incorporates 
psychoeducation about OCD, cognitive-
behavioral strategies, and mindfulness 
practices to address the cognitive, emotional, 
and behavioral aspects of the disorder 
(Strauss et al., 2018). 
 

These various mindfulness-based approaches share 
the common goal of cultivating present-moment 
awareness, non-judgmental acceptance, and 
psychological flexibility, which may help individuals 
with OCD develop a more adaptive relationship with 
their intrusive thoughts and urges, ultimately 
reducing the need for compulsive behaviors and 
improving overall functioning. 
 
MINDFULNESS-BASED INTERVENTIONS IN THE 
TREATMENT OF OCD  
While the exact mechanisms through which MBIs 
may exert their therapeutic effects in OCD are not 
fully understood, several potential mechanisms have 
been proposed. One proposed mechanism is the 
ability of mindfulness practices to enhance 
attentional regulation (Hale et al., 2017). OCD is 
characterized by an excessive focus on intrusive 
thoughts and urges, often leading to compulsive 
behaviors. MBIs aim to cultivate more flexible and 
present-focused attention, enabling individuals to 
disengage from perseverative thought patterns and 
shift their attention away from intrusive thoughts 
and urges (Fairfax, 2008). 
 
MBIs may also improve emotion regulation skills, 
which are often impaired in individuals with OCD 
(Hale et al., 2017; Bluett et al., 2014). Through 
mindfulness practices, individuals learn to observe 
and accept their emotional experiences without 
judgment or avoidance, potentially reducing the 
distress and urge to engage in compulsive behaviors 
(Wilkinson-Tough et al., 2010). 
 
Cognitive inflexibility, characterized by rigid and 
perseverative thought patterns, is a core feature of 
OCD (Hale et al., 2017). MBIs aim to cultivate 
cognitive defusion, a process in which individuals 
learn to observe their thoughts as mental events 
rather than literal truths, thereby reducing their 
impact and the need for compulsive behaviors 
(Bluett et al., 2014). 
 
MBIs emphasize the cultivation of an accepting and 
non-judgmental attitude towards internal 
experiences, including intrusive thoughts and urges 
(Wilkinson-Tough et al., 2010). By reducing 
experiential avoidance and the struggle against 
unwanted thoughts and emotions, MBIs may help 
individuals with OCD develop a more adaptive 
relationship with their intrusive thoughts, ultimately 

reducing the need for compulsive behaviors (Bluett 
et al., 2014). 
 
EMPIRICAL STUDIES 
Several randomized controlled trials (RCTs) have 
investigated the efficacy of MBIs for OCD. These 
studies typically involve comparing an MBI, such as 
Mindfulness-Based Cognitive Therapy (MBCT) or 
Mindfulness-Based Stress Reduction (MBSR), to a 
control condition, which may include waitlist control, 
treatment as usual, or an active control intervention. 
The primary outcome measures in these studies often 
include standardized self-report questionnaires 
assessing OCD symptom severity, such as the Yale-
Brown Obsessive-Compulsive Scale (Y-BOCS) 
(Goodman et al., 1989), as well as measures of related 
constructs like anxiety, depression, and quality of life. 
While the evidence is still emerging, several RCTs 
have reported promising findings for the efficacy of 
MBIs in reducing OCD symptoms. For example, a 
study by Külz et al. (2019) found that MBCT was 
associated with significant reductions in OCD 
symptom severity compared to a waitlist control 
group. Similarly, a pilot RCT by Strauss et al. (2018) 
reported significant improvements in OCD symptoms 
and related measures of depression and quality of life 
following a modified MBCT intervention for OCD. 
 
Qualitative studies have also explored the lived 
experiences of individuals with OCD participating in 
MBIs, providing valuable insights into the potential 
benefits and challenges of these interventions. 
Common themes emerging from qualitative studies 
include increased acceptance and non-judgment 
towards intrusive thoughts (Fairfax, 2008; 
Wilkinson-Tough et al., 2010), improved emotion 
regulation and reduced reactivity to unwanted 
thoughts and urges (Fairfax, 2008), and a greater 
sense of control and agency in managing OCD 
symptoms (Wilkinson-Tough et al., 2010). 
 
Several meta-analyses and systematic reviews have 
synthesized the available evidence on the 
effectiveness of MBIs for OCD. A meta-analysis by 
Hale et al. (2017) examined 12 studies (including 
both RCTs and uncontrolled trials) and found a 
moderate effect size for the reduction of OCD 
symptoms after MBIs, suggesting their potential as 
an adjunctive or alternative treatment approach. 
 
Another systematic review by Bluett et al. (2014) 
evaluated the use of Acceptance and Commitment 
Therapy (ACT), a mindfulness-based approach, for 
OCD and related conditions. While the evidence was 
limited, the review suggested that ACT may be 
effective in reducing OCD symptoms, improving 
psychological flexibility, and enhancing overall 
quality of life. 
 
CONCLUSION 
In conclusion, MBIs represent a promising 
adjunctive or alternative treatment approach for 
OCD. The existing research, though still limited, 
provides encouraging evidence that MBIs can help 
reduce OCD symptom severity, improve emotion 
regulation skills, and cultivate a more adaptive 
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relationship with intrusive thoughts and urges. By 
promoting present-moment awareness, cognitive 
defusion, and non-judgmental acceptance, MBIs may 
help individuals with OCD disengage from 
perseverative thought patterns and compulsive 
behaviors. 
 
While the findings are promising, limitations to the 
current evidence base include small sample sizes, 
lack of active control groups, and variation in 
methodological rigor among the studies that have 
been conducted. To establish the efficacy and 
optimal implementation of MBIs for OCD, more 
large-scale, well-designed randomized controlled 
trials are needed. Despite these limitations, MBIs 
offer several advantages as potential treatments for 
OCD. They are non-invasive, relatively low-cost 
interventions that may be more acceptable and 
accessible to some individuals compared to 
traditional treatments like ERP or pharmacotherapy. 
Furthermore, MBIs may be particularly useful for 
individuals who have not responded optimally to 
conventional treatments or those who prefer a non-
pharmacological approach. 
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