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  Foreword


  Obsessive Compulsive Disorder is a solvable problem, and the solution is in your hands.


  
    As someone working on a daily basis with Obsessive-Compulsive Disorder (OCD), I know that sufferers, caregivers, and professionals need all the help that they can get, and
    here it is! This is the book which I have long hoped someone would write to help all of us. It presents an approach closely based on Cognitive Behavior Therapy (CBT), which is the only
    psychological treatment that has been shown to be effective in OCD. You will find this book clear, practical, focused, and helpful. It will be extremely useful both for those who suffer from OCD
    and those who care for them. How will it help? At the very least, it will help to improve understanding of this seemingly complicated problem by helping you to understand what OCD is and how it
    works. As the reader will find out, OCD has its roots in normal thinking. The sufferer is not crazy, bad, or dangerous to know, but is someone who has been trapped by a particular pattern of
    thinking and reacting. The book will help you identify the vicious circles which form the basis of the persistence of OCD. For many, a better understanding of how
    OCD works will allow them to progress to a better understanding of how to deal with it. In this book they will find detailed help with how to begin to do that. For some this book may even show
    the way to recovery and take them down that path. If it doesnt take you that far, it will at least provide you with a useful map for that journey. And it will help you understand your
    enemy; your enemy is OCD.

  


  Surely people know that OCD is the problem? Often not. We now know from research that it takes on average seven years from the point where obsessional problems start to interfere with the
  persons life to the diagnosis being made. And that is just the beginning of trying to get the right treatment. Surely then it is clear what the problem is? Again, often not. It is in the
  nature of the problem that OCD makes you think that the problem is something else. You feel dirty, unsure, or responsible for harm, and it seems like these feelings reflect the reality. These
  feelings are not true. If you are a washer, your problem is not dirt. If you are a checker, your problem is not uncertainty. If you fear that you will harm others, your problem is not loss of
  control. And so on. The problem is worry about being contaminated, causing harm, of not being careful enough. In fact, the person suffering from OCD cares so much that they try to deal with
  the worry about slight risks in ways which are counter-productive and damaging, and which increase and exaggerate their perception of the risk itself. The fears triggered by OCD make the sufferer
  try too hard to be clean, to be sure, to keep in control and so on. The solution becomes the problem as the person feels unable to ignore their thoughts and
  doubts because it seems to them to be too risky. It seems paradoxical (but isnt) that OCD is a problem particularly likely to be suffered by people who are especially sensitive or caring.
  The loving mother has thoughts of harming her children, the person who values cleanliness is tortured by the idea that they are spreading contamination, the careful person fears that they are being
  careless, the religious person is tortured by apparently blasphemous thoughts and so on. The harder the person with OCD tries to deal with the obsessional ideas the more distressed they become.


  How can the solution become the problem and the sufferer not be aware of it? The answer lies in the nature of OCD. Obsessive Compulsive Disorder is many things, none of them good. But it does
  not always seem that way from the inside. When it starts, it often masquerades as a friend or helper; if only you can do a little more, then everything will be fine; it helps
  me stop worrying. These ideas are true only in the short term and early in the problem. As time goes on, it begins to be clear that the promises offered by OCD concealed a trap. A quick
  check becomes several checks, then becomes hours of checking and finally endless checking.


  The reality is that OCD is best thought of as being like a bully or blackmailer, progressively demanding and taking more and more, finally forcing the sufferer to obey its every whim, often to
  the point of total humiliation and subjugation. For some, it can take them to the point of total desperation where life no longer seems worth living. Whilst most
  sufferers know how distressing it can be, what is less obvious is the way in which OCD acts like the worst kind of manipulative compulsive liar and cheat. It promises relief if you do things
  just one more time, avoid the next situation and so on. It seems as if resistance is futile, and that only by giving in does the person have any hope of peace of mind or happiness.
  Nothing could be further from the truth; no one, however hard they tried, has ever become happy through obsessional behavior.


  It is very hard indeed for sufferers to gain the perspective they need to break out of the vicious circle of obsessional worry leading to compulsive behaviors (trying too hard to combat their
  worries through washing, checking, and neutralizing). An outside perspective is vital if the person is to be able to choose to change. In this book, David and Rob have provided some of the insights
  which can help the person begin to see OCD for what it really is. So will it be enough? Probably not for some, maybe a little for others, but it is a really good start. OCD is allergic to being
  understood. It seems likely that there are many people in the community who deal with their OCD without professional help. I hope that this book will increase the number of people seeking the
  advice of professionals.


  The fact that some find ways of helping themselves does not mean that everyone can. People suffering from OCD are used to being told that they should pull themselves together. Good
  advice, but pretty pointless by itself. There is nothing that a sufferer wants to do more than pull themselves together, and they would have done it a long time
  ago if only they had known how to. This book provides both the background and some of the tools which will help the sufferer begin the process of pulling themselves together, and should also
  help their caregivers to support them in this task.


  How about the caregivers? They dont suffer from OCD, but have to cope with it on a daily basis. Which means that the caregiver in fact also suffers from OCD in an indirect way. Rather
  like that which happens for the OCD sufferer, their involvement can begin in small ways. They can check things for their loved one (the door, the gas, the electric . . .). They can avoid touching
  the contaminated object or saying particular things. In this way they are gradually recruited into rituals and can end up behaving as if they were obsessional themselves. Caregivers
  and sufferers need a different way of thinking about (and talking about) the problems they face together. This book should provide the basis for helping them communicate and focus on what really
  needs to be done. Both need support in this enterprise, and to find ways of supporting each other in the process of change.


  Surely a book cant deal with all these problems? Not on its own of course. But every little helps, and this book provides more than a little. We now know that problems such as OCD are so
  common that it would still not be nearly enough if all those offering psychological treatment were offering cognitive behavior therapy. The reality is that most psychological therapists do not
  offer CBT and there is not enough expert help to go round. To try to deal with this shortfall, professionals are moving towards what is called stepped
  care. This means that help can be offered at different levels of intensity and expertise, from self-help groups and books at one end through to specialist units with highly skilled CBT
  professionals at the other. If the less intensive options dont help or dont help enough, then the next step needs to be taken. This book is a marvellous first step, providing the
  sufferer and their caregivers with a solid foundation for the work which they need to do on their own or with professional help. If it doesnt cure OCD, thats no
  surprise, because everybody needs something a little bit different. However, the book will also help you work with a CBT therapist if you are able to find a good one.


  In my view, cure is possible and if you have OCD your aim should be to free yourself of your problem, using the strategies described in this book. However, remember that achieving that aim
  doesnt just involve fighting the OCD. It also involves reclaiming your life and taking up your hopes, goals, and dreams rather than being swamped by your fears. You need to be in touch with
  and working towards what you are fighting for as well as understanding and dealing with what you have to fight against.


  In summary I particularly like this book because it offers people suffering from OCD a fighting chance, and that is good news to me for two reasons. First, I detest OCD and what it does to
  people who suffer from it and their loved ones. Second, I like and admire the people we try to help fight against OCD, and think that they need and deserve the best
  possible help in their struggle to overcome this destructive and all-consuming problem. This book will help in that struggle.


  
    Paul Salkovskis


    Professor of Clinical Psychology and Applied Science,


    Institute of Psychiatry, Kings College, London, and


    Clinical Director, Maudsley Hospital Centre for Anxiety


    Disorder and Trauma.

  


  
    
  


  Introduction


  Why a cognitive behavioral approach?


  Over the past two or three decades there has been something of a revolution in the field of psychological treatment. Freud and his followers had a major impact on the way in
  which psychological therapy was conceptualized, and psychoanalysis and psychodynamic psychotherapy dominated the field for the first half of the twentieth century So, long-term treatments were
  offered that were designed to uncover the childhood roots of personal problems  offered, that is, to those who could afford it. There was some attempt by a few health service practitioners
  with a public conscience to modify this form of treatment (e.g. by offering short-term treatment or group therapy), but the demand for help was so great that this had little impact. Also, although
  numerous case histories can be found of people who are convinced that psychotherapy did help them, practitioners of this form of therapy showed remarkably little interest in demonstrating that what
  they were offering their patients was, in fact, helpful.


  As a reaction to the exclusivity of psychodynamic therapies and the slender evidence for its usefulness, in the 1950s and 1960s a set of techniques was
  developed, broadly termed behavior therapy. These techniques shared two basic features. First, they aimed to remove symptoms (such as anxiety) by dealing with those symptoms
  themselves, rather than their deep-seated underlying historical causes. Second, they were loosely related to what laboratory psychologists were finding out about the mechanisms of learning, and
  formulated in testable terms. Indeed, practitioners of behavior therapy were committed to using techniques of proven value or, at worst, of a form which could potentially be put to the test. The
  area where these techniques proved of most value was in the treatment of anxiety disorders, especially specific phobias (such as fear of animals or heights) and agoraphobia, both notoriously
  difficult to treat using conventional psychotherapies.


  After an initial flush of enthusiasm, discontent with behavior therapy grew. There were a number of reasons for this, an important one of which was the fact that behavior therapy did not deal
  with the internal thoughts that were so obviously central to the distress that patients were experiencing. In this context, the fact that behavior therapy proved so inadequate when it came to the
  treatment of depression highlighted the need for major revision. In the late 1960s and early 1970s a treatment called cognitive therapy was developed specifically for depression. The
  pioneer in this enterprise was an American psychiatrist, Professor Aaron T. Beck, who developed a theory of depression that emphasized the importance of peoples depressed styles of thinking. He also specified a new form of therapy. It would not be an exaggeration to say that Becks work changed the nature of psychotherapy, not only for
  depression, but also for a range of psychological problems.


  In recent years, the cognitive techniques introduced by Beck have been merged with techniques developed earlier by behavior therapists to produce a body of theory and practice that has come to
  be known as cognitive behavior therapy. There are two main reasons why this form of treatment has come to be so important within the field of psychotherapy. First, cognitive therapy
  for depression, as originally described by Beck and developed by his successors, has been subjected to the strictest scientific testing, and has been found to be a highly successful treatment for a
  significant proportion of cases of depression. Not only has it proved to be as effective as the best alternative treatments (except in the most severe cases, where medication is required), but some
  studies suggest that people treated successfully with cognitive behavior therapy are less likely to experience a later recurrence of their depression than people treated successfully with other
  forms of therapy (such as antidepressant medication). Second, it has become clear that specific patterns of thinking are associated with a range of psychological problems, and that treatments which
  deal with these styles of thinking are highly effective. So, specific cognitive behavioral treatments have been developed for anxiety disorders, such as panic disorder, generalized anxiety
  disorder, specific phobias and social phobia, obsessive compulsive disorder, and hypochondriasis (health anxiety), as well as for other conditions such as
  compulsive gambling, alcohol and drug addiction, and eating disorders such as bulimia nervosa and binge-eating disorder. Indeed, cognitive behavioral techniques have a wide application beyond the
  narrow categories of psychological disorders: they have been applied effectively, for example, to help people with low self-esteem and those with marital difficulties.


  At any one time, almost 10 per cent of the general population is suffering from depression, and more than 10 per cent has one or other of the anxiety disorders. Many others have a range of
  psychological problems and personal difficulties. It is of the greatest importance that treatments of proven effectiveness are developed. However, even when the armory of therapies is, as it were,
  full, there remains a very great problem  namely, that the delivery of treatment is expensive and resources are not infinite or guaranteed to be indefinitely available. Although this
  shortfall could be met by lots of people helping themselves, commonly the natural inclination to make oneself feel better in the present is to do precisely those things that perpetuate or even
  exacerbate ones problems. For example, the person with agoraphobia will stay at home to prevent the possibility of an anxiety attack; and the person with bulimia nervosa will avoid eating
  all potentially fattening foods. Although such strategies might resolve some immediate crisis, they leave the underlying problem intact and provide no real help in dealing with future
  difficulties.


  So, there is a twin problem here: although effective treatments have been developed, they are not widely available; and when people try to help themselves they often make matters worse. In recent years the community of cognitive behavior therapists has responded to this situation. What they have done is to take the principles and techniques of specific
  cognitive behavior therapies for particular problems and represent them in self-help manuals. These manuals specify a systematic program of treatment that the individual sufferer is advised to work
  through to overcome their difficulties. In this way, cognitive behavioral therapeutic techniques of proven value are being made available on the widest possible basis.


  Self-help manuals are never going to replace therapists. Many people will need individual treatment from a qualified therapist. It is also the case that, despite the widespread success of
  cognitive behavioral therapy, some people will not respond to it and will need one of the other treatments available. Nevertheless, although research on the use of cognitive behavioral self-help
  manuals is at an early stage, the work done to date indicates that for a very great many people such a manual will prove sufficient for them to overcome their problems without professional
  help.


  Many people suffer silently and secretly for years. Sometimes appropriate help is not forthcoming despite their efforts to find it. Sometimes they feel too ashamed or guilty to reveal their
  problems to anyone. For many of these people the cognitive behavioral self-help manual will provide a lifeline to recovery and a better future.


  
    Professor Peter Cooper

    The University of Reading

  




  
    
  


  PART ONE


  Understanding Obsessive Compulsive Disorder


  
    
  


  1


  What is obsessive compulsive disorder?


  A day in the life of Maureen


  
    
      My day starts at 6 a.m. I am very tired as I have been obsessing during the night. I get up because if, for some reason, I am delayed by a
      ritual, I will start to panic that I will be late. I am filled with dread waiting for a trigger to set my mind off. After I have showered, I step out and carefully switch off the tap. I stare
      at the shower-head with a deep concentration to ensure it is switched off. I repeat the words check, check, check. I brush my teeth at the sink. Once finished, I turn off the cold
      tap so hard it could snap any day. I now turn both taps in the off direction just to make sure and follow this by placing my hands under both taps to feel there is no water running:
      check, check, check. I stare at the sink with the utmost concentration until I am convinced the water is absolutely, 100 per cent switched off. I then get a roll of kitchen towel
      (I go through a pack of four a day). I start by wiping over the shower door to remove any drops of water. I wipe the shower door over and over; I know it looks
      perfectly clean but I do it just in case I have missed one little mark. I wipe the window-sill, the toothbrush mug (which is never used: I am too frightened of making a mess). I then clean the
      soap dish holder. I try to put the liquid soap bottle back on the dish so it is straight. No matter how I do it, it just doesnt look straight. Five minutes go by and I still cant
      do it and I start to panic. I know I am going to be late and then my whole day will be messed up. I finally get the soap into a position which, although it doesnt look quite right, is OK
      because I have counted to ten. By counting to ten I get comfortable with it in my mind and so can move on to the next thing. I make sure the towels are aligned and check that the floor mats are
      straight. I then completely clean the sink and taps so that theres not a drop of water or a single mark anywhere.


      Before leaving the bathroom I repeat the checking of the shower and sink  both with my hands and with long, concentrated stares  chanting my
      mantra check, check, check, until I feel safe to move out of the door backwards, not turning away until the moment feels right. I now move out of the bathroom
      backwards; everything is still OK. Then I switch off lights  pausing to check they are all off: check, check, check  until its safe. If there is any
      interruption, I have to start again.


      I again resort to counting to ten as I slowly shut the door. I must not bang the door as I am sure the vibration will knock something out of place. I am
      not completely happy with the bathroom, but move on to the bedroom. I then check the curtains, bed, wardrobe, and drawers to see if they are symmetrical, with
      everything in the right order. All my clothes are hung in groups: long-sleeved tops, dresses, jeans, skirts, T-shirts, more jeans, belts. My clothes are also colour-coordinated from the
      lightest shade to the darkest shade. I spend hours straightening the clothes before I feel comfortable; I actually wear the same thing nearly every day and wash it each night so I dont
      mess anything up. My jewellery is arranged and grouped in boxes but I dont even open the boxes any more, let alone take any jewellery out, as I am frightened of moving anything. I have
      to force myself to leave the room. I really want to go back in and check everything again, but it is getting late, so I dont  but I feel very anxious.


      I then go into the kitchen. I avoid using the sink as it is so clean and perfect. I am frightened that if I do use it, I will never get it looking as
      perfect as it does now. If I have any dirty dishes, I wash them with the tap in the garden. I check the tea, coffee, and sugar jars for any marks. I always touch them using a kitchen towel as
      my fingers would make marks. I then check the kettle, toaster, bin, hob, oven, and coffee machine. I then wipe the cupboard doors in case there are any marks. I then check inside the cupboards,
      although no one touches them except me as I dont allow anyone in the kitchen. I have cans of food perfectly arranged with the labels facing outward. I avoid using any of this food. I
      prefer to take food out of the refrigerator, which is easier as it is all microwaveable. I gave up cooking a long time ago as it was far too messy. I generally
      dont eat or drink too much anyway, as I could need to use the bathroom when I am out of the house and would not want to use any public toilets. I always travel with a roll of toilet
      paper just in case.


      I then check the table and chairs, which have not been used for over a year. The place mats, salt and pepper pots, and flower vase are all perfectly
      symmetrically arranged, as are the table and chairs. I have even drawn around the chair legs just in case I knock a chair. The marks are very reassuring. It is just not worth the trouble of
      using the table and chairs as it would take me hours to get them all back perfectly in place. I scan the table and chairs for five minutes trying to find anything out of place. When I feel they
      are just right in my mind, I feel a bit less panicky.


      Get ready to go out. I put things in my handbag in a precise order: phone, cigarettes, lighter, keys, money, credit card. Repeat these words
      over and over until I feel comfortable. I call my husband to lock the door and check the stove and kitchen taps  THIS I HATE DOING. However, if I checked these, it would hold me up for
      another thirty minutes until I felt comfortable. I tell my husband what I have switched on, or opened, and ask him to recheck after I have left. I repeat my six-item handbag
      mantra in front of him and then leave. Now I am at the front gate. I make sure it is closed behind me, several times. Check, check, check.


      At last I am in the car. Have I got my handbag? Look hard and concentrate. Check, check, check. I briefly check the six items in my bag and then drive off. At the end of the street I recheck my bag, while driving  so this check takes a while. I turn off the radio, as otherwise I
      cant concentrate. Check, check, check until I feel comfortable. Then I recheck my six handbag items while driving  all must be spoken out loud in the right order and
      right rhythm until I feel comfortable.


      I eventually reach the shopping centre and park the car. I then start my car-locking ritual. There are eight things to be checked in precise order and
      rhythm. Passenger window closed, my window closed, handbrake on, car in gear, lights off, ashtray closed, radio off, inside light off. I may need to repeat this ritual several
      times until I feel comfortable. I must also touch all the different things as I check them. I am especially hard on the handbrake, pulling it up further each time I check it. Hence my brake
      cable frequently gets replaced. I can now get out of the car. I close and lock the door. Begin my five-item outside car ritual. My door locked, my window closed, trunk
      locked, passenger door locked, passenger window closed. I repeat the words check, check, check at each stage until I feel comfortable. I pray that no one I know arrives in
      the supermarket parking lot while I am in the midst of these rituals  otherwise I have to smile, pretend to go into the supermarket, and then return when all is clear to start all over
      again. I flinch when I see some small girls walking across the supermarket parking lot. I get that awful thought inside my head, and anxiety and fear fill my body with dread. I freeze.
      What if I get turned on? Horrible images bombard my head and uncontrollable feelings fill my body. I think I must be disgusting to have such things
      go through my head and try really hard to push them out of my mind but I cant make them go away. Eventually I leave to make sure I dont do anything awful. I go over and over again
      about what having these thoughts and feelings must mean. All I can come up with is that Im sick and disgusting. I can never be sexual, I can never be normal. I am evil and horrible . .
      .

    

  


  Maureen has some of the symptoms of obsessive compulsive disorder (OCD), which is a condition characterized by the presence of either obsessions or compulsions (but
  commonly both). We shall define obsessions and compulsions shortly, but first want to emphasize that if you have OCD you are not alone. It is estimated that about 1 in 100 people has the
  condition to some degree. OCD can be a serious problem, and if left untreated can lead an individual to be isolated and significantly handicapped. Because of this, the World Health Organization has
  listed OCD in the top ten most disabling illnesses in the world.


  Is this book for you?


  Despite its many chapters, this book has a simple central message; OCD is a common problem, individuals with OCD are not crazy, and OCD can be overcome. The book is aimed
  at individuals with OCD and their families or partners. We are both clinicians and researchers with, between us, over twenty-five years experience in helping patients with OCD. The book will guide you through some tried and tested steps in overcoming OCD.


  Our experience is that individuals with OCD may struggle with self-help books for three common reasons. If you do have any of these concerns, please do read on as there is every chance that
  these fears will be allayed.


  The first reason is that they fear that thinking about their problem will make it worse. In fact, the opposite is true. When individuals try to avoid thinking about their OCD and what they can
  do about it, then the problems persist and over time become more difficult to solve. We shall try to help you develop a good psychological understanding of what is keeping your problem going and
  therefore of what you can do to stop OCD ruining your life.


  Second, they fear that if they learn about other obsessions or compulsions, they will pick up another worry. There is no evidence that you can catch or exacerbate OCD
  from reading about other obsessions. If you develop a new obsession, then unfortunately it or a different one would probably have arisen in any case. The content of an obsession may fluctuate, but
  the form remains the same. This book will help you to reach a better understanding of OCD, which you can then apply to your own problems, with or without the help of a therapist.


  Third, individuals with OCD believe that because obsessions can vary enormously, no one book will be able to cover all of the different types of obsessions and compulsions. Maureen has just some
  of the common obsessions and compulsions, but later on we will introduce several other individuals with different types of OCD. Even so, a reader may fear that a
  book will not directly mention their particular obsession and for that reason will not be directly relevant to them. A related fear is that if ones own obsession is not precisely described,
  then the information that intrusive thoughts are safe may not apply, because mine is different. This can quickly lead people to conclude that their particular obsession really
  does have a meaning, for example that it will influence the chance of bad events happening, or that it reveals something sinister about them.


  OCD can have many features, and it is true that every person with OCD is unique. Every person with OCD whom we have treated has at least one feature that we have not seen before. However, there
  are overwhelmingly more common features than there are differences among individuals with OCD. When you read the descriptions in this book, whether of OCD itself or of treatment, try to focus on
  the similarities in the form rather than the differences in the content. Ultimately, one of the most helpful tools in overcoming OCD is to understand the way in which your OCD works  what is
  maintaining the symptoms and what the real problem is. If, as you work through the book, you are not sure whether certain principles apply to you, try to see if there is a way you can find
  out for yourself by testing that principle out.


  What is an obsession?


  Obsessive, but not OCD


  The everyday use of the word obsession often differs from what is meant by obsession in OCD. For example, the media might describe
  a person who stalks a celebrity as obsessed. Someone who seems to talk non-stop about the new love in their life might be described as obsessed by their friends. A person who spends
  most of their spare time on a hobby like plane-spotting might be described as having an obsession. However, these obsessions are very different from obsessions in OCD;
  in fact, it would be preferable, and more accurate, to use the term preoccupation to describe them.


  Obsessions in OCD


  An obsession, in the world of OCD, is defined as a persistent thought, image, or urge that just pops into your mind and triggers distress. These obsessions are frequent,
  unwanted, and difficult to control or get rid of. An example of an obsession might be an intrusive thought or image about stabbing your baby. You experience this thought as very upsetting and try
  to push it out of your mind.


  Examples of the most common obsessions are listed in Table 1.1. The percentages refer to one of the largest surveys of OCD, which was carried out by researchers in the USA. A more detailed
  checklist of obsessions is given in the Obsessive Compulsive Inventory at the beginning of Appendix 4. Commonly, individuals with OCD have multiple obsessions, although one or two are
  the more dominant. (Certain obsessions are excluded from OCD, including those about food  e.g. in someone with an eating disorder, who may have a number of rituals around
  eating  and the excessive dwelling on feelings of guilt that can occur in depression.)


  
    
      	
        Table 1.1: Common obsessions in OCD

      

      	
    


    
      	
        Obsession

      

      	
        Prevalence

        amongthose

        withOCD(%)

      
    


    
      	
        
          
            Fear of contamination from dirt, germs, viruses (e.g. HIV), bodily fluids or excrement, chemicals,
            sticky substances, or dangerous materials (e.g. asbestos)

          

        

      

      	
        38

      
    


    
      	
        
          
            Doubts about harm occurring (e.g. door locks are not secure)

          

        

      

      	
        24

      
    


    
      	
        
          
            Excessive concern with exactness, order, or symmetry

          

        

      

      	
        10

      
    


    
      	
        
          
            Obsessions with the body or physical symptoms

          

        

      

      	
        7

      
    


    
      	
        
          
            Religious, sacrilegious, or blasphemous thoughts

          

        

      

      	
        6

      
    


    
      	
        
          
            Sexual thoughts or images (e.g. being a pedophile or a homosexual)

          

        

      

      	
        6

      
    


    
      	
        
          
            Urge to hoard useless or worn out possessions (although not always regarded as such by the hoarder)

          

        

      

      	
        5

      
    


    
      	
        
          
            Thoughts or images of violence or aggression (e.g. stabbing your baby)

          

        

      

      	
        4

      
    


    
      	
        
          
            Intrusive thoughts or music

          

        

      

      	
        1

      
    

  


  Obsessions in OCD are not, however, simply worries about real-life problems or distressing images, but are associated in the
  persons mind with the power to prevent harm occurring. Almost everybody experiences some of the intrusive thoughts or urges that people with OCD have (e.g. having the urge to push someone on
  to a railway track, or worrying that the gas tap on the cooker might still be on). People with OCD, however, not only cannot ignore such thoughts but ascribe a different meaning to them. They
  believe that they have the pivotal power to cause harm or prevent bad things from happening (e.g., they believe they are dangerous when they think about pushing someone onto a railway track).
  Consequently, they try too hard to prevent the bad events from happening; and this in turn means that the thoughts become more frequent and distressing so that, over time, they affect all areas of
  the persons life.


  In OCD, then, obsessions have a special meaning, namely, that harm might occur to oneself, a loved one, or another vulnerable person through what the person with OCD might do or fail to
  do. Harm here is interpreted in the broadest sense and includes mental suffering  for example, some people with OCD find it difficult to articulate the meaning of their
  obsession; they just feel very anxious and may believe that they will go crazy, or that the anxiety will go on for ever and ever and endanger their mental or physical health. Individuals with OCD
  believe they can and should prevent harm from occurring, and this leads to trying too hard in the form of compulsions and avoidance behaviors. This exaggerated sense of
  responsibility and the consequent excessive attempts to avoid causing harm are the very essence of OCD; we will explore this in more detail in Chapter 2.


  Most people with OCD recognize their obsessions to be senseless or absurd. However, about 5 per cent of individuals with OCD are more convinced by their obsessions. They are said to hold their
  beliefs as over-valued ideas: that is, convictions that are deeply entrenched and based on values that are idealized and impossible to reach. For example, some people value
  perfectionism in this way; or the importance of possessions, which may be important in the development of obsessional hoarding. This small proportion of people with OCD are more difficult to help,
  and may require professional treatment.


  What are compulsions?


  Like an obsession, a compulsion also has an everyday meaning. It is defined in the dictionary as an irresistible impulse to act, regardless of the motivation. However, this
  includes all sorts of behaviors such as shoplifting, binge-eating, sex addiction, or gambling, which are done for immediate gratification, and are different from the compulsions of OCD.


  We saw a dramatic example of the inappropriate use of the terms obsessive and compulsive when one of our patients brought in a newspaper article following the death
  of the British serial killer Dr Harold Shipman. We read the article with mounting concern. Shipman was described as being obsessive over inducing death and controlling the moment of
  death, and as having a compulsive urge to kill repeatedly. Anyone who read the article would have concluded  as did our alarmed patient 
  that OCD was extremely dangerous. However, Dr Shipman was a psychopath. He was extremely callous, and enjoyed his control over others and the prospect of harming them. Such a person could not be
  further removed from an individual with OCD, who is a member of one of the safest groups in the world. Secure hospitals for mental disorders house hundreds of psychopaths like Dr Shipman, but have
  never admitted anyone with OCD. If you have intrusive thoughts about killing children, you will learn that it is extremely normal to have such thoughts, and that individuals with OCD are trying too
  hard to stop themselves from harming others. We would be the first to ask a person with OCD to babysit for our children and to concentrate very hard on having thoughts about killing them . . . but
  more about this shortly.


  Another word often used to describe compulsions in OCD is ritual. The two are often synonymous, although rituals usually refer to actions rather than mental acts, whereas
  compulsions refer to both. However, the term ritual also has a popular meaning. Many people describe themselves as carrying out a morning ritual to help themselves get
  ready for the day, but this might only mean jogging, showering, coffee, and breakfast. Religious ceremonies often involve rituals, but these are rarely as idiosyncratic as the rituals in OCD. None
  of these activities is part of OCD because they are not aimed at reducing anxiety and threat in the same way that compulsions are in OCD. More similar, up to a point, is the use of ritual by
  sportspeople, many of whom try to reduce stress by carrying out little rituals before a big match or shot. However, the sportsperson is not likely to experience
  extreme anxiety or guilt if they resist carrying out the behavior.


  Compulsions in OCD


  In OCD, compulsions are acts that you repeat over and over again in response to an obsession. The aim of a compulsion is to reduce the likelihood of harm, so that you can feel
  just right or comfortable, although as we shall see, over time they sometimes stop working. A compulsion can be an act that may be observed by others (e.g.
  checking that a door is locked until you feel just right) or a mental act that cannot be observed by others (e.g. saying a certain phrase in your mind). Mental compulsions are often
  complex, and may not be repeated over and over again. An example in OCD is saying a special phrase to prevent ones partner from dying. This is referred to as neutralizing. Just
  as with obsessions, there are many types of compulsion; some of the most common are listed in Table 1.2, which is based on the same survey as Table 1.1. Do not worry if yours is not listed in the
  table, as it contains only a few of the most widespread forms. (A more detailed checklist is given in the Obsessive Compulsive Inventory in Appendix 4.) We never cease to be amazed
  that in every new patient we are asked to see there is always one symptom or variation on a theme that we have not seen before. Most people with OCD have more than one compulsion, but one or two
  predominate.


  Certain compulsions tend to go with certain obsessions. For example, the most common combination is an obsession about contamination from germs or a bodily fluid that is linked with compulsive
  washing and cleaning. Another common combination is an obsession about causing harm leading to frequent checking (e.g. of door locks, gas taps, electrical appliances).


  
    
      	
        Table 1.2: Common compulsions in OCD

      

      	
    


    
      	
        Compulsion

      

      	
        Prevalence

        amongthose

        withOCD(%)

      
    


    
      	
        
          
            Checking (e.g. gas taps)

          

        

      

      	
        29

      
    


    
      	
        
          
            Repeating acts

          

        

      

      	
        11

      
    


    
      	
        
          
            Mental rituals (e.g. special words or prayers repeated in a set manner or counting

          

        

      

      	
        11

      
    


    
      	
        
          
            Ordering or arranging acts

          

        

      

      	
        6

      
    


    
      	
        
          
            Hoarding/collecting

          

        

      

      	
        3.5

      
    


    
      	
        
          
            Counting

          

        

      

      	
        2

      
    

  


  Compulsions like washing and checking persist because they seem to work by reducing distress or preventing anxiety. However, over time compulsions do not
  always go on working. Carrying out a compulsion may briefly reduce anxiety, but in the long term it increases the frequency of the obsession and the urge to perform the compulsion
  again. A vicious circle is thus maintained (Figure 1.1).


  One of the main differences between compulsions and the same actions performed normally by individuals without OCD is the reason for finishing a compulsion. Someone without OCD finishes washing
  their hands when they can see that their hands are clean. However, someone with an obsessive fear of contamination finishes not when they can see that their hands
  are clean, but only when they feel comfortable or just right. This same principle can be equally applied to other compulsions. We will look at this in more detail in
  Chapter 2, as it is one of the main factors that maintain a compulsion and keep the person feeling dirty or unsafe. Successful therapy will involve giving up these criteria, and ending a ritual
  even when you feel uncomfortable or not right. Once you can do this, over time the feelings of discomfort or jarring will fade.


  
    [image: img]


    Figure 1.1 The vicious circle OCD

  


  Not just obsessions and compulsions: avoidance behavior


  Although avoidance is not part of the definition of OCD, it is an integral part of the disorder. You may be avoiding situations to prevent
  yourself feeling anxious and having to carry out a compulsion. Thus, when avoidance is high, the frequency of compulsions may be low, and vice versa, like a seesaw.


  An example of avoidance behavior is Christine  a woman with a fear of contamination from dirt. If she felt contaminated, she would not want to touch her body or her possessions around her
  home. So she would not touch toilet seats, door handles, or a wash tap used by others. She would hover over the toilet seat, open doors with her feet or elbows, use her elbow to turn on wash taps.
  Christine would use rubber gloves to put waste in the bin; she would avoid touching her genitals without a large amount of toilet paper; she would avoid picking items up from the floor, shaking
  hands with other people, or touching any substance that looked dangerous to her.


  As you can see from this example, the content of obsessions, compulsions, and avoidance behavior are closely related. When Christine has to touch something that she normally avoids, then the
  compulsive washing starts to reduce the potential for harm and discomfort.


  Another example of avoidance in OCD is Karina who has an obsessional fear of stabbing her baby. She might avoid being alone with her baby and put all knives or sharp objects out of sight,
  just in case she has the urge to harm her baby. Karina tries to avoid thinking about it by distracting herself or suppressing the thought. When this does not work, she may
  perform various mental compulsions to check and confirm her memory that she has not stabbed her baby; this, in turn, increases her anxiety and the vicious circle
  continues.


  Another form of avoidance occurs when an individual avoids or restricts normal activities like washing or self-care because once they begin they will have to go through a lengthy compulsion.
  Alternatively, they may avoid or give up responsibility for checking a lock or tap because a relative has agreed to check for them.


  Safety-seeking behaviors


  Another term that we shall be using throughout this book is safety-seeking behavior. This is defined as an action within a feared situation that is performed with
  the aim of preventing harm and reducing anxiety. So all types of escape from a particular situation, as well as neutralizing and performing compulsions, are forms of safety-seeking behavior. They
  are all ways of responding to an obsession.


  A message we will return to over and over again is that safety-seeking behaviors maintain obsessions. They prevent you from testing out your fears, allow the obsession to persist, and
  make the problem worse in the long term. Safety-seeking behaviors are a way of trying too hard to prevent bad things happening; but they dont work, because the solutions then
  become the problem. We will look at this pattern more closely in Chapter 2, when we go into a psychological understanding of OCD. Needless to say, if you are to overcome your OCD successfully you
  will need to find a way to give up all your safety-seeking behaviors. This book will help you to do this.


  Pure obsessions


  Some people have so called pure obsessions, which are recurrent intrusive thoughts, images, or doubts without any of the compulsions shown in Table 1.2. Examples
  might be obsessions along the following lines: Why do I exist?, Am I studying hard enough?, What will happen after I die? If this applies to you, you might
  be spending hours trying to resolve unanswerable questions. Although you may not be responding by performing a mental compulsion which is repeated over and over again, you probably still
  respond in ways that will be unhelpful, and which can be broadly classified as safety-seeking behaviors. For example, trying to solve a problem that either does not exist or
  cannot be solved or analyzing a question from different angles. Inevitably this will lead to an increase in doubts and further But what if . . .? type questions. What marks these out
  as obsessions, rather than just interesting ideas for which there are no definitive answers, is the meaning you apply to such thoughts: for example, I have to know the complete answer and
  feel comfortable before I can do anything else.


  Emotions in OCD


  Some individuals with OCD find the emotional consequences of an obsession difficult to articulate. These emotions are often described in terms of discomfort or
  distress. For most people with OCD who believe that they might be responsible for preventing harm or a catastrophe in the future, the main emotion is of anxiety. This may be severe and sudden, like a panic attack, or may be continuous worry in anticipation of harm in the future. Many also experience an emotion of disgust: either a physical
  disgust, for example when they think they may have been in touch with a contaminant, such as dog excrement, or a moral disgust for having intrusive thoughts. Others feel extremely ashamed and
  condemn themselves for having intrusive thoughts of, for example, a sexual or aggressive nature, which they believe they should not have and that others would condemn. Occasionally, a person with
  OCD believes that he may be responsible for a catastrophic event in the past, and feels intense guilt as a result. Many individuals are also depressed by the consequences of having OCD, for example
  if it occupies many hours of the day and causes other problems. Others become intensely frustrated and irritable, and OCD seriously affects their relationships with their families and friends.
  Thus, although in this book we concentrate mainly on the principles of overcoming anxiety and OCD, there are often other secondary symptoms such as shame, guilt, or depression that may also need
  attention, which we discuss in Chapter 5.


  How much can OCD affect a persons life?


  The severity of OCD differs markedly from one person to another, but each persons distress is very real. A person with OCD can appear to function perfectly normally
  despite being greatly distressed. This makes it possible for some individuals to hide their OCD  often even from their own family. OCD generally tends to have an impact on all areas of your life  relationships, family life, social life, hobbies, and the ability to work. You can measure the degree to which OCD handicaps your life by completing
  the Disability Scales in Appendix 4 and then doing the same thing again during and after working through the self-help program set out in this book.


  OCD often causes havoc in intimate relationships, and a large number of those with the condition are celibate. For those who do marry or enter long-term partnerships, discord, separation, and
  divorce are disproportionately common. There are many examples of how OCD might impact on family life. A person with OCD might try to ensure that other family members avoid touching
  contaminated objects around the house, wash excessively when they have touched something contaminated, or leave certain clothes or shoes outside. Another might want
  other family members to check the door-lock repeatedly, or may constantly be seeking reassurance that nothing bad has happened. There are frequent difficulties taking trips or holidays. Not
  surprisingly, these kinds of restriction may lead to bursts of anger and growing irritation on the part of other members of the family. Sometimes individuals with OCD may be housebound, eat a very
  restricted diet, or be unable to prepare their food, change their clothes, or care for themselves. We look at what the caregivers and families of people with OCD can do to help in Chapter 9.


  OCD tends to interfere with your ability to follow a hobby or interest or to make normal friendships. It interferes with your ability to study or work, sometimes making it impossible, and at the
  least putting you at a disadvantage. Statistically, you are more likely to be unemployed if you have OCD. Lost productivity is responsible for about three-quarters
  of the economic cost of OCD.


  Its worth repeating here that OCD is in the top ten most handicapping illnesses as calculated by the World Health Organization in terms of lost income and decreased quality of
  life. Indeed, it is worth pointing this out over and over again, almost chanting it as a mantra, to politicians, health purchasers, doctors, and psychologists until OCD is taken seriously, and more
  resources are made available for research, treatment, and specialist services. People with OCD do not generally tend to commit suicide or be violent, and this may be one reason why OCD is regarded
  as a low priority for research and clinical work; and yet someone with OCD can be just as handicapped and distressed as someone with schizophrenia or severe depression. We are certainly not
  suggesting that individuals with OCD should make attempts on their life or be violent; we are just trying to understand why so little attention, relatively speaking, is paid to OCD.


  Getting treatment to overcome OCD will improve the quality of your life and give you the opportunity to improve your relationships, your social life, and your ability to study or work. We hope
  that reading and using this book may take you some way along that path.


  How common is OCD?


  OCD is more common than was once thought. In fact, it is the fourth most common mental disorder after depression, alcohol and substance abuse,
  and social phobia. A team of researchers working in the late 1980s, who interviewed large numbers of people in their homes, estimated that about 2 in every 100 of the worlds population have
  OCD at some time in their life. However, it is possible that many of these people have a mild form of the disorder that is not too disabling or that the interview technique used may have led to
  over-diagnosis of OCD. The true frequency of OCD in the community is therefore not known. At the core, however, are at least 1 in every 100 of the adult population who are significantly distressed
  and handicapped by their OCD, along with about 1 in every 200 children and adolescents.


  This frequency is much the same all over the world, although the form of OCD may differ from one culture to another. This is because the content of an obsession is usually what a person does not
  want to think, or a kind of harm they particularly want to prevent. We are all influenced by current trends in what we see as important. For example, religious obsessions used to be very common but
  are now less frequent in western cultures. By contrast, contemporary concerns with health and social problems, such as AIDS and child abuse, are increasingly reflected in the obsessions described
  by individuals with OCD. However, while the content of obsessions and compulsions may vary across individuals, cultures, and periods, the form remains the same.


  OCD is generally equally common in men and women, although there are some interesting differences in the symptoms. For example, more women than men have aggressive obsessions and compulsions to do with washing, while men are more likely to have obsessions about numbers, symmetry, or exactness, or sexual obsessions, or to suffer from obsessional
  slowness. Women are especially at risk during pregnancy and in the postnatal period, probably because of the increased sense of responsibility. Young children with OCD are twice as likely to be
  boys as to be girls.


  At what age does OCD begin?


  Different individuals develop OCD at different ages. There is a group who develop OCD from the age of about six years onwards (these are more often boys than girls; we discuss
  these children more in Chapter 8), and there is another group that starts to develop OCD during adolescence, but the average age of onset is the early twenties. It is slightly earlier for men, who
  tend to develop OCD in the late teens, than for women, in whom it tends to emerge in the mid-twenties. There is, however, wide variation in the age of onset of OCD: it can occur for the first time
  in children as young as three and also in the elderly.


  In many ways, OCD in children is much the same as in adults, although children often find it difficult to articulate the meaning of their obsession or the feared consequences of not carrying out
  their compulsion.


  Interestingly, it is far less common to develop OCD for the first time at an advanced age. However, there are elderly individuals who have had OCD throughout their lives, but have not yet sought
  or received effective treatment. Some have had mild OCD for years, finding it possible to contain within a relatively normal life, but have then experienced
  something significant, such as the death of a spouse or partner, which has led to their OCD becoming much worse and getting beyond their control.


  One reason why the level of OCD has been underestimated in the past is that people with OCD are often too afraid or too ashamed to seek help. Often individuals with OCD struggle on by themselves
  for 1015 years before they seek professional help. There is a variety of reasons for this reluctance: many individuals with OCD worry that other people will think they are crazy, do not know
  that their disorder is a recognized condition, or think that they should just be able to pull themselves together. We look at ways of overcoming shame at having OCD in more detail in Chapter 5.


  The more OCD is acknowledged, discussed, and treated, the better it will be for all those people with the disorder, who will be able to see that many of their fears and anxieties about it are
  unfounded. For this reason, it is worth repeating that it is very important to raise the profile of OCD with the general public, politicians, and mental health professionals, so that OCD will not
  continue indefinitely to be a hidden disorder that is not taken seriously enough. Support your national OCD charities (details of which are found in Appendix 3). We all need to put OCD on the
  political agenda in order to improve services and raise money for research.


  Can religion cause OCD?


  Most religions contain rituals  prescribed forms of speech, gesture, and action  as part of the normal rites and prayers. OCD occurs in people from all religious backgrounds, and in those who have had no involvement in organized religion. Religion by itself does not cause OCD, but for some individuals,
  religion may play a role in the content of OCD. In a culture where religion is a dominant part of the usual upbringing, a religious theme may dominate the content of OCD. In other words, if you had
  been brought up in a different culture, you would probably have developed a different form of OCD. Research has found, too, that more severe OCD tends to be associated with more religiosity and
  guilt.


  Examples of religious obsessions include doubts about the existence of God or religious figures, images of a sexual act with a religious figure, having to have totally pure
  thoughts during prayer, or blasphemy. Examples of religious compulsions include repetitive praying, making the sign of a cross, or repeatedly apologizing to God. They also often overlap with other
  obsessions and compulsions such as contamination, checking, or repetition. Sometimes it is difficult to separate normal religious practice from OCD rituals, but the key difference is the function
  of the behavior.


  For example, a young Jewish boy was taught to follow various commandments in his Jewish studies. Although the boy was carrying out a normal religious practice, it was done excessively (taking
  several hours a day) to the point where it had become disabling and dominated his life. The crucial point was that he believed  contrary to normal practice in his faith  that he was
  performing the ritual to prevent something bad happening to his family. The practice was excessive because the ritual had to be repeated until he felt comfortable
  and was certain that he had done it perfectly and shown enough effort to demonstrate that religion was an important part of his life. In short, in his OCD the boy was distorting and exaggerating
  normal religious practice. He had almost developed a belief in his own God-like power to stop bad things happening to his family. In such circumstances, we usually recommend that the person
  temporarily drops their religious observance until they have overcome their OCD and can then choose to return to a normal religious practice.


  How does superstitious behavior relate to OCD?


  Superstitions are common in various cultures, often linked to magic and astrology. When taken to an extreme, they are an alternative to science or religion, attempting to
  provide an explanation to establish chains of cause and effect and predict future events. Simple superstition is a very common feature of normal childhood thinking, when we believe
  that we can make things happen by making a wish, or prevent bad things from happening by a simple action. However, when superstition persists in adults it is generally driven by fear and
  insecurity; it reduces the feeling of uncertainty in the world and makes us feel more in control of our destiny


  Superstitious rituals in OCD are similar to normal superstitions but tend to be more complex and lengthier; like other compulsions, they become disabling, and can be finished only
  when the person feels comfortable. A person with OCD will want to repeat the ritual if it is not done in a precise way or at the right time, or if
  they are not feeling completely comfortable or right. Superstitious rituals are believed to have the function of eliminating or neutralizing bad events that have come to mind. Examples include
  counting up to a magic number or multiples thereof, repeating specific words or images, stepping in special ways when walking, washing off bad ideas or memories, and touching certain things in a
  special way or a particular number of times. Superstitions can also lead to the avoidance of certain numbers (e.g. 13, 666, odd numbers), colours, ideas, or words (e.g. the devil) which are
  associated with bad events.


  How is hoarding part of OCD?


  Compulsive hoarding is a significant feature of some people with OCD, but in many ways it is different from other more common symptoms such as checking and washing. Some
  researchers have argued that hoarding represents a separate subtype of OCD or even a separate diagnosis. However, we follow convention in including it in our general survey of OCD. What follows
  here is a brief overview of what is known about hoarding and the implications for overcoming it.


  Hoarding refers to the stockpiling of possessions, which can be useful or helpful in certain situations, for example where one is likely to be cut off from supplies by weather, war, or transport
  problems. Compulsive hoarding has been defined as the acquisition of and failure to discard a large number of possessions (or, in rare cases, animals), that appear
  to be either useless or of limited value. These objects may be acquired by excessive or impulsive shopping, or by collecting free items such as newspapers or promotional giveaways, or objects that
  have been discarded by others. Some individuals may acquire objects by shoplifting. Hoarders develop an emotional attachment to their possessions, so that they become part of the
  self, like a limb. Where a person is suffering from compulsive hoarding, the clutter resulting from this accumulation of objects also causes significant distress or a reduced ability
  to function. When severe, clutter may prevent cooking, cleaning, moving freely through the house, or even sleeping. It may give rise to poor sanitation and pose a risk for fire or falls, especially
  in elderly people.


  The definition distinguishes compulsive hoarding from the organized collection of objects that are considered interesting or valuable, where the individual collecting them can still function
  normally. Sometimes there is no clear boundary between compulsive hoarding and having a collection of valuable objects, but usually the distinction is fairly clear-cut.


  Hoarding can also be a feature of a person with an obsessive compulsive personality (see the section later in this chapter, What Is an Obsessive Compulsive Personality?). Such
  individuals may be extremely conscientious, meticulous, and over-attentive to detail, perfectionists, or constantly striving for control. They are often unemotional and find it difficult to be
  playful. They may have a rigid approach to decision-making and think in very black-and-white terms. They believe in correct solutions and want to eliminate all mistakes and failures. They often have low self-esteem and might compensate by being overachievers. If the perfect course of action cannot be taken, they may procrastinate and avoid
  making a decision. For such individuals, hoarding may be a way of procrastinating, reflecting a reluctance to throw away clutter just in case the items may be useful. Hoarding can
  also occur in the context of other psychiatric disorders such as anorexia nervosa and depression.


  Hoarding, like OCD, usually starts during the early twenties and increases in severity with age. Extreme problems do not usually occur for another 1015 years, when the individual is in
  their mid-thirties or older and the clutter has accumulated. Individuals who hoard tend not to marry, and to live alone. We do not know if this is because no one else can bear the same lifestyle,
  or if a desire for solitude is characteristic of someone who hoards.


  The most important difference between hoarding and other symptoms of OCD is that it responds the least well to treatment, either by medication or through cognitive behavior therapy (CBT: the
  system underlying this book). As professionals, we are struck by how rare it is for individuals who hoard compulsively to seek help. The most common reason for this is that the person does not view
  their hoarding as a problem. Although others might see them as unable to function, the individual concerned believes that the inconvenience caused by the clutter is a reasonable sacrifice to be
  made and that they can adapt their lifestyle. One persons clutter is another persons valued possession, and if the clutter means that it is impossible to invite a friend
  around for a meal or to stay the night, then this is not viewed as a major problem. Conversely, when the clutter is regarded as a problem, it might be viewed
  as being too big a problem to tackle, and is therefore avoided until a bigger goal arises (e.g. wanting to sell ones home).


  For these and other reasons, it is more often outside agencies, such as social services or an environmental health officer who is concerned about a fire hazard, that encourage compulsive
  hoarders to seek help. Or a partner or family member, unable to tolerate the conditions and perhaps threatening separation, may force their relative to seek help. As a result of being pressured
  into treatment, motivation to change is often poor, and individuals may drop out from treatment early. Even where they have sought help for themselves, they may do less well in treatment compared
  with other individuals with OCD receiving CBT. Hoarding does not usually respond to serotonergic medication, which is usually helpful in other individuals with OCD (see Appendix 1). However, they
  may do better with a dopamine blocker in addition to serotonergic drugs. You can monitor your progress in overcoming hoarding by using the Savings Inventory, which is reproduced by permission of
  Randy Frost, in Appendix 4. We also describe in Chapter 4, an example of someone who overcame their hoarding.


  What is obsessional slowness?


  A person for whom obsessional slowness is part of OCD carries out simple everyday tasks, such as washing and dressing, very meticulously and in a precise and ordered manner or
  sequence. As a result, it may take many hours to get ready in the morning, and such individuals rarely reach an appointment on time! This was originally termed
  primary obsessional slowness because it was not secondary to other compulsions, such as checking, which have taken an inordinate amount of time. Some controversy exists as to the
  cause of primary obsessional slowness. It could be secondary to severe compulsions of order and exactness, or there could be more biological factors involved (like a neurological disorder).
  Fortunately it is rare, as it is very difficult to treat. Although an individual can often speed up with prompting and pacing by a therapist, the problem is helping the person to
  maintain any gains on their own. Expert help is often required to carry out a detailed functional analysis of the behavior and to work out a program that involves exposure to tasks done
  unmeticulously, imprecisely, and in a disordered manner.


  Can OCD change over time?


  The course of OCD can vary enormously from one person to another. The symptoms may also change, so that you may be a washer at one time and checker later in life. At one
  extreme, OCD can be relatively mild, consisting of one or two episodes and never returning. At the other extreme, usually when the onset is earlier, it is unremitting, constant, and more severely
  disabling. In between these two extremes are people for whom OCD comes and goes in episodes, usually at times of stress.


  One study, carried out before effective treatments were available, found that if left untreated the majority of individuals with OCD generally make minor
  improvements over the 1020 years after onset but do continue to experience significant symptoms. About 10 per cent made no improvement and 10 per cent became worse. Fortunately, things have
  improved since then, and the message we want to get across is that OCD is treatable: it is possible either to banish it or at least diminish it so that you will get more enjoyment out of
  life and find it easier to function.


  Extra problems with OCD


  OCD often coexists with other problems, which may make it harder to treat. The most common additional problem is depression, which occurs in about one-third of individuals with
  OCD. Depression nearly always occurs after the onset of OCD, suggesting that it is a response to the OCD. More often, individuals with OCD do not necessarily have fullblown clinical depression but
  rather experience fluctuating mood, a sense of frustration and irritability with their OCD. We have included a screening questionnaire for depression in Appendix 4 (where we discuss overcoming
  depression in more detail). If you suffer from depression then you may find some help in Chapter 3 of this book, and also another book in this series  Overcoming Depression by Paul
  Gilbert. After years of social isolation and underachievement, individuals with OCD often have low self-esteem. If this is a problem, then we would recommend the book Overcoming Low
  Self-Esteem by Melanie Fennell (also in this series).


  Another common condition that coexists with OCD is social phobia or social anxiety disorder. This consists of extreme self-consciousness caused by
  a fear of being judged negatively in social situations. It usually leads to avoidance of situations, for example talking to a group, that make the person anxious. If you have social anxiety, then
  you may find it helpful to read the book Overcoming Social Anxiety and Shyness by Gillian Butler (in this series).


  OCD is also often found alongside anorexia or bulimia nervosa, and alcohol or drug misuse. For eating disorders, we recommend, Overcoming Anorexia Nervosa by Christopher Freeman and
  Overcoming Bulimia Nervosa and Binge-Eating by Peter J. Cooper.


  There are also conditions such as body dysmorphic disorder (BDD), health anxiety, morbid jealousy, trichotillomania, tics, and Tourettes syndrome that are related to OCD and regarded by
  some as being on the spectrum of obsessive compulsive symptoms. We will take a brief look at each of these.


  Body dysmorphic disorder


  BDD consists of a preoccupation with one or more aspects of ones appearance that is not noticeable to others, usually causing individuals to feel that they are ugly or
  very unattractive and to be very self-conscious. About 10 per cent of individuals with OCD also have BDD. Individuals with BDD usually perform time-consuming rituals such as mirror-checking and may
  resort to needless cosmetic and dermatological procedures. They are usually significantly depressed and their lives severely restricted. Individuals with BDD may find it helpful to read the book
  The Broken Mirror by Katherine Phillips (Oxford University Press). We will shortly be publishing a self-help book on overcoming body image problems and body
  dysmorphic disorder as part of this series.


  Health anxiety or hypochondriasis


  This consists of a preoccupation with a fear that one has a serious disease. A large group of individuals have health anxiety that overlaps with OCD, and the two are barely
  distinguishable. These individuals have usually misinterpreted normal bodily sensations as evidence of impending illness and compulsively check their body and seek repeated reassurance. They have a
  lasting belief about being ill despite medical investigations and reassurance. The same principles we describe in this book for the purposes of overcoming OCD can also be used to overcome health
  anxiety; indeed, in Chapter 4 we describe an individual who had a particular fear of AIDS.


  Morbid jealousy


  This is characterized by a preoccupation with a fear or suspicion that ones partner is being unfaithful. It is treated like OCD as it consists of intrusive worries with
  compulsive checking and reassurance-seeking that the partner is remaining faithful. There is also a more severe form of morbid jealousy associated with alcoholism or psychoses, that can lead to
  violence or even murder of ones partner. However, it is important to recognize that this is a quite different condition, and that in OCD intrusive thoughts of harming others are not the
  prelude to actual violence.


  Trichotillomania


  This condition often coexists with OCD. It consists of impulsive pulling at ones hair, often resulting in noticeable hair loss. Individuals experience a sense of tension
  immediately before pulling or when attempting to resist the urge. They then experience a sense of relief and gratification when the hair is pulled out. Trichotillomania can be helped by behavior
  therapy, and we would recommend the book The Hair Pulling Problem: A Complete Guide to Trichotillomania by Fred Penzel (Oxford University Press).


  Tics


  Tics are sudden, rapid, recurrent movements or vocalizations, which are involuntary, but may be suppressed temporarily. They are a common accompaniment of OCD, especially in
  young people. Tics have some similarities with compulsions, as seemingly driven, but purposeless, behavior. You may be able to suppress a tic for a long time or cover it up with socially acceptable
  behaviors  like spitting into a Kleenex or coughing following a vocal tic. Tics are classified by clinicians as being: (a) motor (movements) or vocal, and (b) simple or complex.


  Simple motor tics are sudden, brief, meaningless behaviors (e.g. blinking, face grimacing, lip pouting, head jerks, tapping, nose-twitching). Complex motor tics are slower, longer, more
  purposeful behaviors (e.g. sustained looks, facial gestures, touching objects or self, cracking knuckles, finger-sniffing, some types of skin-picking, hair twirling, obscene gestures, biting,
  tapping, or jumping).


  Simple vocal tics are sudden meaningless sounds (e.g. throat-clearing, coughing, sniffling, screeching, humming, barking, or grunting). Complex vocal tics are
  sudden sounds but are more meaningful than the simple tics (e.g. syllables, words, phrases, or statements such as Shut up, You know, Okay honey, How
  about it?). Complex vocal tics can include obscene words: this is called coprolalia. Making obscene gestures is called copropraxia.


  Tourettes syndrome


  This is the name given to the condition of someone who has both complex motor and vocal tics, with or without coprolalia or copropraxia. Tourettes syndrome and simple
  tics are probably largely genetically determined. At least half of the people with Tourettes syndrome have OCD symptoms. However, OCD symptoms are more often characterized by order and
  counting.


  Distinguishing between a tic and a compulsion can sometimes be difficult. The main differences are:


  
    
      
        	
          you usually know when a tic is coming;

        


        	
          you usually have a physical sensation before a tic;

        


        	
          tics can generally be suppressed temporarily, but compulsions can be resisted permanently;

        


        	
          tics are done without a reason, but compulsions usually have an aim of reducing anxiety or preventing harm;

        


        	
          tics involve a build-up of tension which is released when you perform the action.

        

      

    

  


  Tics can be helped by behavior therapy, in particular a technique called self-monitoring and habit reversal. This involves learning to perform a
  movement that is incompatible with the original behavior and can be tricky to do. If you need help with tics and other habits such as nail-biting and skin-picking then we would recommend the
  relevant chapters in Obsessive-Compulsive Disorders by Fred Penzel (Oxford, Oxford University Press, 2000). Tourettes syndrome can also be helped by medication that blocks dopamine
  receptors (for more on this, see Appendix 1).


  What is an obsessive compulsive personality?


  Despite the similarity in the name, obsessive compulsive personality disorder (OCPD) has only a superficial resemblance to OCD. It is sometimes referred to as anankastic
  personality or, after Freud, as being anal retentive. It is possible for someone with OCD to have OCPD as well, although other personality traits are more common. Individuals with
  OCPD may be perfectionist, excessively tidy, excessively concerned with rules, and constantly making lists. They may be somewhat inflexible, unemotional, and overly devoted to work. Such traits are
  difficult to change, but if you do have OCD with OCPD then small shifts usually occur when you overcome OCD.


  Famous people with OCD


  Individuals with OCD are in good company. There are many famous people who are known or thought to have had OCD. The lesson from this is that
  OCD can affect people from all walks of life. Intelligence, money, success, adoration, and fame are no protection from the problem. For obvious ethical reasons, we cannot mention here well-known
  individuals with OCD who are alive today! There are, however, several examples from earlier years.


  Howard Hughes (19051976)


  Howard Hughes is one of the most famous individuals known to have had OCD. He led an extraordinary life, which illustrates perfectly what happens if you have the means to
  capitulate completely to your OCD and insist that others accommodate it. Hughes had a fortune, and generously paid a small group of aides to follow his extensive avoidance and safety behaviors.
  This fatally fueled his obsessions.


  At the age of eighteen, Hughes started a career in Hollywood as a producer and director after he had inherited an engineering business from his father. He also became an accomplished pilot, and
  set an aviation record in 1938 for the first round-the-world flight, after which he became a public figure. He was able to take enormous risks in some areas, such as test-flying new planes, and was
  involved in two air accidents from which he was lucky to emerge alive. One of his businesses, in the military industry (which he left others to run), was extremely successful and made his fortune.
  However, most of the other enterprises in which he was directly involved were abject failures, at least in part as a result of his OCD and his personality. He was too preoccupied with detail and
  unable to delegate or make decisions until he felt totally comfortable.


  Hughes main obsession was a fear of contamination. Early in his Hollywood career he had private investigators monitor actresses, including Ava Gardner,
  for signs of illness. If one of them fell ill, he insisted that she was seen by his personal physician so that he could obtain, without her knowledge, a full medical report  presumably to
  determine if he might have been infected.


  The severity of his OCD fluctuated over the years, but, with the help of his aides, he continued to avoid contact with any contaminants by minutely monitoring his environment.
  Eventually, he began to keep himself to a single room, seeing only his small group of aides. When he discovered that the wife of one of his aides was ill, the man was ordered to work at home and
  Hughes did not see him again for fifteen years.


  Even while he was alive Hughes public image was that of a reclusive eccentric; however, the true picture emerged only after his death. Hughes was especially preoccupied with the transfer
  of germs. He lived in a hotel room whose windows and doors were sealed with masking tape to prevent the ingress of germs. The windows were also heavily draped to keep out sunlight,
  which he believed would encourage the proliferation of bacteria. Everything had to be handed to him covered in handles of paper tissues so that it did not come into contact with
  germs.


  On one occasion he was invited to the funeral of a business associate who had died from cancer. He could not attend, of course, because he avoided contact with everybody except his aides.
  However, he became convinced that the colleague had in fact died from hepatitis. He sent a courier to the funeral with flowers and condolences, and then went to
  great lengths to ensure that his aides did not use that courier company again. He took steps to prevent the company from sending him any literature, or a bill, in case it had become infected
  following the delivery He also gave detailed instructions on how to prevent any back-flow of germs, that is, to prevent any incoming messages of thanks or mail from the grieving
  family or the associates business. The belief that contaminants can transfer from an infected source to another person or to an inanimate object, which can then infect you, is
  a common one in OCD and totally without medical foundation. What is being transferred is the idea of contamination.


  Hughes aides were instructed to follow numerous detailed rituals that could take hours to perform. For example, in order to remove his hearing-aid from the bathroom cabinet, his aides
  were instructed:


  
    
      
        	
          to use six to eight tissues to open the bathroom door;

        


        	
          to use six to eight new tissues to open the bathroom cabinet, remove an unused bar of soap, and clean their hands with the soap;

        


        	
          to use at least 15 tissues to open the door to another cabinet containing the hearing aid; and

        


        	
          to remove the sealed envelope containing the hearing aid with two hands using another 15 tissues in each hand.

        

      

    

  


  Tissues were spread everywhere on the bed, chair, and bathroom floor to prevent contact with contaminants. Later he discarded his clothes and went about naked in
  his room in front of his aides. We presume he thought that his clothing could be contaminated and that there was less risk if he was naked. At one time, he would spend most of the day sitting naked
  in a leather chair in the middle of his room, in an area he called a germ-free zone, watching old movies. He kicked open the bathroom door to avoid touching the handle, and then
  banned his aides from using his bathroom.


  Paradoxically, despite Hughes fear of contamination, in later life he paid no attention to his personal hygiene. When his symptoms were severe he would urinate on the floor or against the
  bathroom door (presumably because he regarded opening the door or going into the bathroom as too anxiety-provoking) and refuse to allow anyone to clean it up, preferring instead for paper towels to
  be spread around. He did not brush his teeth and stopped cutting the nails on his hands and feet, letting them grow to a grotesque length. He did not cut his hair and rarely bathed.


  Retaining his hair and nails may have been an aspect of hoarding, as he kept large vaults of memorabilia, including all the negatives and prints of his movies and thousands of feet of unused
  film, hundreds of scrapbooks containing photographs, newsreel, pilot logs of every minute in the air, aviation trophies, and airplane models. He spent millions storing aircraft he never visited or
  flew. Within his room, he was surrounded by piles of magazines, newspapers, old film cans, memoranda, and contracts. By the end of his life, he was hoarding his urine in jars.


  When he was more lucid, he became preoccupied with atomic testing deep in the rocks of the Nevada desert. He tried to bribe President Johnson with $1 million to
  stop the testing and gave donations of $100,000 to Democrat and Republican presidential candidates to prevent future testing. He was not opposed to atomic weapons; he just did not want the testing
  done near him, probably because of his fears of contamination. In a similar vein, he besought the mayor of Nevada to improve the water-purification system as he was worried that the water had not
  been adequately cleansed from effluent. He drank only bottled water and ate a very restricted diet that had to be handed to him ritualistically to prevent contamination from
  germs.


  In effect, Hughes paid his aides and doctors to capitulate to all his avoidance and safety behaviors. He was initially prescribed codeine as a painkiller after one of the plane accidents, but
  became addicted to it and later injected it and increasing doses of Valium (a tranquillizer). Both drugs were probably used in an attempt to reduce anxiety, but they are addictive, and the
  withdrawal symptoms associated with codeine would have led to more anxiety. They are ineffective for OCD and create other problems such as constipation  although this is something he may
  have wanted if he thought it reduced his risk of contamination.


  When Hughes died at the age of seventy-two in 1976, he was totally emaciated and an extremely sad figure. During his lifetime he had set up the Howard Hughes Medical Institute, partly as a means
  of reducing his tax burden. It is probable that his OCD would have influenced his expressed wish for the institute to prevent disease whether caused by
  bacteria, malignant growth or otherwise. It has a current endowment of $11 billion and now conducts research into genes and molecular biology. This is undoubtedly important work, but
  it would have been fitting if it could have financed some research of relevance to OCD, in view of the terrible effects the disorder had on his life. If only Howard Hughes had been born slightly
  later, or his OCD had been diagnosed and treated, he might have had a much happier and productive life and his inheritance might have been devoted to research into OCD!


  Samuel Johnson (17091784)


  Samuel Johnson had both OCD and Tourettes syndrome. He was a brilliantly creative man, a greatly respected intellectual and author, and compiler of the first English
  dictionary. Johnson would perform highly ritualized movements when passing over the threshold of a door, as described by his biographer, James Boswell: I have, upon innumerable occasions,
  observed him suddenly stop, and then seem to count his steps with a deep earnestness, and when he had neglected or gone wrong in this sort of magical movement, I have seen him go back again, put
  himself in a proper posture to begin the ceremony, and having gone through it, break from his abstraction, walk briskly on, and join his companion. At that time there was no understanding of
  OCD; such practices were simply referred to as bad habit and ridiculed. Johnson appears also to have had obsessions involving moral standards with compulsions that probably involved
  prayers. He wrote in his book Prayers and Meditations in 1766: O God, grant me repentance, grant me reformation. Grant that I may be no longer
  disturbed with doubts and harassed with vain terrors, and Boswell wrote of him: Talking to himself was, indeed one of his singularities ever since I knew him. I was certain that he
  was frequently uttering pious ejaculations; for fragments of the Lords Prayer have been distinctly overheard.


  Charles Dickens (18121870)


  Charles Dickens may have had OCD. He had high levels of anxiety and was universally described as highly strung. Biographers have described him as being preoccupied
  with his hair and combing it in a mirror hundreds of times a day which suggests a diagnosis of BDD. He had a compulsion for ordering the furniture in any room in which he stayed or worked, to try
  to achieve its exactly correct position. Certain objects had to be touched three times for luck. Dickens compulsively tidied up after others and was angered by sloppiness. If he did
  have OCD or BDD, however, the disorder was probably mild, certainly not severe enough to interfere with his creativity.


  Hans Christian Andersen (18051875)


  Hans Christian Andersen was a famous Danish writer of fairy tales who it is thought had OCD and depression. According to Andersen, he had plagued himself to the most
  exquisite degree. He would become obsessed with the idea that something he had just eaten would poison him, or that some trivial event would be exaggerated and would lead to his death. Most
  nights, he repeatedly rose from his bed in order to check that he had extinguished the candle by his bed, though he had never failed to do so when he retired to
  bed. Andersen would often worry that he had paid the wrong amount in a shop or that he had mixed up the envelopes of the letters he had sent. He would have been unable to check this, and probably
  have spent many hours reviewing his actions in his mind.


  John Bunyan (16281688)


  The English author John Bunyan had OCD. In his autobiography, Grace Abounding to the Chief of Sinners, Bunyan vividly describes intrusive thoughts, most of which were
  blasphemous in nature. A very great storm came down upon me . . . whole floods of blasphemies, both against God, Christ, and the Scriptures, were poured upon my spirit, to my great confusion
  and astonishment . . . I felt as if there were nothing else but these from morning to night. Bunyan obsessed about his urges to scream out obscenities in public and would physically restrain
  himself to prevent himself from acting on his impulses. The temper would provoke me to desire to sin . . . if it were to be committed by speaking of such a word, then in so strong a measure
  was this temptation upon me, that often I have been ready to clap my hand under my chin, to hold my mouth from opening.


  According to Bunyan in Pilgrims Progress, There was a castle called Doubting Castle, the owner whereof was Giant Despair. Bunyans obsession that a church bell
  would fall on him illustrates his torturing doubt: I began to think, what if one of the bells should fall? I chose to stand under a main beam . . . thinking
  there I might stand safely. But then I thought again, what if the bell fell with a swing, it might first hit the wall, and then rebounding upon me, might kill me, despite the beam. This made me
  stand in the steeple-door; and now, thought I, I am safe enough. But then it came into my head. What if the steeple itself should fall? And this thought did continually so shake my mind, that I
  dared not stand at the steeple-door any longer, but was forced to flee, for fear the steeple should fall upon my head.


  Martin Luther (14831546)


  The great Reformation priest and theologian Luther was also a tortured soul who had OCD relating to religious doubts and blasphemy. In his Commentary on Galatians he
  wrote: When I was a monk I thought that I was utterly cast away. If at any time I felt fleshy lust, wrath, hatred, or envy against my brother, I assayed many ways to quiet my conscience, but
  it would not be; for the lust did always return, so that I could not rest, but was continually vexed with these thoughts: This or that sin thou last committed: thou are infected with envy; with
  impatience; and such other sins. Like John Bunyan, Luther also experienced blasphemous thoughts: For more than a week I have been thrown back and forth in death and Hell; my whole
  body feels beaten, my limbs are still trembling. I almost lost Christ completely, driven about on waves and storms of despair and blasphemy against God.


  Have I got OCD?


  Only a trained health professional can diagnose you as having OCD. However, there are questionnaires and checklists that may help you assess yourself.


  The following is a screening questionnaire from the International Council on OCD:


  
    
      	
        1.

      

      	
        Do you wash or clean a lot?

      
    


    
      	
        2.

      

      	
        Do you check things a lot?

      
    


    
      	
        3.

      

      	
        Is there any thought that keeps bothering you that you would like to get rid of but cant?

      
    


    
      	
        4.

      

      	
        Do your activities take a long time to finish?

      
    


    
      	
        5.

      

      	
        Are you concerned with orderliness or symmetry?

      
    

  


  
    If you answered yes to one or more of these questions and it causes either significant distress or it interferes with your ability to work or study your role as a homemaker, your
    social or family life, or your relationships, then there is a significant chance that you have OCD. The test is not perfect, however, and can be a bit over-sensitive at diagnosing OCD, so it may
    be a good idea to try another questionnaire as well.

  


  Another good screening test is the Obsessive Compulsive Inventory devised by Professors Foa and Salkovskis (included in Appendix 4). If you score 21 or above then you are likely to be suffering
  from OCD. Finally, read the checklist of symptoms from the Yale Brown Obsessive Compulsive Scale (YBOCS), also reproduced in Appendix 4. If you tick any of these, then you probably have OCD. The
  checklist can be useful to define your most troublesome obsessions and compulsions, and these can then be rated on the YBOCS as a measure of severity. This is
  widely used by professionals as a measure of severity of OCD for treatment trials to determine whether a therapy is effective or not. In summary OCD is a complex problem with many different faces.
  However, as we shall describe there are some core principles of self-help that can be used to overcome this distressing problem.
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  What caused your obsessive compulsive disorder?


  Know your enemy  understanding is part of the cure


  When considering the cause of your OCD, it is usually helpful to think of factors that:


  
    
      
        	
          have made you vulnerable to developing OCD;

        


        	
          have triggered your OCD;

        


        	
          maintain your symptoms of OCD.

        

      

    

  


  In this book, we emphasize the factors maintaining your OCD, as it is these factors that you can change and that form the cornerstone of self-help and cognitive behavior therapy
  (CBT). However, a good understanding of how your OCD has developed can help you to take a more sympathetic, compassionate view of yourself, and this will make you more effective in your attempts to
  overcome OCD. Scientists do not fully understand what causes OCD, and  as with most other mental disorders  a massive amount of research is still needed. The causes of OCD may be
  particularly difficult to understand because there are different types of the disorder  for example, the cause in someone whose chief symptom is hoarding may
  not be the same as the cause for someone with fears of contamination; and fears of contamination in two different people may have different causes.


  OCD, like all mental disorders, results from a combination of biological (or genetic), psychological, and social or life experience factors. However, people with the same symptoms may
  have different combinations of these risk factors, which makes OCD complicated to unravel. It is often difficult to say which risk factors are relevant in a given person and, at the
  moment, the treatment does not differ according to which seem to be most prominent. One persons OCD may be caused mainly by biological factors, whereas in another person it may arise from
  mainly psychological or social factors. For example, at one extreme, a young boy may have a rare immune response to a throat infection, which has triggered symptoms of OCD: he is biologically
  vulnerable. At the other extreme, a woman may have developed OCD after a trauma like rape: she is psychologically vulnerable as the result of her life experience. One way of thinking about the
  different contributions made by these different factors is to imagine that having OCD is like having a glass full of a cocktail. The ingredients and quantities that make up the cocktail in the
  glass will be different for each unique individual, and they also mix in different ways. This is illustrated in Figure 2.1.


  One day there will be an adequate model of OCD that integrates biological, psychological, and social factors, buta lot more research needs to be done before we
  arrive at it. For the present, when anyone tells you the cause of your OCD, dont believe them; the combination of causes for each person is likely to be unique, with
  different factors all interacting in a complex manner. In some people, especially young children with OCD, biological factors are likely to loom larger; for others, psychological factors will be
  more prominent. Many people with OCD would like more certainty on the cause, but at present our knowledge is very limited and there are many uncertainties, and often disagreements, among
  scientists!


  
    
      [image: img]


      Figure 2.1 What causes OCD? The Cocktail of factors

    

  


  Can OCD be inherited or passed on?


  Factors that can make you vulnerable to OCD include your genes or an anxious temperament. OCD can sometimes run in families. Studies have found that 5 per cent of the close
  family of someone with OCD are likely also to have OCD at some time in their lives. Remember, though, that OCD occurs naturally in up to 12 per cent of the population, so this is only a
  little higher than normal risk. Casting the net more widely, obsessive compulsive symptoms (but not OCD) are seen in another 1015 per cent of the close
  family members of those with OCD. It is likely that the influence here is genetic rather than social, although the genetic factors involved have not yet been identified, because individuals with
  OCD often keep their symptoms secret, so close family members will not necessarily know what another member of the family is up to behind closed doors. In addition, the symptoms may be mild, or may
  have ceased many years ago. Sometimes, too, one member of the family may be a washer and another a checker, suggesting that neither has learned the behavior from the other.


  Even those individuals who are genetically disposed to OCD usually develop the disorder itself only after life experiences switch on their OCD: in different or better circumstances
  the person might have never developed OCD. Life experiences that may trigger OCD include serious events during childhood or adolescence such as emotional neglect or sexual abuse;
  however, less extreme events such as changing job or school could be important as a trigger.


  Adults with OCD often worry about passing OCD on to their children. However, as noted above, the chances of your child developing full OCD are as low as 5 per cent; furthermore, if your child is
  unlucky and this does happen, you will be more aware of the problem and the signs to look for so that you can obtain help at an early stage. We are also likely to learn more about OCD over time,
  and newer types of medication or psychological therapies to treat or prevent OCD may be developed. The possibility of a child of yours developing OCD should not,
  therefore, influence your decision about whether to have a family too much. A more important consideration, if you have severe OCD, is whether you think you can care for a child adequately


  It is interesting to speculate why there may be a genetic predisposition for OCD. Some researchers have proposed evolutionary theories, suggesting that the behavior might have had an advantage
  for survival or breeding. For example, by washing and grooming regularly, early man would have been less likely to suffer from infections and more likely to find a better mate. Checking for danger
  from predators would have improved his chances of survival. Hoarding would be an instinctive nesting behavior and an advantage in times of shortage. (However, while this is easy to relate to
  animals, which tend to hoard only foodstuffs, humans hoard a wide variety of objects.) Because of the advantages they conferred, the genes for this behavior would have been selected
  and transferred to the next generation. Such theories sound plausible, but are impossible to prove. Even if correct, they are only one tiny part of the jigsaw puzzle of what causes OCD today.


  Triggers for OCD


  OCD usually begins gradually, and this makes it harder to pinpoint the factors that might trigger it or switch it on. You may be one of the 50 per cent of
  individuals with OCD in whom there are no specific triggers. People who have OCD are, however, more likely than others to have had one or more major event in their life in the six months prior to
  the onset of their OCD. Some report a specific event, such as having a child, which led to their developing OCD: as we shall see later in the book, an increased
  sense of responsibility is an important issue for many people who have OCD. For others, a trauma, such as rape or an accident, or some other kind of bad experience, such as bullying or conflict,
  may switch on or aggravate OCD. Occasionally, use of stimulant drugs such as cocaine or amphetamines may trigger or aggravate OCD. In such cases, OCD usually  but not
  necessarily  improves when the person stops taking the drug.


  OCD and the brain: some biological explanations


  Do I have OCD because theres something wrong with my brain?


  Some scientists describe OCD as having a neurobiological cause. The possible advantage of a biological explanation that links OCD, for example, with a neurological
  illness like migraine is that it may reduce stigma in the face of ignorant people who think that individuals with OCD should just pull themselves together. However, there is no
  evidence that stigma is in fact reduced, and neurobiological explanations alone do not fully explain the symptoms of OCD or the psychological factors that maintain the disorder.


  Biological explanations of OCD often start with the observation that animals show innate or fixed patterns of behavior, such as nest-building or grooming rituals. For example, cats will lick the
  face or paws; a bird will systematically collect suitable material for a nest and weave it together at particular times in a mating cycle. These behaviors occur
  whether an animal is raised in the wild or in complete isolation in captivity Furthermore, fixed patterns of behavior often occur inappropriately at times of stress. For example, a dog under stress
  may compulsively lick its paws excessively so that they become raw and painful, a condition called acral lick dermatitis. Humans also have innate and fixed patterns of behavior like
  washing and grooming that are hard-wired in a primitive area of the brain called the basal ganglia. The theory is that these primitive fixed patterns of behavior are inappropriately
  activated at times of stress. The thinking part of the brain (in the frontal lobes) usually knows that the behavior is irrational and desperately tries to stop the fixed patterns of behavior driven
  by the basal ganglia.


  Biological explanations of OCD are supported by research using brain scans that show increased activity in the frontal lobes of the brain of individuals with OCD, compared with people who do not
  have OCD. In some studies, the scans suggest a reduction in the size of the basal ganglia. However, theses changes are not consistent in all studies and may be unrelated to OCD. Furthermore, the
  increased activity in the brain returns to normal following behavior therapy or medication. This suggests that the abnormal brain activity and changes in size of parts of the brain are
  consequences rather than causes of OCD. (To draw an analogy: a fast heart rate occurs in a panic attack; but this is not a cause of the attack, its a consequence of anxiety.)
  It also means that, for the overwhelming majority of individuals with OCD, there is no permanent damage or disease in the brain. In extremely rare cases, it
  has been known for a stroke in an elderly person to affect the blood supply to the basal ganglia in the brain and cause OCD.


  It is also difficult to link the experience of someone with OCD with the findings on brain scans in a coherent and scientific manner. In summary, studies suggest that one part of the brain (the
  frontal lobes) is trying too hard to get a message through to another part of the brain (the basal ganglia) in order to switch off behavior patterns like washing or
  checking. The frontal lobes are, among other things, responsible for being aware of novelty or danger, whereas the basal ganglia store automatic behaviors like washing and grooming. In OCD, the
  frontal lobes are desperately trying to switch off the basal ganglia and to finish the routine. As a result, it is suggested, routines such as washing or checking that can normally be done
  without thinking, in OCD become compulsions which, if not resisted, may continue for several minutes or even hours until the anxiety has decreased.


  Although the findings on brain scans are interesting and offer a valid biological description of the problem in OCD, they have not led to any new treatments. We believe that the findings
  on abnormal brain scans and animal models are best interpreted as a consequence of OCD rather than a cause. The picture is of a brain that is desperately trying to calm a system which is
  under pressure from too much anxiety. Also, biological explanations do not explain the content of the obsession or compulsion  for example, they do not focus on why someone checks rather
  than cleans;


  and they have little to say about the psychological aspects of OCD, such as excessive responsibility or magical thinking. Much research is still required,
  therefore, to bring together biological and psychological theories of OCD.


  Do I have OCD because Ive got a chemical deficiency in my brain?


  Other biological explanations focus on the role of serotonin in OCD. Serotonin, a chemical occurring in the nervous system, has a role in many aspects of normal human
  functioning including appetite, sexual desire, and moods such as depression and anxiety; so it is not unique to OCD, and its role in OCD is only one small part of the story. Medication that helps
  to increase activity in nerves that use serotonin can help OCD, and we look at such drugs in detail in Appendix 1. However, because drugs that help in treating OCD act on nerves that contain
  serotonin, this is not to say that there is a deficiency of serotonin in OCD. This would be like saying that if aspirin helps in cases of headache, then headaches are caused by a deficiency of
  aspirin.


  We acknowledge that there is other evidence that points to changes in the nerve cells that contain serotonin in OCD. However, these changes are likely to occur as a result of the brain trying
  to dampen the system down  in other words, as a consequence of the OCD and associated anxiety. Drugs that act on the brains use of serotonin may help in OCD (and
  depression, and other anxiety disorders) by enhancing the function of nerve cells in the brain that help to inhibit anxiety. If you are less anxious, you may be able to cope better in
  resisting rituals and to make a more realistic estimate of the degree of harm likely to result from your not performing your compulsions. Because of the way they
  work, serotonin-acting drugs are not usually effective in individuals with low levels of anxiety


  Do I need to check so much because my memory doesnt work properly?


  Other researchers have suggested that individuals with OCD have a deficit in their general memory in an attempt to explain the doubting and checking features of OCD.
  Investigation has shown that this is not the case; in fact, OCD individuals tend to have an enhanced memory for information that is specifically related to their obsessions. However, they lack
  confidence in their memory for checking. We return to this lack of confidence theme later.


  An alternative model for OCD


  In summary, trying to unravel the biology of OCD is a very complex enterprise, and statements that OCD is caused by a deficiency of serotonin in the brain or a
  block in the basal ganglia are too simplistic. Remember that any biological changes observed in the brain with OCD can be reversed by using either psychological or physical therapy. If a person
  overcomes their OCD (by whatever method), then the brain will switch off the biological changes that have come about in response to the excessive anxiety, and the system will return to
  normal. There is no permanent structural damage in someone who recovers from OCD, and the use of medication does not tell us much about the cause of the disorder.


  An alternative, psychological model for OCD (and other mental disorders) states that the normal mind consists of a large number of modules, each crafted to do a
  certain job. For example, there is a module for fear, another for memory, and so on. In some mental disorders there may be damage to a module. For example, in conditions like dementia there may be
  damage to the module for memory. In other disorders, certain modules are trying too hard because there is an excessive load on the system. According to this model, OCD can be regarded as a
  failure in a system because it is overloaded. It is overloaded because you think that you have the power to prevent awful events from occurring and as a result are extremely anxious about all
  the catastrophes that could occur if you dont make sure this power is used. Thus the brain is coping the best way it can to restabilize itself and reduce anxiety. This effort, which is a
  normal process, will be manifested in abnormal brain scans and changes in serotonin activity, which can be regarded as consequences of the mind desperately trying to restabilize
  itself.


  A cognitive behavioral model for the maintenance of OCD


  The key to overcoming your OCD is to understand whats keeping it going. The more you can understand the psychological mechanisms behind your OCD, the better equipped you
  will be to conquer it. Think of yourself as a scientist trying to cure a disease. You would need to learn a lot about the nature of the disease to find an effective cure, and then to stop it coming back. The problem for so many people suffering from OCD is that their ideas about the nature of the problem, and the solutions that follow from these ideas,
  are largely different from those of individuals without OCD. This is a critical point: the way you have understood your OCD so far, and the solutions you have applied, may well be a cause of
  your problem, actually be keeping it going.


  Look at it this way. If you view the intrusive thoughts and urges that you have as the heart of the problem, it is logical for you to try to solve the problem by making efforts to respond to the
  intrusion and to stop or neutralize it until you feel comfortable. But intrusive thoughts, doubts, images, and urges are entirely normal; so trying to blot them out is something like trying to cure
  a physical illness by removing a healthy organ  a drastic remedy that is highly likely to make the person less rather than more well.


  The rest of this chapter is therefore about developing a good psychological understanding of how your symptoms of OCD are maintained, and then of the implications for treatment. Note the
  word maintained: we are not saying that OCD is caused by these processes, but rather that the processes are what keeps your OCD going in a series of vicious circles. As
  we have noted earlier in this chapter, there is a lot of controversy in medical circles about what predisposes individuals to OCD and about biological models of the disorder; but, conversely, there
  is a lot of agreement among researchers on the maintaining factors, and that is what we are concentrating on in this section. Breaking out of these cycles is crucial to overcoming OCD.


  The first step is to understand why the self-help program being offered in this book, and the treatment model on which it is based, can help to overcome OCD, and
  why your solutions of avoidance, safety-seeking, and compulsions, and the meaning you attach to your intrusive thoughts, are not solving your problem, but maintaining it.


  We would like to thank Steve Hayes for a good metaphor for OCD. Imagine you are placed in a field, blindfolded, and given a toolbox to carry. You are told your job is to run around this field,
  blindfolded. Now, unbeknown to you, in this field are a large number of deep holes. You dont know that at first. So you start running around and sooner or later you fall into a large hole.
  You cannot climb out and there are no escape routes you can find. Not surprisingly, you feel inside the toolbox you were given to see what is in there; maybe you can find something you can use to
  get you out. The only tool is a spade, and so you dutifully start to dig your hole further. Soon you notice you are not out of your hole, so you try digging faster and faster; but you are still in
  the hole. So you try big spadefuls; you try throwing the dirt far away from you; and so on  but still you are in the hole.


  Does this relate to your experience of OCD? You might be seeking help from this book or going to a therapist in the hope that you can find a bigger or better spade, perhaps a golden spade, to
  get rid of your intrusive thoughts or anxiety. Well, you cannot dig your way out; all the digging you can do just digs you in further. However, there may be another way out, as we are about to show
  you a ladder. However, you wont be able to find the ladder (remember, you are blindfolded) until you drop the spade . . .


  Avoidance and safety-seeking


  Our earliest understanding about OCD was based on learning theory, and the effect of avoidance and compulsions on fear. Put simply, each time you avoid a situation or activity
  the behavior is reinforced because you have prevented yourself from experiencing anxiety and the harm that you think might have occurred if you hadnt avoided the situation. This
  reinforcing means that you are more likely to act in the same way when you next have the opportunity of avoiding a situation. For example, if you avoid using public toilets because of
  the fear of contamination, you will have prevented yourself from feeling anxious and so you will go on avoiding public toilets because then you wont feel anxious. If you escape from a
  situation where you feel anxious because you think you will see blood, then you will do the same thing the next time. In both cases the avoidance behavior is reinforced.


  A second key issue is the way you respond to anxiety and the belief that you can prevent harm. In OCD, a common response to anxiety is a ritual or a safety-seeking behavior. Rituals are also
  reinforced, so that when, for example, you check that a light switch is off and then feel less anxious, you are more likely to act in the same way in the future.


  In short, avoidance and compulsions seem at first to work! They work in the sense that you think that you have prevented harm (e.g. your electrics do not catch fire) and
  this usually either reduces your anxiety or stops you feeling anxious. Unfortunately, avoidance and compulsions have a high cost, and in the long term they make you
  more anxious and fearful. They feed the obsession. Thus trying too hard to get rid of your intrusive thoughts and feelings by avoidance and compulsions actually becomes the
  problem.


  Our understanding of the function of avoidance led to the principles of exposure therapy, in which a person with OCD repeatedly confronts the situations or activities that he or
  she has hitherto avoided without doing a compulsion (this is technically called response prevention or sometimes ritual prevention) until the anxiety has subsided. This
  is known as habituation and is the cornerstone of psychological treatment for OCD. Practicing alternative behaviors (or returning to old ones that you used before you had OCD) makes
  them automatic or routine, in just the same way as when you learn any new skill, like driving. This is the essence of the behavioral component of therapy, which is discussed in Chapter 3.


  Exposure also allows you to find out whether what you expect to happen does in fact happen, and to learn new ways of behaving by acting against the way you feel. You can do a kind of formal
  behavioral experiment, in which you test out some of your feared consequences (e.g. the belief that when you are very anxious you will lose control and go crazy). During the
  experiment, you will see if there is another way of looking at being anxious that would allow you to act differently. In some situations, of course, you cannot test whether a belief is actually
  true, because the experiment could last for many years. For example, we had a patient who had a doubt about whether you can die of cancer brought on by
  radiation stemming from a smoke detector. You would have to wait thirty or forty years before the end of any practical experiment (although the scientific evidence is that smoke
  detectors are very safe). In such situations, you will need to decide whether what you learn in an experiment fits best with one or the other of two competing theories:


  
    
      
        	
          Theory A: You are at high risk of dying of cancer from being close to a smoke detector. Your solution is to take every possible step to avoid smoke detectors and keep checking for their
          presence.

        


        	
          Theory B: You have an excessive worry about dying of cancer from being close to smoke detectors; your solutions to this worry have become your problem and feed your
          anxiety.

        

      

    

  


  Testing whether your symptoms best match Theory A or Theory B is the cornerstone of the cognitive component of therapy. Normally someone with OCD has been pursuing Theory A for
  many years and as a result is significantly handicapped. However, in order to determine whether Theory B might be the correct explanation for your problems, you will have to act as if it
  were correct, at least for a limited time while you collect the evidence. If, after, say, three months, you remain unconvinced, you can always go back to Theory A and carry on with your current
  solutions and look for that bigger or better spade to get you out of your hole. You might believe its an act of faith to drop your spade and think that the
  risk of getting cancer from smoke detectors through testing out Theory B is too high. However, if you do not let go of the spade, then you wont know if there is anything else there to take
  hold of. In the metaphor, after all, you are blindfolded; you will only know what else there is by touch, and you can only touch something else when you have let go of the spade. If you dont
  test out the alternative theory, all you will have is your spade, and all you will do is dig yourself further into the hole, causing yourself more distress and limiting your life yet further.


  The next step in getting to grips with the factors that maintain OCD is understanding the meaning (that is, the cognitive component) that you attach to normal experiences.
  We will discuss this with reference to a number of different ways of thinking in OCD.


  Inflated responsibility and magical thinking


  Individuals with OCD have an inflated sense of responsibility. By this, we mean a type of thinking whereby you believe that you have an especially powerful influence that can
  either cause or prevent bad events which are personally important to you. For example, a person with OCD who is especially fearful of theft might believe that he has a particular influence in being
  able to prevent a burglary from occurring. This, in turn, leads to trying too hard to ensure that his doors and windows are locked. Another person with OCD who has a fear of contamination believes
  that her anxiety will go on forever and she will lose control and that she can prevent this by washing repeatedly.


  As you improve, you will learn that you have a limited influence over whether bad events happen. If your child is going to get leukemia, it was probably largely determined by his genetic makeup
  when he was born. If a burglar really wants to break into your house, then it doesnt matter whether all the doors and windows are locked  the burglar can use a crowbar or break the
  window and ignore the alarm, which is all that is required if an intruder is really determined to find the valuables he wants. We know this because it has happened to one of us with the door locked
  and the alarm switched on. It would have made no difference how many times we had checked our locks or alarm! Many bad events occur simply because someone is in the wrong place at the wrong time;
  we all have very limited foreknowledge and very limited ability to prevent a bad event from occurring. OCD sufferers think they can prevent bad events that are relevant to them from
  occurring, and then try too hard to stop them.


  Another aspect of OCD closely related to the inflated sense of responsibility is magical or superstitious thinking that is taken to the extreme. Alas, many people without OCD act
  superstitiously (e.g. they touch wood or light a candle to prevent something bad from happening) as it makes them feel more comfortable and as if they had more influence and control over
  events. The cost of such behavior is usually low for most people without OCD: they treat superstitions as bit of a joke and, as bad things do not happen very often, the behavior is reinforced. Magical thinking and superstitious behavior, then, are somewhere on the same spectrum as OCD but for most people not distressing or frequent enough to be a problem. We
  personally go out of our way with our patients to act anti-superstitiously, for example, by using number 13 or 666, going under ladders, not touching wood, and so on. We hope to persuade you
  also to act rationally and anti-superstitiously to rid yourself of your OCD.


  The over-importance of thoughts


  This overinflated sense of responsibility can be applied to intrusive thoughts or images and the belief that such thoughts are extremely important. Indeed, many people with OCD
  believe that the mere presence of a bad thought can produce a bad action, or that it is immoral to have such thoughts. (This has been termed thought-action fusion.) Unfortunately,
  some religions have encouraged this belief. If you believe that it is immoral to have bad thoughts or that they will lead to bad actions then, not surprisingly, you will also believe that it is
  extremely desirable to control bad thoughts and images, and that this is possible.


  To understand these ideas in more detail, we need to know that all human beings experience intrusive thoughts, images, and doubts which are usually absurd and run counter to what the person
  wants to do or think. In experiments carried out in the 1970s, researchers asked some people with OCD and some people without OCD to list their intrusive thoughts. Researchers could find no
  difference in the types of thought reported by those with and those without OCD. Below is a list of the thoughts, images, and impulses used in the experiment:


  
    
      	
        1.

      

      	
        Impulse to hurt or harm someone.

      
    


    
      	
        2.

      

      	
        Impulse to say something nasty and damning to someone.

      
    


    
      	
        3.

      

      	
        Thought of causing harm to, or the death of, close friend or family member.

      
    


    
      	
        4.

      

      	
        Thought of acts of violence in sex.

      
    


    
      	
        5.

      

      	
        Impulse to crash car, when driving.

      
    


    
      	
        6.

      

      	
        Thought Why should they do that? They shouldnt do that, in relation to people misbehaving.

      
    


    
      	
        7.

      

      	
        Impulse to attack or strangle cats or kittens.

      
    


    
      	
        8.

      

      	
        Thought I wish he/she were dead, with reference to persons close and dear.

      
    


    
      	
        9.

      

      	
        Thought of harming partner with physical violence.

      
    


    
      	
        10.

      

      	
        Impulse to attack or violently punish someone: for example, to throw a child out of a bus.

      
    


    
      	
        11.

      

      	
        Impulse to engage in certain sexual practices that involve pain to the partner.

      
    


    
      	
        12.

      

      	
        Thought Did I commit this crime?, when reading reports of crime.

      
    


    
      	
        13.

      

      	
        Thought that one might go berserk all of a sudden.

      
    


    
      	
        14.

      

      	
        Thought: wishing and imagining that someone close to you was hurt or harmed.

      
    


    
      	
        15.

      

      	
        Impulse to violently attack and kill a dog that one loved.

      
    


    
      	
        16.

      

      	
        Thought These boys when they were young  a mechanically repeated phrase.

      
    


    
      	
        17.

      

      	
        Impulse to attack or harm someone, especially own child, with bat, knife, or heavy object.

      
    


    
      	
        18.

      

      	
        Thought of unnatural sexual acts.

      
    


    
      	
        19.

      

      	
        Thought of hurting someone by doing something nasty, not physical violence: Would I or would I not do it?

      
    


    
      	
        20.

      

      	
        Impulse to be rude and say something nasty to people.

      
    


    
      	
        21.

      

      	
        Thought of putting obscene words in print.

      
    


    
      	
        22.

      

      	
        Mental image of stabbing a passer-by.

      
    


    
      	
        23.

      

      	
        Mental image of stripping in church.

      
    

  


  
    For the record, items 1, 2, 3, 6, 10, 11, 14, 15, 18, 19, 20 and 23 are intrusive thoughts provided by people without OCD and the remainder are taken from people with OCD. All humans,
    therefore, have intrusive thoughts, images, and urges that are absurd. Those who have OCD have more frequent and complex thoughts than others, and are more distressed by them, because of the
    meaning they attach to the thoughts and the way in which they have responded to them. OCD is maintained when you misinterpret intrusive thoughts as a sign not only that is there a serious risk of
    harm occurring to yourself or others (the overimportance of thoughts), but that you can prevent harm through what you do or what you fail to do (the overinflated responsibility). The problem is,
    therefore, not the intrusive thoughts but the meaning you attach to them: for example, Having thoughts about a bad action means I might actually do that action impulsively at
    some time. I might do something I couldnt bear to even think about.

  


  Some people with OCD believe that having such thoughts means that they could have already acted in that way, even though they cant remember it: for
  example, I could have attacked and hit a small child that I passed in the street. This may then lead to a mixture of anxiety, doubt, excessive checking, mental reviews, and
  reassurance-seeking about whether they had in fact acted impulsively in a way that would be abhorrent to them.


  There may be a moral dimension to the response, for example: I am bad for having such thoughts and urges which I shouldnt be having. Interpreting thoughts in this way has
  the effect of increasing the feelings of threat and responsibility as you then try too hard to prevent yourself from having these harmful thoughts. Needless to say, it is not that you
  shouldnt be having such thoughts. On the contrary, as a human being you should be having such thoughts. You would be abnormal if you didnt have intrusive thoughts. The
  difference between you and others who do not have OCD is the meaning you attach to the intrusive thoughts, the frequency and distress associated with the thoughts, and the way in which you respond
  to them.


  Sometimes the development over several years of attitudes and beliefs that, in combination with normal thoughts or urges, cause anxiety and distress, can lead to OCD. A particular life
  experience may be the trigger. For example, Toni had a premonition that her grandmother was going to die; then her grandmother did die, of natural causes, which led her
  to conclude that she could have done more to prevent her death. Attitudes that may make you vulnerable to OCD include:


  
    
      
        	
          If I think bad things, this is as bad as doing bad things.

        


        	
          One can and should exercise control over ones thoughts.

        


        	
          If I know harm is possible, I should always try to prevent it, however unlikely it seems.

        

      

    

  


  To identify some of the attitudes that may make you vulnerable to developing OCD, you can complete the Responsibility Interpretations Questionnaire developed by Paul Salkovskis
  and his colleagues (see Appendix 4). We discuss ways of overcoming an excessive sense of responsibility in the next few chapters.


  The unique content of your obsessions


  Although obsessions tend to relate to one of the main themes (contamination, harm, aggression, sex, religion, order, or symmetry), the exact content usually depends upon
  the values of the individual, by which we mean which people or things he or she regards as most important to protect from harm. Hence a mother has an obsession about stabbing her baby son because
  he is the most precious thing that she can imagine and she cares deeply for him. Interestingly, such thoughts also occur in men and women without children, because children are important to their
  life in some other way: for example, they might want to work with children or wish they had a family. The intrusive thoughts represent their deepest fears  that they could be responsible for harming a vulnerable child, or that they will have their liberty taken away and be shamed. Intrusive thoughts and images therefore represent particular worries.
  Couple these thoughts/worries with the belief that you are able to prevent bad events from happening and suddenly as if by magic, you have an obsession.


  Similarly, Anthony  a man who has intrusive images of masturbating over his mother is revealing his deepest fears and disgust. His mother is dying from cancer; he loves her enormously and
  its very important to him that he cares for her in her last days; and yet he avoids being in her company because he fears having the image with his mother because it would mean he was a bad
  and disgusting person. The content of obsessions, therefore, frequently represents the specific values and interests of the individual. They fear that if their thoughts became reality then their
  life would be devastated, and therefore all their energy is directed at preventing the harm from occurring.


  Most of the examples above are obsessions to do with preventing harm in others. Obsessions are also commonly focused on preventing harm to yourself  for example, becoming ill or dying
  from a contaminant, or just feeling anxious about losing control and going crazy.


  Sometimes it is difficult to work out how the content of your obsession relates to what is important in your life. It may just be self-preservation and not losing control or going crazy. Do not
  worry if you cannot work it out  sometimes it is very hard to articulate the meaning, and it may be helpful to talk it through with a therapist. If you avoid a great deal and have hardly
  ever resisted a compulsion (especially ordering and repeating), you will have become so good at OCD that you never get sufficiently anxious to acknowledge
  explicitly what it is you fear. Here, it will be important for you to do an experiment to confront your fears, just to find out what is going through your mind and what your obsession is or means
  to you.


  Overestimation of danger


  Another aspect of meaning is the way you are more likely to overestimate the degree of threat to yourself and underestimate your ability to cope or seek help.


  Thus, if you have a fear of contamination from HIV and see something red, then you immediately think it must be blood that contains HIV and that you could not protect yourself from the risk of
  infection. If you are a motorist and believe yourself to be at risk of knocking over cyclists, every cyclist you pass will be regarded as potentially run over and lying in the gutter. If you are an
  accountant with OCD, then every column of figures may be added wrongly, with disastrous and irremediable consequences that you should be responsible for preventing.


  The habit of overestimating danger is not specific to OCD; it also occurs in other anxiety disorders. For example, someone with social phobia may overestimate the likelihood of the other members
  of a group being critical and rejecting. When it comes to helping yourself to face your fears, you will need to be aware of this bias in overestimating danger or threats and underestimating your
  ability to cope or seek help, and correct it by acting as if it is a false signal.


  Intolerance of uncertainty


  Many people with OCD believe that they need to know for certain that something bad will not happen. Others believe that they are unable to cope with unpredictable change or
  ambiguous situations, and want a guarantee that nothing will change for the worse. An example is a man who wanted to know for certain that he would not be harmed if he touched a dirty overall, and
  that he would not get cancer from asbestos.


  For these people, OCD is the ultimate insurance policy and usually means thinking that if you try hard enough and do more rituals and get more reassurance then you can be more certain. The
  reality is that trying harder usually increases doubts and the feeling of uncertainty. Indeed, it is often said that there are only two guarantees in life  death and taxes! We know of one
  further guarantee. It is that when you demand certainty in your life you will be distressed, and find it impossible to overcome your OCD.


  A good analogy is the amount you are prepared to spend on an insurance policy to give yourself peace of mind. All insurance policies have exclusions  for example, what are
  termed acts of God. By taking out a policy that purported to guarantee you against such events, you might feel that you were giving yourself certain protection from danger;
  however, it is more likely that you would be paying an extremely high premium to cover acts that no one could actually prevent, with the insurers laughing all the way to the bank. Reducing risk and
  performing compulsions to make you feel more certain has a cost (e.g. the time involved and lost productivity) and often also has the paradoxical effect of increasing doubt.


  Perfectionism


  In some types of OCD there is a belief that there exists a perfect solution to everything; that doing something perfectly is possible and necessary; and that even minor mistakes
  have serious consequences. This leads to such beliefs as Failing partly is as bad as failing completely This may then lead to changes in behavior that are counterproductive. An
  example is spending hours correcting a document so you can feel it is just right rather than good enough, and losing sight of the actual goal to be achieved, in this
  case the instruction or message to be communicated by the document. Perfectionism is a common feature of OCD in individuals with a desire for control and order, and is especially prevalent in those
  who also have anorexia nervosa.


  The big issue in perfectionism is thinking in terms of black and white rather than shades of gray. The problem is the demand for a perfect solution: that is, you absolutely must reach the
  highest standard all the time or you are an utter failure. A healthy goal will be to strive for high standards and at the same time to accept that if you do not succeed 100 per cent you are not a
  failure; just a fallible human being, as we all are.


  Hoarding


  We discuss hoarding separately because the psychological characteristics are slightly different from other types of OCD. The first characteristic of hoarding is the emotional
  attachment to possessions. Another way of describing this is the degree of importance a person attaches to their possessions. You might say that people who hoard
  compulsively identify themselves through their possessions. Normally at the centre of our identity are aspects of our personality physical attributes, and values. Clustered around this core are the
  people, animals, and inanimate objects in which we have an investment, such as our family, friends, pets, and possessions. In compulsive hoarding, your possessions can develop such overriding
  importance that they become the centre of your identity, and you merely their custodian. Hence, losing your possessions feels like losing part of your self  like a snail losing its shell. Is
  it any wonder, then, that if you are a compulsive hoarder you want to hang on to your possessions for dear life? Avoiding throwing away possessions prevents marked anxiety and distress.


  Another feature in hoarding is the excessive clutter, which prevents much being done as living space becomes crowded with objects. The reason the space gets so cluttered is that someone with
  hoarding tends to remember items visually (rather than knowing that they are hidden away according to a category, such as bank statements). Therapy must, therefore, be directed at learning to
  categorize possessions and trusting that you will be able to find them again without seeing them in front of you.


  Individuals with OCD often express an excessive sense of responsibility towards their possessions, or believe they must protect them from harm. This echoes the general characteristic of all OCD
  thinking that we discussed earlier: belief in the influence and ability to prevent harm from occurring to yourself or to others. In relation to hoarding, when the
  possession is threatened, protecting the object from harm is the same as defending your self. If you are a hoarder, this means that you will want to control your possessions entirely and
  will become very anxious if objects are moved or even touched without your permission. One aspect of the sense of responsibility is a wish to be fully and completely prepared for future needs: so
  you may buy more objects to avoid any possibility of being caught out with not enough of something. Furthermore, you are likely to overestimate the potential value and inherent worth
  of an object you have the chance to acquire and view it as an opportunity not to be missed: hence more items are accumulated. At the same time, you can probably always think of more reasons to save
  an item than to discard one.


  Another characteristic of idealized values about the importance of ones possessions is the rigidity with which the values are held. Such individuals are unable to adapt to changing
  circumstances and ignore the consequences of acting on their distorted value judgments. Cynthia had a severe hoarding problem and was virtually housebound because she felt she had to guard her
  possessions against being stolen. The possessions themselves were virtually worthless, but she would not allow anyone into her house and spent most of the day checking her possessions to determine
  whether anything was lost. The house had become a fire hazard; and yet she said that if her flat were to catch fire, she would rather stay with her possessions and die than escape and be left with
  nothing of her self.


  Another type of emotional attachment in hoarding is the sense of comfort and safety that possessions might provide. For example, when under stress, you may wish
  to return home and gather your possessions around you. This has the effect of reducing anxiety (like going back to a bunker) and giving a sense of protection from the outside world.


  Attention


  If you have OCD, then you are likely to focus your attention on situations that you think may be dangerous. This has the effect of magnifying the situation and making you more
  aware of it. This phenomenon is a normal one that happens in everyday life  for example, when a woman becomes pregnant, she starts to notice other pregnant women and babies everywhere. It is
  not that there are more pregnant women and babies; just that she is just more aware of them. Similarly, if you were to concentrate now on the sensations in your big toe for the next minute or so,
  you might start to feel a sensation of throbbing which you were not aware of before. So, if you have normal thoughts of stabbing your baby and then believe that this makes you a danger to your
  baby, then you are more likely to monitor the thoughts and they will appear to increase. Another vicious circle has been set up: the more you pay attention to your intrusive thoughts, the more you
  are aware of them, and the more they magnify; so you pay yet more attention to them, and so on and on.


  In the same way, when you feel anxious and panicky, and experience the physical sensations of anxiety (e.g. sweaty, shaky, heart racing), you may focus your attention on these feelings and
  physical sensations, which will tend to make you more aware of them and further reinforce the belief that there is a danger or threat that must be avoided. Another
  vicious circle has been set up.


  Being excessively focused on threats is likely to make you look out more closely for situations that might be dangerous. More of your attention is taken up by scanning for danger, and it becomes
  impossible to relax or concentrate on normal activities.


  Excessive vigilance and the constant anticipation of danger are not specific to OCD and will occur in other anxiety disorders. For example, if you have had a car crash and suffer from Post
  Traumatic Stress Disorder, you are more likely to drive very cautiously and be constantly checking other road users.


  Attention is bit like bandwidth: so, the more attention you direct at what you think may be dangerous and at how you feel, the less attention there is for normal tasks and your environment. When
  you come to help yourself, you will need to practice refocusing attention away from your intrusions and feelings of anxiety and towards living in the moment of the real world, acting against the
  way you feel. It will be important to stop scanning for danger and to take in the whole situation, not just one small part of it. You will need to direct your attention more at external objects or
  activities around you, or at other tasks, such as listening to someone with total concentration on what they are saying.


  Interpreting ambiguous information


  Someone with OCD is more likely to interpret ambiguous information as dangerous. For example, if you have an obsession with AIDS, and see a red mark on the pavement, you might be more likely than someone without OCD to think that it is blood and to avoid it at all costs. This tendency to categorize events as either dangerous or not
  (called black-and-white thinking) will lead to frequent false alarms.


  Again, the tendency to interpret ambiguous information as dangerous is not specific to OCD, and occurs in all anxiety problems. If you have OCD, however, it means that you will frequently feel
  anxious in anticipation of dangers that you think may occur. In helping yourself, you will need to try to accept ambiguous information and uncertainty, and acknowledge that you can be in an area
  that is either totally safe or unsafe.


  Anxiety


  When we feel anxious, we are usually all too aware that we are in the unpleasant state of anxiety. For example, you might start to feel a whole range of sensations like being
  sweaty and shaky; your heart races and you feel sick, dizzy, or short of breath. Not everyone has all these feelings, but they are a normal response to believing that a catastrophe is about to
  occur which will threaten you or others, and that you can prevent the harm from occurring, whether by action or by escaping.


  Nevertheless, the way we think about this experience can have an effect on just how bad it feels and how long it lasts. Like so many things about human emotions, this seems to work upside down:
  that is, the harder we resist the experience, the more unpleasant it feels and the longer it lasts. In almost all cases, the more we accept the feeling of anxiety in the moment it comes upon us,
  the faster it will pass.


  Conversely, there are some ways of thinking about anxiety commonly understood to make the experience worse. These are termed awfulizing,
  catastrophizing, and having a low frustration tolerance.


  AWFULIZING


  Awfulizing means tending to describe something as awful, horrible, or terrible; its the end of the world,
  things couldnt be worse. The problem is that such an extreme way of thinking about anxiety only serves to make it seem more frightening. The consequence? More anxiety. Instead,
  it is more helpful to try and keep this  certainly unpleasant  experience in perspective: for example, with the thought feeling anxious is very unpleasant, but not the worst
  thing in the world. As with intrusive thoughts and images, try just to accept, and not to control. The aim here is not to minimize how disturbing and upsetting anxiety is, but to find a way
  of thinking about it that does not make it worse. However, we wont want you to develop this approach into a compulsion and giving yourself frequent reassurance!


  CATASTROPHIZING


  Common examples in OCD of catastrophizing about feeling anxious are the beliefs that you are going crazy or losing control, and that it will go on for ever and ever. Others have
  more specific beliefs, for example: Ill get AIDS and then Ill pass it on to my partner and children, or: If I feel a bit excited when I look at a child, that must
  mean I am a pedophile. Then negative feedback occurs: if as a result of these thoughts you feel more anxious, this is then used as evidence that something
  catastrophic will happen unless you do something to stop it; or, if you misinterpret the signs of anxiety, such as feeling unreal, as evidence that you are losing control or will be physically ill,
  this further increases your anxiety This, in turn, feeds the obsession and anxiety, and you have set up another vicious circle.


  LOW FRUSTRATION TOLERANCE


  Low frustration tolerance (LFT) is another attitude that can add to the uncomfortable and distressing experience of anxiety. LFT refers to regarding anxiety as
  intolerable or unbearable. This again can make it seem more frightening, and has the unfortunate effect of increasing the likelihood that you will use short-term ways of
  getting rid of the intolerable anxiety. This usually means avoidance, compulsions, or reassurance-seeking and thus entrenches your OCD. To combat this, and in order to resist being
  pushed around by your OCD as it tries to bully you using anxiety, try to think of anxiety as hard to bear, but not unbearable.


  The vicious circle related to anxiety also means that in situations that increase stress (e.g. a conflict with someone) your symptoms of OCD will tend to increase. Remember, managing to tolerate
  some anxiety now will be a big step towards overcoming your OCD, and that means much less anxiety and distress in the long run.


  Its not just what you do, its the way that you do it


  The next step in this story is the role of what therapists call safety-seeking behaviors in anxiety-provoking situations. This is what you do to try to prevent
  harm from occurring and to prevent yourself feeling anxious. When we think we are in danger and anxiety is severe, then our natural response is to escape. This is a normal human process in anxiety.
  If I were being followed by a killer with a gun who was targeting me, I would feel extreme terror and my natural response would be to escape. If I could not escape, then I might freeze so that I
  was not noticed or try to seek help.


  Safety-seeking behaviors, then, are rational actions that you perform to try to prevent harm from occurring and to reduce anxiety. For example, a mother with OCD may try to suppress or
  neutralize intrusive thoughts about stabbing her baby. However, we shall see that in fact intrusive thoughts are not the problem, and so dealing with them by the safety-seeking behavior of trying
  to suppress the thoughts will actually increase their frequency.


  To see for yourself how trying not to think of something increases rather than decreases its intrusiveness, try the following exercise:


  
    
      
        	
          Close your eyes and imagine a pink elephant.

        


        	
          Try really hard not to think of pink elephants for a minute; try to push any images of pink elephants out of your mind.

        

      

    

  


  What did you notice was the effect of trying not to think of pink elephants? Most people find that all they can think of is pink elephants. In
  research this effect is called the white bear effect, from studies showing that when participants were asked to not think of white bears, they had more thoughts about them.


  Understanding the apparently upside-down way in which the human mind works is a key to understanding and overcoming OCD. Very many people with this problem are caught in the trap of trying too
  hard to rid themselves of thoughts and doubts, and as a result bringing about the very opposite of what they want.


  Still not convinced that trying to get rid of intrusive thoughts, images, or doubts makes them worse? Try a more real-life behavioral experiment.


  
    
      	
        (a)

      

      	
        Spend one day dealing with your intrusive thoughts or doubts in the usual way, and record the frequency of them and the distress
        they cause you.

      
    


    
      	
        (b)

      

      	
        Spend the next day trying even harder to get rid of your intrusive thoughts and record their frequency and the distress they cause you. Try as
        hard as you can to suppress them.

      
    


    
      	
        (c)

      

      	
        The following day, go back to your usual way of dealing with your obsessions.

      
    


    
      	
        (d)

      

      	
        The next day, repeat step (b).

      
    

  


  
    Take a look at the results of your four-day experiment. What do you make of them? Most people discover that the harder they try to get rid of
    their obsessions, the more frequent and disturbing they become.

  


  The implication for overcoming OCD is an obvious one: conduct experiments on your solutions for OCD. Observe whether carrying out a safety behavior increases or decreases your worrying about the
  harm that could occur. Then stop trying so hard not to have the doubt, thought, image, or impulse thats bothering you  youll find that it will bother you much less! After all,
  a thought or urge is only intrusive if you dont let it in and recognize it for what it is. Stop trying to exclude it and its just a thought or urge.


  Criteria for terminating compulsions


  We mentioned in Chapter 1 that one of the main differences between virtually all compulsions and normal actions in individuals without OCD is the reason for finishing a
  compulsion. Someone without OCD finishes checking the lights are off when they can see that the lights are off. However, someone with a fear of causing a fire finishes not when they can see that
  the lights are off, but when they also feel comfortable, certain, or just right. This is the main reason why compulsions can take so long and why they do
  not always work. Interestingly, individuals without OCD might use emotional criteria such as feeling comfortable when they make a major decision in their life such as buying a new home or whether
  they will marry someone. For example, when buying a new home, you might take into account whether you feel just right when you are in the property as well as objective criteria such
  as whether you are close to shops or your place of work. For someone with OCD, it is as if they are making a major decision of momentous importance many times a day
  Not surprisingly this becomes extremely stressful and exhausting.


  You may sometimes halt a compulsion if you have an important appointment or if you are interrupted by someone. You may then feel you have to put the compulsion on hold and return
  to it at a later time; but you still feel that isnt finished until you have fulfilled the same emotional criteria.


  Using criteria such as feeling just right or comfortable is, therefore, a problem; indeed, it is a major factor in maintaining OCD and keeping you feeling anxious.
  Overcoming compulsions has to involve:


  
    
      
        	
          giving up these emotional criteria and ending a ritual when you feel uncomfortable, uncertain, not right, or anxious;

        


        	
          using only objective criteria (e.g. seeing that the light is turned off; realizing that you did not accidentally hurt a child because the child
          looks happy; accepting that some questions such as what will happen when you die are unanswerable).

        

      

    

  


  Overcoming OCD


  Whatever the cause of your OCD, it is worth restating that, for most people, OCD can be effectively overcome. Future research may reveal that different types of OCD improve
  with different types of treatments or techniques, but for the moment there is very little research to guide such questions.


  When it comes to change, the cognitive in cognitive behavior therapy refers to changing the meaning of intrusive thoughts and urges; behavior means altering
  the way you respond to the obsessions. CBT will also try to help the person overcome other attitudes, such as the need for certainty that nothing bad will happen, and to alter the criteria
  they may use to terminate a compulsion (e.g. when I feel comfortable or when its just right) standards that will tend to maintain a compulsion.


  You can learn to apply many of these principles by working through this book. If you are unsuccessful on your own, then dont give up: you can always seek professional help and use the
  book in addition to the therapy. If CBT is done formally then at least three-quarters of people can be helped substantially. If this does not work either, then you can always try adding medication,
  which can help the same proportion of people with OCD. So at the present the prospects are good; and in the future, if the necessary funding is devoted to research, there is every chance that
  further progress will be made in the psychological understanding of OCD, and that further improvements in therapy will follow.


  
    
  


  PART TWO


  Overcoming Obsessive Compulsive Disorder
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  Cognitive behavior therapy and self-help for obsessive compulsive disorder


  Now here comes the really important part  the techniques you can use to overcome your OCD. This chapter is a guide to the principles that are used in self-help and
  cognitive behavior therapy (CBT). There is good research to show the benefit to be gained if you apply these principles consistently and regularly If you find the techniques difficult to apply you
  might want to seek help from a therapist or consider recruiting an ally in overcoming your OCD (sometimes called a co-therapist).


  As you strive to overcome your OCD it is inevitable that from time to time you will run into an obstacle or setback. This is an entirely natural part of therapy and the more you expect this, the
  better youll be able to reduce its impact. In Chapter 5 we talk about some common obstacles in applying these principles. It would be better to read right through Chapters 3, 4, and 5 before
  you start trying to overcome your OCD, because even the best laid plans do not always run smoothly, and if you have a good idea of both how the principles work and the difficulties you might face, you will have a better chance of staying the course.


  Contemporary treatment of OCD has developed over time, and now has several strands, some of which overlap with others. To give the clearest picture we can, in this chapter we first outline the
  different elements of treatment and the way they have developed historically, and then show how they might be used to get the best results.


  Exposure and response prevention


  Exposure and response prevention was the first effective psychological treatment for OCD. It has been refined and developed over several years, and remains the foundation for an
  effective self-help approach to overcoming OCD.


  Exposure


  You may already be familiar with the principles of exposure. You may have heard of facing your fears as the main treatment for phobias, such as fear of spiders,
  birds, or snakes. However, in many cases of OCD, the fear is not just of an object or activity, but the thoughts, images, doubts, and impulses that it triggers. So exposure
  means facing your fears in a prolonged period of contact until the anxiety reduces naturally. Response prevention means not responding to your urges to ritualize or use one of your
  safety-seeking behaviors (which are just another way of avoiding fear and thinking that you can prevent harm). The theory behind exposure is that by deliberately and repeatedly facing your fears or
  obsessions, and not responding to them, you will become used to them, and your fear will subside.


  The process of exposure and response prevention, and the gradual reduction in anxiety that follows, is called habituation. This is just a scientific word for getting used to something so
  that the strength of our reaction reduces. When you first get into a swimming pool, for example, the water can seem very cold, but you soon discover that the temperature is comfortable.


  For someone with fears of contamination who is avoiding touching the floor, following this principle might mean touching the floor and not washing. For another person with intrusive thoughts of
  being a pedophile, it might mean experiencing the intrusive thoughts without responding to them, and being with children alone with the thought. In both these examples the anxiety will gradually
  fade if you are not doing something (such as responding to the thought) to maintain it.


  Response prevention


  The term response prevention (sometimes called ritual prevention) refers to stopping yourself responding to your intrusive thoughts or images by any
  form of engagement with the obsession. The usual response is a ritual or a safety-seeking behavior, which has the aim of reducing anxiety or harm. To overcome OCD, youll need to resist the
  rituals and safety-seeking behaviors in order for the exposure to be effective and to allow the anxiety to fade. Response prevention is less effective if it is done without deliberate and repeated
  exposure. In general, its important to tackle the rituals first before you start an exposure program. This is because there will be little benefit from doing
  exposure, for example, by touching a toilet seat, if you then compulsively wash your hands and decontaminate yourself.


  Figure 3.1 shows first what happens when your obsession is triggered and you do a ritual, and then what happens when you confront your fear without a ritual or safety behavior. Over time,
  the anxiety gradually fades and the urge to ritualize will fade too. When you then repeat the exposure (preferably as soon after the first exposure as possible), the anxiety will decrease further
   and so on each time you do the exposure. This is illustrated in Figure 3.2.


  REVIEW YOUR CRITERIA FOR FINISHING A COMPULSION


  An important development in response prevention stems from the observation that individuals with OCD use emotional criteria to finish their compulsions. Individuals without OCD
  finish a routine such as washing or checking when they have objective evidence that it has been adequately performed  for example, when they can see that their hands are clean. However,
  someone with OCD uses additional, subjective criteria to finish a ritual: they finish only when they feel comfortable, or just right, or certain, so the
  process usually takes much longer.


  Using this basis for a decision, such as whether youre going to stop washing or checking, will inevitably cause problems. Therefore, when finishing a ritual, do not go by how you
  feel. Refocus your attention and concentrate on the environment around you and the external evidence. This means finishing an action or a ritual when you still feel anxious, so that
  you will be acting against the way you feel. This goes against the grain when you believe you have to be guided by your feelings or sixth
  sense. The problem is that youre receiving a false signal of danger and youre now trying too hard to prevent harm. Compulsions become reinforced because they work (or at least
  used to work) and you have now become used to them.
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    Figure 3.1 Effect of exposure and response prevention on anxiety within a session
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    Figure 3.2 Effect of repeated exposure and response prevention

  


  GRADED EXPOSURE


  Many people believe that if youre facing your fears it must be done gradually. This is sometimes because they feel too much anxiety can be harmful. This is not true. Yes,
  exposure is best done in a graded manner with a series of steps (the planned steps for exposure are called a hierarchy), so that you face your less intimidating fears first and end up
  with the most difficult last. But grading your exposure is just a means to an end, and the sooner you can reach the top of your exposure hierarchy the better. People differ in how much anxiety they
  think they can tolerate, but anxiety, though uncomfortable, will not damage you. If you approach your fears too gradually, youll only reinforce the idea that anxiety is potentially harmful
  or should be avoided because it is too uncomfortable. Remember the upside down principle of dealing with OCD: the more you try to avoid anxiety in the short term, the more of it
  youre likely to get in the long term.


  With any exposure program it really is important that you stick with the session until your anxiety has reduced, otherwise you run the risk of resensitizing yourself and
  reinforcing the idea that anxiety is harmful. On average, this might take an hour or two, but sometimes it doesnt take that long. If the anxiety is
  persisting for longer than this, then you may be performing a subtle safety behavior or not fully engaging in the exposure, and it might be best to seek professional help to make progress.


  One way of remembering what exposure and response prevention means is the FEAR acronym:


  
    
      Face


      Everything


      And


      Recover

    

  


  The basic steps of exposure and response prevention are given below.


  1. Develop a hierarchy of triggers


  As noted above, a hierarchy is the basis of a step by step plan of exposure that you carry out in order to face your fears and reduce your anxiety. Make a list of
  the triggers that you tend to fear or avoid because they activate your obsession. These may be activities, situations, substances, people, words, sounds, objects, or ideas  the range of
  forms will depend on your particular obsession. We have included a table for you to complete in Appendix 5. An example of some of Maureens hierarchy is shown in Table 3.1.


  Try to group the activities you avoid into different themes (e.g. contamination, aggression, order) and, within the themes, try to put them in order of how much distress would occur. You can
  measure the amount of distress by using a rating scale of SUDs. SUD is an acronym for Standard Units of


  
    
      TABLE 3.1: MAUREENS HIERARCHY OF EXPOSURE TO FEARED TRIGGERS

    

  


  
    
      	
        Trigger (object, word, place, person, situation, substance)

      

      	
        Estimated

        anxietyor

        distress

        (0100)

      

      	
        Actual

        anxietyat

        end

        (0100)

      
    


    
      	
        
          
            Theme  Order

          

        

      

      	

      	
    


    
      	
        
          
            Leave drops of water on my shower door

          

        

      

      	
        100

      

      	
        

      
    


    
      	
        
          
            Make soap-dish holder in bathroom not straight

          

        

      

      	
        90

      

      	
        

      
    


    
      	
        
          
            Mess up towels in bathroom so not aligned

          

        

      

      	
        90

      

      	
        

      
    


    
      	
        
          
            Mess up floor mats in bathroom so not straight

          

        

      

      	
        80

      

      	
        

      
    


    
      	
        
          
            Put pillow to the side of the bed

          

        

      

      	
        80

      

      	
        

      
    


    
      	
        
          
            Rearrange shirts without being grouped by colour

          

        

      

      	
        70

      

      	
        

      
    


    
      	
        
          
            Make sleeves on tops and dresses look crooked

          

        

      

      	
        60

      

      	
        

      
    


    
      	
        
          
            Theme  Checking

          

        

      

      	

      	
        

      
    


    
      	
        
          
            Deliberately leave the shower dripping

          

        

      

      	
        90

      

      	
        

      
    


    
      	
        
          
            Leave the house without checking my handbag

          

        

      

      	
        80

      

      	
        

      
    


    
      	
        
          
            Park the car without pulling the handbrake up too hard

          

        

      

      	
        80

      

      	
        

      
    


    
      	
        
          
            Park the car without checking it

          

        

      

      	
        70

      

      	
        

      
    

  


  Distress, whereby 0 is no distress at all and 100 is the most distressing. Rate each activity according to how much
  distress you expect if you experience that trigger and dont perform a compulsion. For example, you may think that creating disorder in your wardrobe might be rated as 70 out of 100. Another
  individual with OCD might rate watching a videotape about the devil 99 out of 100, and so on. People who have fears of contamination usually have no difficulty in finding lots of objects or
  activities that are contaminating, such as touching toilet seats or door handles. Once your hands feel contaminated, exposure will often need to involve touching your face or your hair or
  possessions around your home.


  The nature of an exposure task will depend upon your problem and whether youre someone who is avoiding lots of situations or activities (where its easier to come up with suitable
  exposure) or a person who is avoiding fewer things but has lots of compulsions (where you may need to be a little more creative). Here its not just a matter of resisting the compulsion:
  its important to combine it wherever possible with exposure. For example, an exposure task for a checker might involve leaving a tap deliberately dripping. Some exposures are not possible
   for example, we cant ask you to leave your front door unlocked unless you live in a very remote area! Here the exposure is to the idea of the door being unlocked, resisting
  the ritual to check and finishing when you feel uncomfortable or uncertain.


  Exposure for someone who is worried about being aggressive to children might involve babysitting. Exposure for someone who is concerned with order might be
  deliberately creating disorder. Exposure for someone who has an obsession with correctly carrying out a religious ritual may be to do it incorrectly until they have recovered from OCD; then they
  can revert to performing the religious observance in the way it was intended. We hope youll get ideas about suitable exposure tasks as you read this book.


  Always plan your exposure in a series of steps that lead up to your final goals. Set a particular time frame, which you then attempt to keep to, like a set of instructions. The hierarchy should
  include things that you wouldnt normally do, or that seem bizarre  for example, one person had first to imagine and then try to transfer himself to a parallel world, as this was his
  obsession and was associated with enormous anxiety. Sometimes imagining your worst fears can be an important step or the most appropriate exposure. However, imagined exposure is, in general, not as
  potent as doing exposure in real life, and so wherever possible it is best to follow it up with actual situations or activities that are associated with the fear.


  2. Face your fear: Just do it


  Decide which targets you will take from the hierarchy and, for each, deliberately face your fear. Choose targets that are challenging but not overwhelming. Do not spend too much
  time on the easier targets if they are not sufficiently challenging and anxiety-provoking. You may need to ask a friend to come up with suitable tasks which are more anxiety-provoking.


  3. Make exposure long enough


  Always ensure that your exposure is challenging and potent not only in terms of the target, but in terms of the time you expose yourself to it. Face your fear long enough for
  your anxiety to subside of its own accord, ideally by at least half. For example, when you touch a toilet seat, you might feel 95 SUDs; but within say 15 minutes, this will probably decrease to 60
  SUDs, and within half an hour or an hour to 30 SUDs. At that point the best thing would be to rub your face and possessions with your contaminant and spread it around as much as you
  can. This makes the exposure more potent.


  4. Make exposure frequent enough


  Repeat the exposure as often as possible. Daily exposure is an absolute minimum until the anxiety has subsided between the sessions. Remember, you can never do too much
  exposure: aim for several times a day. Always think about how you can incorporate exposure into your everyday life so that it is easier to carry it out on a daily basis. More complex and severe OCD
  may require almost constant exposure.


  5. No anxiety-reducing strategies


  Do the exposure without using distraction, drugs, alcohol, compulsions, or other safety-seeking behaviors such as saying a phrase to yourself or obtaining reassurance.
  Its important to engage fully with the exposure, which means focusing on the trigger, allowing the obsession to enter your mind, and allowing your anxiety to increase and fall
  naturally. Ensure that you do the exposure without condemning, judging, ruminating, pitying, or blaming yourself. This is especially important if your exposure is
  reactivating an old memory which has been traumatic for you. The goal is to just accept the memory with the anxiety: dont engage with any of the intrusive ideas and wait for the anxiety to
  fade by itself. The key issue here is acceptance; well be discussing this in more detail shortly.


  If youre not sure about whether what youre doing is a safety-seeking behavior, ask yourself what the aim is before you carry it out. If the aim is to reduce the risk of harm, or to
  make you feel less anxious, then it is a safety-seeking behavior and will reinforce your beliefs about being able to prevent harm.


  6. If you do a ritual, repeat the exposure


  If you cannot resist carrying out a ritual or safety behavior, you must redo the exposure so that you always finish with exposure. For example, if you wash ritualistically after
  you feel contaminated from touching a toilet handle, then touch it again; then touch your face and other possessions so that they are all contaminated. If you checked that the tap or
  electrical appliance was switched off, then you may need to leave the tap dripping or the appliance switched on.


  7. Monitor your exposure tasks


  Always monitor your exposure so you learn from it and watch your progress. This is also essential when youre seeing a therapist so he or she can monitor whether
  youre doing exposure that you negotiated in the previous session.


  
    Table 3.2: Obsessions and compulsions record sheet  an example

  


  
    
      	
        Trigger

      

      	
        Intrusive thought (words, image, doubt, impulse)

      

      	
        Interpretation: What the intrusive thought meant to me

      

      	
        Response: What I wanted to do (urges, compulsions, or safety
        behaviors)

      

      	
        Alternative response or behavioral experiment

      
    


    
      	
        Seeing a piece of broken glass on the path

      

      	
        The image of a child tripping and falling on the glass, leaving a piece of glass
        sticking out of her leg

      

      	
        Pictures in my mind are a portent for the future. If I dont do something to
        prevent this it will be my fault

      

      	
        I wanted to pick the glass up and throw it away and look carefully for glass on the
        path as I went home

      

      	
        This is just a picture in my mind. Im not responsible for keeping the world
        safe. Just let the image happen

      
    


    
      	
        Touching my shoes as I took them off as I came in the front door

      

      	
        I might have trodden in dog excrement as 1 walked from the car without noticing and
        pass germs on to my children

      

      	
        The thought of treading in dog excrement is the same as it happening. Its
        irresponsible to take risks with my childrens health. They could go blind

      

      	
        I wanted to place my shoes on some newspaper, wash my hands three times with
        anti-bacterial soap, change my clothes, and wash my hands again

      

      	
        Its just a thought that Im contaminated. Not taking risks is making me
        ill. Next time Ill use the exposure and tolerate the doubts to make life better for myself and my kids

      
    


    
      	
        The childern playing in the back garden

      

      	
        The things they are touching outside might not be clean, and the germs they have on
        them might make them ill

      

      	
        Thinking that the children are contaminated is the same as them being contaminated. I
        must make certain that they dont get ill. Its my responsibility as a parent. If they bring germs in theyll transfer them around the house

      

      	
        I wanted to insist that the children wash their hands and changed their clothes as
        soon as came in in

      

      	
        This is a just a thought that they are contaminated and theyll get ill. Letting
        the children expose themselves to a few germs isnt irresponsible its normal! If they do get ill theres every chance they would get better again. Do the exposure by
        getting them contaminated

      
    

  


  You should also monitor the frequency of your rituals and how you coped with them. A suitable form is given in
  Appendix 5 (entitled Obsessions and Compulsions Record Sheet) and a completed sheet is shown in Table 3.2.


  Complex covert (mental) rituals


  If you have complex intrusive thoughts and rituals in your head, you need to be clear exactly what thoughts or images are anxiety-provoking (which will be used for exposure) and
  how you normally respond to reduce anxiety (which may also be thoughts or images that you will need to resist). Intrusive thoughts and ruminations are generally more difficult to overcome than
  overt compulsions, and we discuss later in this book other strategies that you can use to tackle them. If you have severe problems here, it might be worth getting the assistance of a professional
  experienced in helping people overcome OCD.


  Loop tapes


  One option for intrusive thoughts that are significantly anxiety-provoking is to do exposure with a cassette loop tape (of the kind normally used in old telephone answering
  machines.) You would first record on the loop tape the content of the intrusive thought (e.g. Judith recorded her intrusive thoughts about her grandchildren dying: Rosa and Dheeresh have
  gone under a bus). It is very important that you record only the thoughts that are anxiety-provoking and not your response, that is, any mental rituals or neutralizing (in this
  example Judith would normally say to herself: Its me going under the bus to save her grandchildren by neutralizing the thought
  which she had to resist). You would then listen with a pair of headphones to the recorded thoughts repeatedly on the loop tape without responding (e.g. with mental rituals or neutralizing) until
  the anxiety has subsided. You would monitor the effect of the exposure over time and then, if the anxiety is decreasing, repeat it at least daily until youre no longer anxious about the
  intrusive thoughts. If, however, your intrusive thoughts and ideas:


  
    
      
        	
          do not generate a high level of anxiety, or

        


        	
          are not apparently linked to any mental rituals or neutralizing, or

        


        	
          if they are associated with another emotion such as feeling depressed, ashamed, angry or guilty, then professional advice is required as exposure may not be helpful (and
          could even be counterproductive).

        

      

    

  


  Here it may be more helpful not to respond to the intrusive thoughts in any manner; just to acknowledge the thoughts, to stop comparing or rating yourself, and to refocus your attention
  externally on the environment and other practical tasks (such as really listening to someone and talking to them).


  It is usually helpful to make intrusive thoughts and images as concrete as possible. Examples include trying to draw or paint an intrusive image that is disturbing you (e.g. someone with an
  intrusive image of crucifying his children set about making a large crucifix in the garden with his children as part of the Easter celebrations). Intrusive thoughts and fears about being homosexual might require you to go and have a drink in a gay bar, or buy homosexual porn; if you have thoughts about the devil you might use a ouija
  board, watch the The Exorcist, and plaster the number 666 over your walls. Of course, we dont want to offend anyones cultural beliefs; but sometimes when youre fighting
  OCD, you have to bring in the big guns.


  Some objections and pitfalls


  Treatment first, normal later


  You might be concerned at some of the suggestions we are making for exposure; but remember, they are a means to an end. As soon as your anxiety is reduced and you have overcome
  your OCD, you can bin them. Sometimes people complain that what theyre being encouraged to do during exposure is abnormal and therefore unreasonable. For example, someone who
  is asked to touch the sole of their shoe without washing their hands afterwards might say something like, Even someone without OCD wouldnt do that! as if the therapist were
  being entirely unreasonable. (We are not saying therapists are never unreasonable: its just that this is more likely to be a problem of misunderstanding!) Weve also encountered family
  members, partners, friends, or even fellow professionals who have been more than happy to back up the person with OCD in this respect, saying things like, Well, I certainly
  wouldnt do it! (in which case they probably shouldnt be helping a person with OCD).


  But if you think about it, many treatments for human ailments involve doing the unusual. How normal is swallowing toxic chemicals every day?
  Chemotherapy for cancer involves just that. How normal is it to wrap a leg in a cast? Yet if its broken, this is very helpful. We accept these abnormal activities
  as part of normal treatment for physical problems. Part of the problem when tackling a psychological disorder such as OCD is that, because of the stigma and shame surrounding
  psychological and emotional difficulties, the normal processes of overcoming fears are not so readily discussed and understood.


  So remember, if youre reading this book as part of your plan to overcome OCD, your exposure needs to be frequent enough, long enough, and potent enough, and carried out
  without any safety behaviors, if it is to reduce your anxiety and discomfort significantly. Would you expect a medication to be effective if you took less than the recommended dose and less often
  than prescribed?


  We realize that facing your fears is much easier said than done, but if you dont carry out potent enough exposures sufficiently frequently youll drag out the recovery process,
  which can sap your motivation. In the worst-case scenario, experienced by many people with OCD who have made unsuccessful attempts to overcome it in the past, your exposure and response prevention
  program is insufficiently strong or thorough to have a good and lasting effect on your OCD, and you end up feeling no better.


  Why stopping rituals often isnt enough


  Because rituals are frequently the most obvious manifestation of OCD, its an understandable error to concentrate on stopping rituals, without carrying out enough
  exposure. Although there is little doubt that stopping rituals is an important initial stage of overcoming OCD, it often is not enough to reduce a persons
  fear. Going that bit further, and deliberately seeking to activate your intrusive thought, image, doubt, or urge, and stick with it until the anxiety reduces, is essential if youre to
  overcome OCD fully


  Why is this? The problem is that while you may do well overall in reducing or stopping rituals in your day-to-day life, the time may well come when you encounter a trigger that you have not
  prepared for. Furthermore, people who concentrate on ritual prevention tend not to get long enough exposures to habituate fully to their obsession and alter their beliefs about the intrusive
  thought or urge.


  Think of doing repeated and deliberate exposure as a way of providing yourself with enough opportunities to practice allowing intrusive thoughts to come and go without using rituals. If you want
  to get to the point where you can respond automatically to your intrusive thoughts without anxiety or rituals, you will obviously need deliberate practice first.


  Why making exposure easier doesnt work


  One of the main mistakes that people make when trying to overcome OCD is to make their exposure sessions easier on themselves by doing them with a certain degree of ritual, or
  transfer of responsibility, or reassurance. Ultimately, this has the effect of diluting the exposure and reducing (or stopping) its therapeutic effect. Here are some common pitfalls  all
  safety-seeking behaviors  to look out for:


  
    
      
        	
          Only carrying out an exposure exercise after discussing its potential for harm with someone else.

        


        	
          Only carrying out an exposure exercise after carefully calculating the risks involved.

        


        	
          Running over the exposure session in your mind to check for any possible ways in which you may have caused harm.

        


        	
          Always talking over the exposure task with someone after youve done it.

        


        	
          Doing a ritual after exposure. (Remember always to transfer contamination to your body or possessions to make this more difficult.)

        


        	
          Carrying out neutralizing or a covert (in your head) ritual in place of an overt (behavioral) ritual during or after the exposure.

        


        	
          Doing exposure, then using avoidance to try to contain the exposure (e.g. touching the floor but then avoiding touching other surfaces).

        

      

    

  


  Some other techniques, and their disadvantages


  Response reduction


  Response reduction is a variation of response prevention that involves gradually reducing the frequency of the rituals. For example, Natalie was encouraged by her previous
  therapist to reduce her checking of the water taps, locks, gas taps, and electrical appliances, which took 1 hour 45 minutes, so that, initially, it took only 1 hour 30 minutes. In principle, this
  seems a good idea; but the method is inelegant and the individual often gets stuck and ends up still doing some rituals. Gradually reducing rituals can often
  become not a way to get to the ultimate goal, but rather a means of avoiding exposure and testing out ones fears. Another problem is that many individuals can speed up their rituals so they
  still feel comfortable or just right at the end of the procedure, while no change has really occurred.


  We are not saying this approach should never be used, just that it should be used with caution. The approach seems attractive but it does not put enough emphasis on exposure or a behavioral
  experiment. You need instead to alter your criteria: instead of finishing when you feel comfortable or just right, use a different yardstick  such as I
  will not check after I can see the appliance is turned off (even though I still feel uncomfortable and not right). In Natalies case, she was taught to resist the
  urges to check altogether: if she was unable to resist the check, then she was asked to turn the tap on and leave the room. This was part of an experiment to test her belief that if she left the
  water tap on there would be a flood. In other words, the emphasis in change should be on exposure and behavioral experiments to test out your theories rather than just reducing the frequency of
  your rituals.


  Rubber bands and STOP!


  Some people have been taught to shout Stop! at their intrusive thoughts or have a rubber band around their wrist and snap it when the thoughts arise. Fortunately,
  this method seems to be dying out, as it can make things worse. We saw in Chapter 2 that if you try to stop or suppress intrusive thoughts and urges, then their
  frequency increases (the white bear phenomenon). It is important to identify clearly the obsession which you find anxiety-provoking and the way in which you respond to it (the
  compulsions and neutralizing which reduce your anxiety). Trying to stop an intrusive thought or obsession will just make it worse. Resisting a compulsion is of course helpful, but you do not need
  to snap rubber bands or shout to do this. If resisting a compulsion is a problem and you cant stop yourself, then ensure that you undo the compulsion by following it with
  exposure. For example, if you do a mental compulsion that involves swapping an upsetting image of loved ones being killed in a car accident with a neutral image of the car driving along the road,
  follow it with exposure to the original thought and this time imagine the carnage on the road being much worse and your loved one dying in agony.


  Building alternative explanations: Theory A versus Theory B


  So far, weve discussed the principals of exposure and response prevention, which have made up the major part of behavior therapy since the early 1970s and for which we
  have to thank researchers such as Professors Isaac Marks and Edna Foa. One of the problems of using exposure and response prevention is that about 25 per cent of patients may refuse to do it, or
  drop out of treatment early. Cognitive therapy has therefore tried to refine and develop the principles, and this has given rise to the approach which we now call
  cognitive behavior therapy. The hope is that the cognitive part of the therapy will reach the parts that behavior therapy on its own has failed to reach, although
  this has not yet been proved in a research trial of people with OCD who have failed pure exposure and response prevention.


  A critical contribution from cognitive therapy which we have to thank researchers such as Professor Paul Salkovskis for, is the process of building an alternative explanation of a persons
  intrusive thoughts, images, doubts, and impulses. This latter concept will help you to integrate the behavioral and cognitive approaches to overcoming OCD.


  The essence of overcoming OCD by using the various techniques outlined throughout this book is to gather evidence to see which theory fits the facts. As you learn more about the
  way your OCD works, by doing experiments and changing various aspects of the problem, you should become clearer as to which theory best explains whats going on. For example, Theory A might
  be that you really are a nasty pedophile and if you stop trying so hard to prevent yourself from abusing children then you will act upon your urges and abuse children. Theory B is that you are
  someone who cares a great deal about children; your problem is that worrying about being a pedophile, and trying too hard to prevent yourself being a pedophile, increase both your obsession and
  your distress.


  Behavioral experiments


  A behavioral experiment is a development of exposure and a way of putting a theory to the test in reality. Just as a scientist
  would carry out an experiment to test a theory, people can use experiments to learn more about the personal theories they have about their OCD. (Suitable forms to write down your theories and
  behavioral experiments are given in Appendix 5.) Progress will depend upon your acting for a limited time as if Theory B were true, and conducting behavioral experiments to test whether the
  evidence best fits Theory A or Theory B.


  For example, the experiment might involve being alone with a child, and although thinking about abusing the child, not responding to such thoughts with any mental rituals or neutralizing. If
  Theory A is correct, then you would act upon your urges and be a pedophile. If Theory B is correct, then the worries about being pedophile will slowly fade.


  Other types of behavioral experiment are designed to improve your understanding of the nature of the problem (e.g. to see whether checking increases rather than decreases doubt), and to help you
  gather more information about specific obsessions (e.g. whether thinking about something bad happening increases the chance of it happening).


  In some cases, behavioral experiments will mean you can conclusively test out a thought (e.g. If I dont get some form of reassurance Ill become more and more anxious and
  lose control). In others, they can help you to gather evidence to discover which theory is in all probability most accurate.


  Sometimes the therapist will volunteer to do an experiment to help you test out a theory. In the example above, one theory was that at least one person with OCD might have acted on their intrusive thoughts about abusing children or committing a murder. One of us once searched the database for the special hospitals  institutions that provide
  custody and treatment for those with mental illness who have committed crimes that make them a danger to others. Many hundreds of people have been admitted to these special hospitals over the past
  twenty years and yet, despite the many acts of murder, violence, and pedophilia they have committed, not one of these patients has ever been diagnosed with OCD. We could therefore safely reject any
  theory that an OCD sufferer is a pedophile or a murderer, and communicate to our patient and all health professionals that individuals with OCD are the safest group in the world. We can say they
  are less likely to act upon their intrusive thoughts and ideas than people without OCD. Someone who needs a babysitter or nanny to look after their children could do a lot worse than hire
  someone with OCD and intrusive thoughts about harming children!


  Cognitive therapy: thinking about thoughts


  Cognitive therapy also focuses on the meaning we attach to events, thoughts, and images. The more negative the meaning we give something, the more negative the emotion we feel.
  Human beings easily misinterpret things, giving them a more negative meaning than they deserve. In the case of OCD, the heart of the problem is the way normal intrusive thoughts, images, doubts,
  and urges are misinterpreted as abnormal, unacceptable, or dangerous. Cognitive therapy helps people develop a more realistic and helpful way of understanding the
  mental events they worry so much about and to develop behavioral experiments to test out their theories. However, try to gain a better understanding of your own problem before you feel
  panicky and are having intrusive thoughts or urges. Be cautious about these techniques when you are highly anxious, as we dont want to teach you how to improve reassurance and mental rituals
  rather than eliminate them! We will return to this possibility below in the section entitled Be Careful CBT Does Not Become a Ritual.


  Cognitive therapy can also help you to reduce the chances of your OCD returning, by helping you to understand some of the thinking styles and philosophies that make you vulnerable to the
  problem. It can then give you tools to help reduce the chance of these problems recurring. We go into these, too, in more detail later in this chapter.


  A third way in which cognitive therapy can be especially helpful is in reducing the obstacles to change, such as shame and depression, that many individuals with OCD encounter when as they
  strive towards overcoming it. This area is developed further in Chapter 5.


  Thinking errors


  Understanding your thinking errors (sometimes called cognitive distortions) is a key aspect of cognitive therapy. These inaccurate or unhelpful ways
  of thinking are by no means unique to OCD sufferers  on the contrary, nearly everyone tends to fall into them from time to time. Unfortunately, emotions such as anxiety, depression, guilt,
  and shame tend to increase the extent to which we tend to think in a distorted way, and these distorted thoughts can, in turn, lead to more emotions.


  Magical thinking


  Magical thinking is the belief that one has the power to influence good or bad events, and leads on to superstitious behaviors. Magical thinking is common in OCD. The goal here
  is to accept intrusive thoughts, images, and urges without engaging in any mental activity or behavior that makes us think we can magically prevent them from occurring. Acceptance
  means treating the thought as just a thought  for example, if you believe that youre contaminated and that you will lose control and go crazy, you are having a thought
  that you are contaminated and will lose control and go crazy. Its purely a mental event.


  To strip intrusive thoughts and images of their assumed power, we recommend a positive pursuit of anti-superstition, to the point of trying to make bad things happen in our
  head and in writing to show that it cant be done. Bad things do occasionally happen to all of us, but by chance, not because we have willed it or tempted fate. We have
  demonstrated this approach for you by trying deliberately to make bad events happen to our loved ones (see Box 3.1). The acting of writing and printing these statements in a book means that we have
  thought about them and we have not neutralized them or said a prayer to undo them. Over the past fifteen years we have shown our patients and trainees the attempt to kill off our respective loved
  ones in our heads many thousands of times, but its never worked yet! If something does happen, then our consciences will be completely clear. Bad events
  like car crashes do occur, for reasons such as mechanical failure or bad weather, or simply being in the wrong place at the wrong time  for example, in the way of a drunk driver over whose
  behavior we have no influence. There are no known mechanisms for us to induce a bad event by thinking or writing something bad and not following it up with a ritual or prayer to undo
  it; and if a bad event does happen, there are no thought police to investigate us.


  So stand up and fight against OCD and superstitious claptrap! For example, if youre worried about unlucky numbers, make a goal of asking for 13 in various transactions and have pictures
  of 666 in your bedroom. Theyre just numbers!


  
    
      I wish that my wife, Elizabeth, and my two daughters Camilla and Rebecca would die in a horrific car crash.


      1/1/2005 David Veale


      
        I wish that my partner, Jessica, and my daughters Emma and Lucy will catch a fatal illness.

      


      1/1/2005 Rob Willson

    

  


  CATASTROPHIZING


  As weve seen earlier, individuals with OCD have very often made a catastrophic misinterpretation of an intrusive thought, intrusive image, a doubt, or an
  urge to act in an unacceptable or unusual way. One way of tackling this is first to identify your catastrophic misinterpretation, and think of some alternative ways of interpreting it. An example
  of a form to help you to do this before you get panicky was given in Table 3.2. However, be careful that using the record does not become a ritual and a way of
  reassuring yourself when youre anxious.


  BLACK-AND-WHITE thinking


  This refers to thinking in opposite extremes, or in an either/or way. The problem is that when we think in extremes we tend also to feel and act in more unhelpful
  and extreme ways. Examples of black-and-white thinking in OCD are:


  
    
      Either Im sure that my intrusive thought is safe, or its dangerous


      Either Im responsible for causing harm or Im not


      Either Im clean or Im dirty

    

  


  The solution to black-and-white thinking is to think in degrees, like a thermometer. This is what we call the continuum method for tackling black-and-white thinking (Figure
  3.3).


  The aim in using the continuum technique is to set the two ends of the either/or continuum using the concept you have become caught up in, such as 100 per cent good
  person and 100 per cent bad person if you believe something like either Im good in all I think or do or Im a bad person. Then define the qualities
  of each extreme and draw a line between the two, as in the figure. Now that you have the two ends of the continuum defined, you can step back and mark on the continuum where you truly fall. You can
  use this technique to be more realistic and less black and white about yourself on a number of scales, relating for example to your behavior, your thoughts, and your feelings.


  
    
      

      [image: img]


      Figure 3.3 The continuum method for tackling black-and-white thinking

    

  


  DEMANDS


  Must, should, have to, and ought are all words that mean you are making demands of yourself or others. Examples of
  demands are:


  
    
      
        	
          I should be in control of the thoughts and images that cross my mind.

        


        	
          I must be certain that my actions or lack of action do not result in harm to myself or others.

        


        	
          Ive got to take every care not to pass on contamination.

        


        	
          Because Im a basically sensible person I ought to be able to get rid of my OCD without needing help or advice.

        


        	
          Because my family know I become upset if they come into the house without washing their hands they absolutely should do so, whether or not they think its
          reasonable.

        


        	
          People ought to be more careful not to cause harm accidentally.

        

      

    

  


  There are various problems with the demands we place on ourselves, other people, and the world around us:


  
    
      
        	
          Theyre unhelpful, leading to painful, disturbed emotions (e.g. anxiety, guilt, shame) and counterproductive behaviors (e.g. rituals and avoidance) when
          theyre not met. Even when we do meet them we quickly tend to become anxious about whether well be able to continue to meet them.

        


        	
          Theyre inflexible, which makes them poorly suited to dealing with real people and the real world, which do not conform absolutely to rigid rules.

        


        	
          Theyre illogical, in the sense that they do not logically follow from our wishes and preferences. For example, its
          natural to want not to have images of the people we love being killed, but it does not make sense to say that because I do not like it (a preference), I must not have it (a demand).

        

      

    

  


  The problem of trying too hard to be certain


  As we have already seen, many individuals with OCD are driven by their need to banish uncertainty: undesired outcomes must not be allowed to happen. Our world is inherently
  uncertain, though, and no matter how hard you try to eliminate doubt, there is always going to be an element of it. Still, some people complain that to tolerate doubt is somehow sloppy and
  irresponsible, so they continue to try to make themselves believe that removal of doubt is possible, and probably essential.


  At the heart of many emotional problems is the human tendency to take what is desirable and elevate it in our minds to essential. The need for certainty
  is a good example of this. Here the idea that it would be nice to be certain (e.g. that we or our loved ones wont come to any harm) has been elevated into a need. The more you are able to
  practice the idea that certainty about anything (yes, anything!) may be desirable, but is not essential, the better youll be able to tolerate the uncertainties and doubts that are a
  natural and unavoidable part of the world we live in without wasting needless time and energy on checks, rituals, and reassurance.


  The problem of trying too hard to control your thoughts


  LEARNING TO ACCEPT YOUR THOUGHTS


  The idea that one should control ones thoughts is another common belief among individuals with OCD. The problem is that, as we have already seen, absolute control of
  ones thoughts is impossible and counterproductive, and results in more of the thoughts you were trying to get rid of, or their seeming to be even more out of control. Also, being able to
  choose the thoughts that enter your mind would almost entirely put a stop to any originality and creative problem-solving. It is so much easier and healthier to stop trying to control thoughts and
  feelings.


  Imagine you are a bus driver and you are selective about who you want to get on and off your bus. The passengers are your thoughts, feelings, memories, and bodily experiences. Some of them look
  a bit scary in the way they are dressed, some are armed with knives, others smell a bit, and so on. Now, imagine trying to get some of these passengers off the bus or stop some of them getting on.
  It would be quite a struggle, and you would be unlikely to be able to drive very far while you are monitoring all your passengers and everyone who wants to get on! But this is precisely what you
  may be doing with your intrusive thoughts, images, urges, and feelings of anxiety. Being able to drive the bus and make progress means truly accepting and tolerating all your passengers and
  accepting them, even if they are a bit scary or smelly.


  LET THEM BE  DETACHED OBSERVATION AND MINDFULNESS


  There is a trend in CBT towards the application of mindfulness meditation in working towards an acceptance of emotion and suffering rather than trying to control
  such feelings. In many respects this approach fits neatly with contemporary psychological theory on how to manage intrusive thoughts, images, doubts, and urges. Mindfulness was originally (and
  still is) part of Zen Buddhist practice. However, researchers and clinicians have applied mindfulness without any of its religious connotations to helping people with mental distress. Mindfulness
  practice involves learning to be fully present in the current moment, but without passing judgment on that which you are experiencing. The application of this approach to overcoming OCD is obvious,
  since at the heart of the problem lie the making of extreme judgments about intrusive thoughts, images, doubts, and urges; these are the meanings and misinterpretations that give rise to
  obsessions.


  Some people feel uncomfortable or confused about the spiritual connotations of mindfulness, whereas others find it helpful to think of it as an un-psychiatric treatment. As yet no
  scientific studies have been done on formal mindfulness training in OCD, but theoretically it fits. Our experience is that it can be a useful component of treatment for some people with OCD,
  especially when intrusive thoughts and urges are prominent. Mindfulness means acknowledging the intrusive thoughts and urges but not engaging with them, and instead refocusing your attention.


  A useful analogy is to imagine the intrusive ideas as cars on a road. When you have OCD, you focus on particular cars and respond by trying to stop them or
  push them to one side (if youre not run over, that is). Alternatively you may try to flag the car down, get into the driving seat and park it (that is, analyzing the idea and sorting it out
  until you feel right). Of course, often there is no place to park; and then, as soon as you have parked one car, another one comes along.


  Being mindful means being on the footpath, acknowledging the cars that come past but just then walking along the footpath (that is, doing something else) and refocusing your
  attention on other parts of the environment (such as talking to the person beside you and noticing other people passing you and the sights and smells of the flowers on the verge). In other words,
  intrusive ideas have no other meaning than passing traffic  theyre just thoughts and images and part of the rich tapestry of human existence. OCD is a problem of
  misinterpreting normal thoughts and ideas and believing that youre able to prevent harm from occurring.


  Questioning thoughts and reviewing the evidence


  A standard technique used in cognitive therapy is to question the content of a thought and to look at the evidence for and against it. For example, if you believe that a friend
  ignored you in the street, you might make yourself more depressed because you interpreted his actions as meaning that youre worthless and you will be alone all your life. Cognitive therapy
  would ask you to question the evidence for this interpretation and the logic that you have used to come to this conclusion. You might review your friends
  behavior towards you in the past and come to an alternative explanation  for example, he may have been lost in his own thoughts and not deliberately ignoring you. You might then test this
  alternative theory by phoning him to see what had actually happened.


  Be careful CBT does not become a ritual


  This is very important. The technique of questioning the content of an obsession is usually counterproductive in OCD. You may be making progress and resisting your
  compulsions and doing exposure, but still be troubled by obsessions. For example, Vic had fears of contamination. As soon he came near a contaminant he would immediately experience
  urges to wash or think Get rid of it or Dont let it touch anything else. These urges are part of the original obsession. Theyre automatic and involuntary
  and are not something you can stop. However, he would respond by thinking, What would a rational person do? or What would my friend say? Alternatively, he would try to
  convince himself that it was not really contaminated and he had been told it was safe.


  Now, this approach seems very sensible and some therapists and books may even teach you to do this. Such an approach sometimes works, and indeed Vic could get on with his life.
  However, it would often take Vic several hours to be sure in his mind that he felt comfortable and was certain that it was OK not to touch something without excessive washing. Questioning his
  intrusive thought had become a mental ritual, with the function of avoiding anxiety and uncertainty.


  A similar problem occurs when you reassure yourself with the phrase Its just an OCD thought. Here there are two problems. The first is that, as we saw in Chapter 2 (in the
  section The Overimportance of Thoughts), the content of the thoughts in OCD is no different from that of the thoughts that occur in someone without OCD. Second, it is unhelpful to
  respond to such a thought: relabeling and reclassifying it as an OCD thought has the function of reducing anxiety and uncertainty. We are not saying that relabeling thoughts is always
  unhelpful, but the timing is important. If you relabel thoughts when youre reviewing your OCD and what keeps it going, and deciding on how to tackle it, thats fine. But do not
  relabel thoughts at the time when you are feeling anxious and want to reduce uncertainty. This can become a mental ritual. It is more helpful to develop principles of acceptance and not
  engage with such thoughts and urges.


  Marc, for example, had an intrusive thought about whether he had hit a baby in a passing baby carriage. He had been taught by an inexperienced therapist to question the evidence for and against
  this thought when it occurred. The trouble with this was that it taught Marc new mental rituals and encouraged him to reassure himself.


  The problem is not the intrusive thoughts or urges (which are entirely normal) but the thoughts about the thoughts and the way you respond to them. Hence our detailed
  discussion on the meaning that you attach to intrusive thoughts in ways such as thought action fusion (see here) and magical thinking. OCD is a problem of misinterpreting normal thoughts and ideas as evidence that you are, for example, dangerous or bad, and believing that youre
  able to prevent harm from occurring. Beware, therefore, therapists who encourage you to challenge the content of intrusive thoughts and urges in OCD; what were focusing on is the
  process  the meaning you attach to the thought and the way you respond to it. The content of the intrusive thoughts and images is perfectly normal. Questioning the
  content is probably something you already do but it increases your doubts and worries. Your goal in overcoming OCD is to not respond to your intrusive thoughts and urges. Acknowledge and note their
  passing nature, but do not engage with them.


  Another problem with responding to a thought with a phrase that is reassuring is that it distracts you from following through with exposure and testing the beliefs in a behavioral experiment.
  The most powerful way of changing beliefs is to test them. An example is Naomi, who had intrusive thoughts about being in a parallel world and fears that her family and friends around her were
  false. She found it difficult to articulate the awfulness of being in a parallel world and, intellectually, she found the idea of being in a parallel world absurd.
  However, the idea made her extremely anxious and she was extremely handicapped, as she had developed a number of elaborate and complex behavioral rituals to avoid being in a parallel world. She had
  been taught to relabel the idea of being in parallel world as just an OCD thought. The problem was that she did this repeatedly when she experienced the intrusive thought so that the relabeling became a safety behavior and somewhat reassured her. Note again that relabeling in the moment is a mental
  activity that involves engaging with the thought. She remained very handicapped as she had difficulty in resisting any of her rituals.


  It is also worth saying that cognitive therapy rarely ever involves just talking; it means following up mental activity with physical action to test your prediction. Naomi now needs to do
  exposure or a behavioral experiment to challenge the idea of whether she was in a parallel world. Naomi has two competing theories to test. Theory A is that she had a problem of being in a
  parallel world. Logically, she had to do everything she could to get herself back to the real world before any harm occurred. Theory B was that she worried excessively about being in a parallel
  world and being out of control, and that by trying too hard to control her thoughts she was increasing her worries. A behavioral experiment involved testing which theory best explained the
  phenomenon. For Naomi, this involved trying deliberately to jump into a parallel world and to stay there without any safety behaviors or rituals. (Who knows, it might even be better than this
  world!) She eventually agreed to try this and realized that her experience best fitted with Theory B, as her worries decreased when she stopped trying to escape from the idea of being in a
  parallel world. Doing this experiment was more effective than intellectually trying to relabel the thought and to convince herself that it was just an OCD thought. You could
  teach a parrot to say Its just an OCD thought, but it doesnt mean anything to the parrot, and in OCD making such a statement can become a ritual. It will not mean
  anything to you unless you follow it through with action and do the exposure to prove to yourself that it is just an interesting idea.


  In summary, it is important to acknowledge an intrusive thought when it occurs. Dont attempt to suppress it or respond to it  for example, reassuring yourself that it
  is just an OCD thought or just an obsession. There is a danger that relabeling can become a ritual. Always try to act against the content of the thoughts by exposure and
  a behavioral experiment to test whether the data best fits Theory A or Theory B. If youre not sure whether you are responding, ask yourself what is the function of what you are doing. If
  youre trying to reduce anxiety or harm or avoid exposure, then youre responding to the thought.


  Obsessions with a sexual content


  A common intrusive thought is a doubt whether youre homosexual. It is of course perfectly normal to have such doubts, but again the thought needs to be seen in the
  context of your OCD. You may be horrified of being gay, so that the reason you have such worries or doubts is because you fear being gay and believe it would be devastating for you. You may
  then try too hard to banish such thoughts or ideas, or try to prove to yourself that you are not gay  for example, by visiting a prostitute or seeing if you can still get aroused with
  the opposite sex. Sometimes this backfires, because anxiety can interfere with normal sexual functioning, and this is likely to reinforce your fears that you may be gay.


  It is very normal to have intrusive thoughts and worries about being homosexual, especially as an adolescent when youre beginning to develop your sexual
  identity and feelings. However, someone without OCD will treat such thoughts as just an idea, they might experiment, or they might accept that sexuality is not black and white. Just like any
  other intrusive thought, accept the thought and dont respond to it. Prove to yourself that its just a thought by going to gay bars and being in the company of gay friends, and
  dont try to prove that youre heterosexual.


  A similar situation occurs when someone with OCD becomes highly anxious about abusing a child. They may focus attention on their genitals to assess their response to children or
  intrusive thoughts. They may notice sensations that are normally there and misinterpret them as signs of sexual arousal; they may notice arousal responses that are a consequence of anxiety, and
  misinterpret these as a sign of desire. Again, the more you gain confidence in these explanations of what is happening, by trying them out in reality, the sooner your obsession will subside. We
  should emphasize over and over again that having intrusive sexual thoughts towards children is perfectly normal. They pass through the minds of many people without OCD but no one pays much
  attention to them: they are irrelevant, just thoughts. Someone with OCD, by contrast, treats such thoughts as dangerous and starts to notice reflex sensations in their genitals as a sign they are
  aroused, and so the vicious circle of avoidance and mental rituals begins.


  The problem of trying too hard to control ones behavior


  A common obsessional response to intrusive thoughts, images, and urges, where there is a fear of acting in dangerous or socially unacceptable ways, is to try too hard to control
  your behavior. For example, if youre a person who fears blurting out obscenities in church, you might try to keep tight control of your mouth and vocal cords. The unfortunate thing about
  this, apart from being a total waste of time and energy, is that it focuses your attention on your body and leads you to be acutely aware of physical sensations that you otherwise would not notice.
  This then triggers more misinterpretations of these sensations, which appears to be evidence that youre really on the verge of losing control.


  One of the worst costs of keeping tight control of behavior is that it can lead the individual with OCD to conclude things like: I narrowly escaped doing something terrible; luckily I
  just managed to stay in control . . . this time. Id better be extra careful next time.


  There is a famous illustration of this in the keeping the tigers from the train story:


  
    
      A man was travelling on a train. The train guard walked past and noticed that the man was throwing crumbs of bread out of the window. The
      guard stopped and asked: Excuse me sir, can I ask why you are throwing crumbs of bread out of the window? The man, continuing his unusual ritual, turned to look at the guard and
      said: To keep the tigers away from the train. The guard, still more puzzled, responded: But there are no tigers here, sir. The man
      replied: Thats right; you see, it works!

    

  


  The trick, as with so much in overcoming OCD, is to carry out a test and see for yourself that if you allow the urges to occur, without trying to suppress them, (a) your anxiety
  will pass much more quickly, and (b) nothing terrible will happen  there is no need to try so hard. It is your solutions that are the problem.


  
    
      Key learning point


      
        Anxiety can frequently lead people to feeling out of control and trying harder to keep control of thoughts and
        behaviors. This focuses their attention on their anxiety It can also:

      


      
        	
          lead to the false conclusion that it was the act of keeping in control that prevented the feared catastrophe from
          happening;

        


        	
          prevent the person from discovering that their fear wont come true or that it is not as awful as they
          anticipated.

        

      

    

  


  The as if principle


  If at this point you can accept an alternative explanation for you OCD intellectually but do not feel it in your gut, dont worry  that
  is a perfectly normal part of change. The most effective way to move from superficial intellectual insight to deeper conviction and belief is to act as if you already
  felt the new idea. One of the easiest ways of thinking about how to overcome OCD is to strive towards thinking and acting as if you
  did not have OCD. The as if principle can be used at either a general or a very specific level. Some people who have had OCD for many years complain that they cannot remember how they would
  have behaved before their behavior was dictated by OCD. Unsurprisingly this is a particular problem for people who demand certainty that their actions are responsible and risk-free. The truth is
  that most individuals with OCD can make pretty good judgments about reasonable behavior but, as weve already discussed, tend to be underconfident about their judgment. We shall
  discuss some specific guidelines for dealing with this and other obstacles when we turn to how you decide on your goals in Chapter 5.


  The OCD-free twin technique


  This is a useful technique to use when youre trying to decide upon an alternative behavior. Imagine a person who is the same as you in every respect, but does not have
  OCD. Then imagine what your OCD-free twin would do, and act as if you were your OCD-free twin.


  Friends, family members, and caregivers can also use this principle if they are unsure how to interact with you. They can also imagine your OCD-free twin, and strive towards treating you in the
  way they would your OCD-free twin. We give more detailed advice for family and friends later in the book (see Chapter 9).


  The survey method


  If you really cannot decide (or cannot agree!) on an alternative behavior, try the survey method, and quiz family and friends about what theyd do in a specific situation.
  However, be careful that this does not become a ritual for seeking reassurance or a means of justifying a ritual.


  The survey method can also be a useful way of gathering information about kinds of intrusive thoughts, images, and impulses. Take a poll of your relatives and friends strangest,
  most upsetting, or even funniest intrusive thoughts, images, or impulses. You may need to give them a few examples to get them started, but youll probably be pretty surprised at what does go
  through the average persons mind! However, because it means nothing to them, they may not notice them very easily and forget about them easily, so beware of thinking that they dont
  have such thoughts if they say they cant call any to mind when you ask them.


  Realistic responsibility: The responsibility pie-chart


  You can use a visual method to see more clearly your personal responsibility for something. Heres a technique that might bring memories of being taught percentages and
  fractions at school. Well show you how it works in principle here, and give you some more examples of how it can be used in Chapter 4.


  First, think of an event you are afraid of being responsible for. Then think how responsible, on a 0100 per cent scale, you would consider yourself if
  this actually happened. Chances are you will have given yourself a pretty high percentage (if not 100 per cent).


  Now list all the other possible contributing factors to this feared event occurring, placing your role at the bottom of the list.


  Now draw a circle (your pie) and begin to divide up the pie up among the various contributing factors (Figure 3.4), giving each a rough percentage and leaving yourself until the
  very end. Now step back and consider the new percentage of responsibility you will have given yourself. We hope you experience a degree of relief now that you realize you do not carry sole
  responsibility.


  
    [image: img]


    Figure 3.4 An example of a pie chart of being burgled

  


  Correcting for bias in attention


  If you have been pregnant, or have wanted to become pregnant, you may have noticed that suddenly the world seemed to be flooded with pregnant women and babies. How about if you
  have just bought a new car? Have you found that you kept noticing the same make on the road? Its not that there are more babies being born or more cars of the same model being bought;
  its just that our attention is seeking out the subjects that interest us. It is common for people to have biases in attention because what is on our minds will influence what we notice;
  its just part of how the human brain works.


  How about someone who is anxious about spiders or insects? Have you ever observed that they see them where and when you hadnt noticed anything? When people are anxious about something
  they tend to be more vigilant for examples of it. This is of course one of the helpful aspects of anxiety should we be in a genuinely threatening situation; for example, its helpful
  to be watchful if we are at risk from being attacked by a wild animal.


  In OCD, this attention bias is an often-overlooked factor that keeps the condition going. People with fears of contamination, for example, will frequently tend to monitor what they or
  others have touched. People with fears of causing harm will tend to notice sharp objects and chemicals. Their attention will also be focused internally on how they feel. Because they
  feel anxious, this will tend to be magnified and used as evidence that there is a danger from which they need to escape. Other people will be focused on their
  intrusive thoughts and ideas, and in just the same way these will tend to be magnified and appear more frequently. Overcoming OCD will mean taking everything in, not just focusing on what
  you fear or your obsession, and refocusing your attention away from your inner world.


  What do you think you tend to over-notice?


  Take a moment to consider the past day or past week, and try to identify what you tend to notice more of than the average person in the street.


  
    Im over-aware of _______________________

  


  Tackling this part of OCD has two important components.


  The first is recognizing that biased perception will very likely lead to biased conclusions. For example, monitoring the transfer of contaminant by hands will increase a persons sense of
  how contaminated and dangerous the world is. Thus you can helpfully correct for this bias in your mind. Imagine riding a bicycle that tends to veer to the right when you point the handlebars
  straight ahead. What would you do to make the bicycle go straight (before you had a chance to fix it)? In all probability you would correct for the bias towards the right by steering slightly
  towards the left. You can do exactly the same in your mind: so, if you know that you tend to overassume danger, you can correct your thinking by deliberately assuming you or those you care for are
  safe.


  The second is recognizing that trying not to notice something, as an attempt to correct this bias, is doomed to failure in the same way that it is
  impossible to not think of something. However, you can improve the extent to which you focus on other things. So practice being absorbed in a particular task (like having a conversation), or the
  sights, tastes, smells, sounds, and physical sensations of the world around you. When you notice your attention is drawn excessively towards something you are overmonitoring in an attempt to reduce
  risk, refocus your attention away from it on to something else around you. Similarly, if youre excessively focused on how you feel or youre thinking about harm, refocus attention
  externally on the task in hand or the environment.


  We appreciate that this is a difficult skill to acquire and requires frequent practice. In the future, we anticipate that therapists will develop new ways of helping you to practice refocusing
  or retraining your attention.


  Taking physical exercise


  There is good evidence for the benefit of physical exercise in overcoming mild depression. We do not know of any published research on exercise in OCD, but some of our patients
  with more severe OCD have found it helpful in giving relief in the short term.


  
    
      Audra told us that the only time she escaped from her extensive mental compulsions was when she exercised at high intensity. Step aerobics
      was her personal preference because she was engaged in doing a choreographed routine that constantly changes, on a step, with an instructor leading a group,
      and music playing loudly. If she did a mental ritual, she would either mess up the routine and stand out or fall off her step (note that at this moment, Audra was focused on the cost of
      ritualizing). Having realized this, she joined a week-long trekking expedition to climb Mount Kilimanjaro. Kilimanjaro is the highest mountain in Africa and cannot be attempted by anyone
      without a reasonable level of fitness. The environment itself led to a sense of inner calm as there are only the sounds of Africa, such as squealing monkeys. In simple terms, daily survival
      instincts took over and there was no room for her OCD. Walking for an average of eight hours a day, at altitude, through all types of climactic regions is exhausting. While walking, her
      thoughts and actions revolved around putting one foot in front of the other, putting extra layers on, taking layers off, drinking plenty of water, and eating snacks (again, notice that Audra
      was in a state of focusing externally and concentrating on living, not psychological perfection). While walking she was with a group of people whom she enjoyed talking to. By the end of the
      day, when she desperately wanted to do a mental review in her head, her body was so physically exhausted that it made her sleep.

    

  


  We are not suggesting exercise is a cure for OCD, but it may help to break a vicious circle when rituals are so automatic. Even if you do not use exercise as an
  aspect of tackling your OCD, it will almost certainly help you reduce some of the stress of tackling such a thorny problem and improve your mood.


  In general, sustained activity like brisk walking, jogging, or swimming has been shown to have the best psychological effects for depression. However, any form of exercise you can add to your
  weekly routine will be helpful.
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