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Foreword


Thank you for opening this book.


It has been sixteen years since the first edition of Overcoming OCD was published. In that time, the authors have witnessed a dramatic shift in how OCD is understood and portrayed. This is, in part, because of a concerted effort by individuals who have had OCD, mental health professionals and OCD charities working together to reduce stigma and increase research funding. We thank everyone who has contributed to this work.


Changes to the book


It has continued to be our great privilege to work with people with OCD and contribute to new research. In this second edition some of our recommendations have evolved, others have stayed the same.


The focus of a person’s OCD tends to reflect their deepest fears. These are often heavily dependent on the culture in which they live and the media they consume. This new edition therefore includes more detail on current concerns. For example, these days we see fewer people who have an obsession about HIV/AIDs and more who are preoccupied with the fear that they might secretly be a paedophile.



The importance of raising OCD’s profile


OCD is severely disabling. Politicians, health purchasers and clinicians need to take OCD seriously. When they don’t, less funding is channelled towards vital research and specialist services.


OCD has often been ignored or regarded as a low priority because its sufferers are not violent and are less likely to commit suicide when compared with those with other severe mental health problems. Sufferers also typically feel a great deal of shame which makes them more likely to keep quiet. This is why we urge readers to join our cause and support their national OCD charities and lobby their politicians for better services and research funding. The details of the OCD charities can be found in the appendix of this book. Together we can make an enormous difference.
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Introduction to the World of OCD


What is OCD?


Obsessive Compulsive Disorder (OCD) is a common condition, affecting around 1 per cent of the population.


The main symptoms of OCD are obsessions and compulsions. Obsessions are recurrent intrusive thoughts, urges or images which cause significant distress and can seem impossible to get rid of, no matter how hard you try.


Compulsions are actions which are linked to your obsessions. You might carry out compulsions in the form of physical behaviour, or as a mental act. It is usual for people with OCD also to avoid anything which triggers their obsessions. Sometimes they impose rules and compulsions for these avoidance behaviours on the people they live with, who are often reluctant to challenge the rules for fear of making the OCD worse.


The purpose of this book


Despite its many chapters, this book has three simple messages:




• OCD is a common problem and nothing to be ashamed of


• It is not your fault that you have OCD


• You can overcome your OCD.





The book is for individuals with OCD and their families and carers. As authors, we are both clinicians and researchers with, between us, over sixty years’ experience helping people with OCD. We will guide you through some tried and tested steps so that you can overcome your OCD or support someone else to do so.


We would like to emphasise that those with OCD are not alone. As mentioned, it is estimated that worldwide at least one in a hundred people has this debilitating condition, of whatever age or gender. It is upsetting and isolating. In serious cases, it can leave an individual unable to function. Scary and persistent as it is, OCD can be overcome.


Overcoming OCD


The best two treatments for OCD are cognitive behavioural therapy (CBT) and SSRI medication. This book aims to help you understand your OCD better and apply the principles of CBT. You will learn how to change your relationship with your intrusive thoughts (such as understanding that they are far more normal than you think), stop your compulsions and overcome avoidance. You may also choose deliberately to face your fears and so help your mind break out of old, unhelpful responses and lower your anxiety. We will also cover the questions you may have about medication.


Introducing cognitive behavioural therapy (CBT) for OCD


The principles we will introduce you to in this book come from an approach to psychological treatment called cognitive behavioural therapy (CBT). CBT is the most extensively researched and proven psychological treatment for OCD. Below is a brief description of the approach.


Cognitive change refers to developing an alternative understanding of the problem. This might involve changing the meaning you give to your intrusive thoughts, doubts and urges (for example you might have ‘thought action fusion’, whereby experiencing an urge to run over a pedestrian means you will carry out the action), or the intolerance of uncertainty of not knowing whether you could act upon an unwanted urge.


The more extreme or catastrophic the meaning we give something, the more extreme and negative the emotion we feel. Because our brains have a ‘better safe than sorry’ bias, humans easily misinterpret things and give them a more threatening 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 as a sign of danger and have to be resolved.


Recovery from OCD involves developing a more realistic and helpful way of understanding the mental events that you worry about so much. Unfortunately, emotions associated with OCD, such as anxiety, depression and shame, tend to make your worrying even more powerful and this, in turn, can fuel negative emotions. We will teach you how to distance yourself from your intrusive thoughts. Remember, your brain is trying to keep you safe and will send you lots of warning signals: sometimes we all need to learn when not to listen to warnings. Think of a car with a faulty alarm which goes off every time the wind changes. If we know about the fault, we interpret the significance of the alarm differently.


Your anti-OCD aim should be to truly accept intrusive thoughts, images and urges without engaging in any mental activity or behaviour that makes you think you can prevent events from occurring. ‘Acceptance’ means treating any thought as just a thought. Example: if you believe you are contaminated and will lose control, you are having a thought that you are contaminated and will lose control. It’s purely a mental event and the more you try to avoid or control the thought, the more distressed you become.


Behaviour change in CBT refers to changing the way you respond to your obsessions. Remember that what you do in your mind, such as mental checking or reviewing, is a form of behaviour.


We understand that changing your behaviour is tough and requires courage. You will come across the term ‘Exposure and Response Prevention’ (ERP) which involves you making a deliberate choice, for therapeutic reasons, to confront your fears and resist any compulsion or safety-seeking behaviour in the face of that fear.


Another term we will use is a behavioural experiment. Behavioural experiments look very similar to exposure because they involve doing something uncomfortable. However, they are designed to test out a particular prediction or expectation. Often in OCD, you cannot test a belief to establish whether what you fear will actually happen: a classic example is what will happen when you die, or whether you are in fact in the ‘real’ world. Instead, you can run experiments to test whether your findings best fit an alternative understanding of the problem and best fit the idea that you have a problem of not knowing and not being in control to solve. What matters is that you learn to tolerate the feelings of anxiety (‘exposure and response prevention’) and test your expectations (‘behavioural experiments’). In this book, we have used the term ‘exposure’ as a shorthand to cover both these elements.


How following the advice in this book can help


You can learn to apply many of CBT’s principles by reading this book. If, for whatever reason, you are unsuccessful it can be helpful to seek professional help and continue to use this book in conjunction with therapy. If CBT does not work as well as you hoped, incorporating medication can also help. We explore these options in detail later in the book.


How to use this book


We have condensed over sixty years’ experience treating OCD into this book.


First, we will help you understand the building blocks of your OCD. This includes some of OCD’s commonest causes.


Second, we will help you create an action plan to break free from your OCD. This includes building a working model, what we will call a ‘vicious flower’, to help you understand what fears and triggers sustain your OCD.


Thirdly, we will walk you through how to identify support and how to seek informal and professional help. In this section we will help you evaluate the various treatments and medications available.


Finally, we will help you consider how to maintain the gains you have made in order to reduce the chances of relapse.


Throughout the book we will introduce you to some characters who have the most common forms of OCD. They will make the same journey towards overcoming their OCD as you do.


A word on different ‘types’ of OCD


Many people with OCD will have read about or been told that they have a specific form of OCD, for example:




• Pure O (the idea that you have obsessions without compulsions)


• Harm OCD


• H-OCD (OCD focused on fears of being homosexual)


• P-OCD (OCD focused on fears of being a paedophile)


• R-OCD (OCD focused upon doubts about a relationship)


• Contamination OCD





We will cover several different ways in which people experience OCD. This book does not contain specific chapters on different presentations of OCD. This is a deliberate choice, made because the principles of overcoming OCD are essentially the same whatever the focus of your fears. Further, it is not uncommon for OCD to change over time, and for a ‘different’ form to become the focus when you have reduced a particular obsession. (People often think this will never happen, believing that nothing could be as bad as their current obsession.) Hence, to get truly lasting freedom from OCD you need to build some general anti-OCD attitudes and practices. This often includes having a good tolerance for doubt and avoiding checking.


What is more important is to work on the processes that drive your OCD, rather the specific content of your obsession.


Some common fears about using a book to help overcome your OCD


Below we discuss four common reservations about using a self-help book for overcoming OCD and we hope to lay any fears to rest.


1. ‘Thinking about the problem will make it worse.’ The opposite is true. When individuals try to avoid thinking about the processes in their OCD and what they can do about it, their problems persist and over time become more difficult to solve. In this book we aim to try to help you develop a good psychological understanding of what is keeping your problem going and therefore what you can do to stop OCD ruining your life.


2. ‘Reading about other obsessions or compulsions will cause me to “pick up” another worry.’ There is no evidence that you can ‘catch’ OCD from reading about other obsessions. If you develop a new obsession, then unfortunately it, or a different obsession, would probably have occurred in any case.


The content of your obsessions may fluctuate over time, but the processes will remain the same. By process we mean how you maintain your obsession. For example, you might be preoccupied with a fear of causing harm through contamination. This anxiety might change from concern about sub-atomic particles of excrement to asbestos or HIV that might transfer to someone else. Whatever the obsession, the preoccupation results from the same processes of transferring your worries and trying too hard to avoid risk. We will discuss these and other processes in detail later.


3. ‘Because obsessions can vary enormously, no book will be able to cover all the different types of obsessions and compulsions.’ You may fear that if a book does not directly mention your obsession it will not be directly relevant to you. Similarly, you may be concerned that if your own obsession is not precisely described, then all the information that intrusive thoughts are normal may not apply in your case. You may feel that ‘mine is different’. This can quickly lead to the conclusion that your obsession really can have the power to influence the chance of bad events happening or reveal something sinister about a person. It cannot.


Virtually every person with OCD we have treated has experienced at least one symptom that we have not seen before. Every person experiences their OCD differently. Even so, people with OCD overwhelmingly have more in common with each other than not. When you read the descriptions of OCD and treatment in the book, try to focus on the similarities in the process rather than the differences in the content.


One of the most helpful tools in overcoming OCD is to understand how your OCD works – what is keeping the problem going? What is the nature of the underlying problem? If, as you work through this book, you are not sure whether a certain principle applies to you, try testing that principle out and assessing whether it is relevant. We give guidance for this later on.


4. ‘I feel so ashamed of having OCD and it is my fault, so I cannot expect help.’ This is really important: it’s not your fault that you have OCD.


Despite lots of research, the exact cause of OCD is not known. Being human means that you are born with a tricky brain. It is constantly juggling between keeping you safe, keeping you rational and acting in your best interests. You will also have inherited genes, from parents you did not choose, and you will have had various experiences that have shaped you throughout your life.


It is not your fault that you have OCD, but it is your responsibility to overcome it as no-on else can do this for you.


What if CBT doesn’t work for me?


If you are unsuccessful, then don’t give up: you can always seek further help and use this book alongside it. At least three-quarters of people with OCD can make substantial improvements through a formal course of CBT. It’s important to note, however, that ‘professional help’ doesn’t mean that you get to ‘hand your brain over to medical science’ for someone else to fix. Very often the more accomplished the therapist, the better they will be at helping ‘your brain to take the strain’. Only you can break your own mental and behavioural habits, so please don’t fall into the trap of waiting to get professional help on the basis that it might be an easier option. It is very likely not to be.


Creating a plan for overcoming your OCD


Your plan to overcome your OCD must relate directly to your own obsessions, compulsions and avoidance behaviours. To create the most effective plan you will need to examine your OCD. Being aware of how and when your intrusive thoughts occur is a significant part of your plan; it will help you to seek opportunities, deliberately and repeatedly, to practise new responses to intrusive thoughts, as well as break unhelpful habits.


Below we set out a basic template you can follow to help examine your OCD. Later chapters of this book cover each of the following stages:




• Identify your obsessions; include your intrusive thoughts, images, fears, impulses and doubts as well as the way you respond with your compulsions and safety seeking behaviours.


• Define the situations, people, objects or activities that you try to avoid because of your fears or obsessions. Later this will help you deliberately face your fears and/or triggers for your unwanted thoughts.


• Set personal goals for overcoming your OCD. The most important question to answer is: ‘How do you want things to be different?’


• Consider the meaning you have attached to intrusions that cause you distress and make you react in ways that are unhelpful. These can range from the general (emotional reasoning: ‘if I feel anxious then there must be a danger’) to the specific (moral fusion: ‘if I think I could push someone on the underground, then I am bad’). We refer to this as Theory A and will expand on it later in this book.


• Reflect on aspects of your thinking style that might contribute to the maintenance of your OCD. People with OCD tend to assume significantly more responsibility than the average person for causing or preventing harm. If this is the case with you, recognise that if the thought of disaster has occurred to you, you don’t have to take responsibility for preventing it from happening. Letting thoughts of catastrophe pass without checking or taking precautions is normal, not irresponsible.


• Concentrate on when you carry your compulsions or use avoidance. If you just do them automatically, without becoming more aware, it can be difficult to choose to stop. Technically this is called Response Prevention. Using a tally counter to record the frequency of a compulsion can greatly improve your awareness and give you an effective measurement of change.


• Understand how your solutions to avoid your intrusive thoughts and urges are your problem. We model this as a ‘vicious flower’ and later in the book we will help you create your own vicious flower. When you do this, you should be able to see how doing more or less of these solutions affects the frequency, intensity and duration of your obsessions. Your ultimate aim is to allow unwanted mental events, emotions, or bodily sensations to pass without ‘engaging’ with them. Often this means learning to trust aspects of yourself you currently distrust: your morality, your memory, your judgement and so on.


• Develop an alternative explanation for your intrusive thoughts. Instead of thinking ‘I have thoughts about being a paedophile, therefore I must be one’, the alternative explanation is ‘I have thoughts about being a paedophile. Having so many intrusive images shows how much I don’t want to harm a child’. In CBT this is often referred to as ‘Theory B’. The key to Theory B is to re-interpret unwanted mental events as normal. No one has control over the unwanted thoughts that pop into their head. Those thoughts often reflect something that we don’t want to do.


• Act ‘as if’ you believe Theory B to identify the explanation which most closely fits the facts. You may not be 100 per cent sure of this but demanding certainty shows that your mind is sticking to ‘better safe than sorry’ mode which is likely to block you from recovery. Observing how your problem responds to being treated ‘as if’ Theory B is correct will provide compelling evidence that your intrusive thoughts are simply a product of concern or worry and nothing more meaningful.


• Confront the things you have been avoiding by resisting compulsions, neutralising and reassurance seeking. This is covered when we explain the principles of exposure.


• Identify the ways in which you and/or others may have accommodated your OCD. Develop a plan to build a life that is free from any accommodation. This may have to involve re-educating others who have adapted to your OCD.





Below are some ideas that can help you on your road to recovery:


Keeping records of your progress


To help stay motivated, it is beneficial to have a history of what you have done so far and a measure of change. Humans tend to concentrate on what is not going well rather than what is, so keeping records provides a helpful reminder of the work you’ve put in and the changes that have resulted. Checking the severity of your OCD on the questionnaires at regular intervals (we suggest at least once a fortnight), will help to give you a feel for how things are changing. Here you can use a buddy or an alarm to remind you when to repeat the measures.


Developing self-compassion


Enacting your action plan and going into battle with your OCD can be exhausting. It is a long drawn-out process and involves a great deal of hard work. It is important to remember to be compassionate towards yourself to give you energy to fight. You don’t want to be fighting yourself by being critical or judgemental. If you are working through this book, you’ll probably be spending much of the time you are overcoming your OCD struggling alone. This will be worth it, but meanwhile, it is vital you give yourself credit and encouragement for all your hard work.


Finding an ally


Since overcoming OCD can be so tough it can be worth considering finding an ally, as in order to do exposure you need to feel safe. In CBT, such a supporter is often called a ‘co-therapist’. This person might be a friend, partner, or relative. Allies can be of enormous value and support you in numerous ways, for example:




• Helping you increase your commitment to your exposure.


• Helping you to review your progress. This might include feedback on how exposure and behavioural experiments are going, sharing frequency records and ratings of progress.


• Sharing with you their examples of intrusive thoughts, images, doubts and impulses to help normalise obsessions.


• Modelling appropriate behaviours (e.g., how they wash their hands or shut a door).


• Modelling exposure (e.g., touching a toilet seat without washing their hands, wishing something terrible would happen to their loved ones).


• Helping to come up with imaginative ideas for exposure and response prevention tasks.


• Helping to trouble-shoot stuck points.


• Giving general support and encouragement – this is probably the most essential part!





If you have an ally it can help for them to work through this book with you.


The person will need to be prepared to act as your co-therapist: to read through this book and set aside sufficient time reliably to sit down with you (e.g., for about half an hour a couple of times a week at the start). You should emphasise that they are there to act as a supporter in YOUR plan to overcome YOUR OCD. Hopefully, they’ll have creative suggestions and ideas, but it’s critical that you negotiate a plan before you begin to implement it. It is also worth deciding beforehand what you would prefer your ally to do or say should you become over-anxious, stressed or angry. We cover this more in Chapter 19 which is written for friends and family.
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What is OCD?


In this chapter, we will explore what Obsessive Compulsive Disorder is. We will cover the range of disability and some of the basic facts and figures. We will also introduce you to some of the common types of OCD through the stories of five different people.


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. One good test is the Obsessive-Compulsive Inventory devised by Professors Foa and Salkovskis, reproduced in the Appendix. Instructions on how to score yourself are given at the end of the list of questions: if your total is twenty-one or above then you are likely to be suffering from OCD. Another is the checklist of symptoms from the Yale Brown Obsessive Compulsive Scale (YBOCS), also reproduced in the Appendix. If you tick any of these AND it causes you significant distress or handicap, 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 self-report YBOCS (reproduced in the Appendix) to measure the severity of your OCD. This scale is widely used by professionals as a measure of the severity of OCD for treatment trials to determine whether a therapy is effective or not, and you might want to use it to check your progress as you work through this course.


How much can OCD affect a person’s life?


The severity of OCD differs markedly between people, but each person’s distress is very real. Despite this, people with OCD often appear to function normally. This makes it possible for some individuals to hide their OCD from their own family or work colleagues. OCD tends to have an impact on all areas of life – relationships, family, social life, hobbies and ability to work. You can measure the degree of handicap you experience by rating the Work and Social Disability Scales in Appendix 1 and repeating them during and after therapy.


OCD often damages relationships and causes individuals to end up celibate or single. Those that do marry, frequently find that OCD behaviours – such as constant reassurance seeking or excessive checking, trying to ensure that other family members avoid ‘contaminated’ objects, washing excessively, leaving clothes or shoes outside the home, or getting rid of pets – lead to discord, separation and divorce. Trips and holidays tend to provide particular challenges which can result in growing irritation or bursts of anger. Sometimes individuals with OCD may become house-bound, eat a very restricted diet or be unable prepare their food, change their clothes or care for themselves. We look at what carers and the family can do to help in Chapter 19.


OCD tends to interfere with your ability to follow a hobby or interest or to make normal friendships. The time taken up by OCD and the fears raised by it, can compromise success in study or work. 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.


What is an obsession?


‘Obsessed’ is a word used widely every day to mean ‘very preoccupied by’. Someone who talks non-stop about their new passion might be described by their friends as obsessed. A dedicated hobbyist, such as a train spotter, might be described as having an ‘obsession’. The media might describe a person who stalks a celebrity as obsessed. However, these popular ‘obsessions’ are very different from obsessions in OCD.


Obsessions in OCD


An obsession, in the world of OCD, is defined as a distressing and persistent intrusive thought, doubt, image, sensation or urge. These mental activities can be triggered by objects or events, or maybe by a distressing thought that just pops into your head.


Obsessions are frequent, unwanted and difficult either to control or get rid of. Someone with OCD might experience the following intrusive obsessions: a sensation of their hands being contaminated with a harmful germ or substance, a strong urge to have objects placed in a particular place, pattern or order so that they ‘feel right’, doubts about whether they ran over a cyclist or an image of stabbing a baby.


Examples of the most common obsessions in OCD are listed below. There are seven groups listed, the first four being the main ones. Individuals with OCD rarely find that their obsessions fall neatly within one category. In fact, they often have multiple obsessions with one or two the most dominant.


1) Contamination obsessions


The following are all examples of contamination obsessions:




• Thoughts and sensations about contamination from bodily fluids (e.g., faeces, urine, semen, blood), dirt, germs, viruses (e.g., HIV), insects, animals or sticky substances


• Thoughts, images or sensations of contamination from contact with or proximity to a certain object or person


• The feeling of being polluted or getting bad vibes because you were in a certain place (such as a bathroom) or in a town that was associated with a bad experience


• Concerns about environmental contaminants (for example asbestos, radioactivity, household chemicals)


• Fears of moral or spiritual contamination (for example from people that do not share your values, or from someone who once humiliated or betrayed you, or has a characteristic that you fear or despise).





The main emotions in contamination obsessions are of anxiety and sometimes disgust. The focus may be on a person becoming contaminated or unwell. Or the concern may be more that s/he is responsible for passing on a contaminant to others. A common process in contamination fears is that of ‘contagion’ or transfer. By this we mean that through touch it can feel as if the contaminant is passing from one object or person to another. Hence the phenomenon that certain areas of the home may be viewed as contaminated because they contain items that have been touched by another object that was ‘contaminated’.


Another process in contamination is that of ‘equivalence’. This can probably best be described through an example of one of our patients: an uncle who would be very critical of our patient used always to sit in a particular armchair. In the mind of our patient, that armchair was forever contaminated by its association with the abuser. Another person with OCD avoided his hometown at all costs because he had felt betrayed while at school there. These are both examples of where an object or place has been associated with a difficult memory and of mental contamination.



Mental contamination



Contamination obsessions are usually triggered by physical contact – but not always. Some people experience the feeling of being contaminated in the absence of any touch. This is called mental contamination and the source of the ‘contamination’ is usually inside the body from another human or relates to all-over dirtiness. The sense of being contaminated can sometimes occur after you have been physically or sexually violated, humiliated, let down, repulsed or betrayed. Mental contamination can include fears of morphing (taking on the characteristics of another person who is judged bad) or having immoral or polluted thoughts – more about these later. Compulsions like washing are usually ineffective in mental contamination and the emotions are usually more complex, including shame and disgust.


The desire to escape or to wash where there are contamination obsessions arises mainly from either of two motivations:




• to prevent harm coming to you or valued others (for example getting ill or dying, becoming anxious and losing control), or


• to avoid feelings of disgust.





Sometimes, though, a person with OCD simply fears that the anxiety will carry on forever if they are not careful enough to avoid contamination, without being able to put their finger exactly on what it is they are afraid of. This can create a particularly vicious circle: you feel compelled to avoid contamination or to ‘decontaminate’ (e.g., by washing or wiping) in order to avoid triggering anxiety or disgust by contamination in the future. Thus, you suffer from OCD now in order to try to avoid OCD in the future. This is a cycle that will continue until you stop co-operating with your OCD.


2) Obsessions about harm


The next group of obsessions relate to thoughts or doubts about being responsible for causing harm. Harm here is used in the broadest sense to include experiences such as embarrassment or rejection. Here are some examples of this type of obsession:




• A fear of having made a mistake or having done something wrong: e.g., Did you write something obscene in an email, or leave an electrical appliance on when you left the house? You could be responsible for something terrible such as being dismissed from your employment or causing a fire


• The doubt that you might be responsible for a terrible disaster, or for causing injury or death (e.g., a road traffic accident) which you weren’t careful enough to prevent


• The urge to prevent harm (e.g., a member of the family dying) or bad luck


• The thought of losing something important (e.g., wallet, identity papers or something that feels essential to a sense of self)


• If male, the thought of causing unwanted pregnancies by depositing semen inappropriately after masturbating


• If female, the thought of not being careful enough to prevent accidental pregnancy.





The key problem here is treating thoughts about harm as if they were facts. This leads to the mistaken belief that you have the influence to prevent harm from occurring and produces anxiety or, sometimes, shame. More about all this later.


3) Unacceptable thoughts


The third group of obsessions relates to unacceptable thoughts. Examples are:




• Unacceptable thoughts or images about sex e.g., being a paedophile or raping/sexually assaulting your parent/daughter/son, when you are not a sexual predator


• Thoughts or images about being violent e.g., stabbing someone, when you have no history of or intention to commit violence


• Immoral or sacrilegious thoughts and images about God and blasphemy, when you have no desire to offend God


• Thoughts about killing yourself, when you don’t actually want to


• Doubts about whether you truly love your partner (when you do) or whether your partner is the person to marry. This is often associated with fears of being in the wrong relationship or being alone


• Doubts about your sexual orientation (for example thoughts about being homosexual, bisexual or trans when you are not)


• Thoughts or doubts about doing, saying or writing something awful, improper, or embarrassing (that you don’t want to do).





These last are sometimes referred to by individuals with OCD as ‘Paedophile OCD’ or ‘Homosexual OCD’ or ‘Relationship OCD’ depending on the content. We discuss these in more detail at the end of this chapter. Images are especially powerful and distressing, and often harder to dismiss than thoughts or doubts.


If you have what you consider unacceptable thoughts or images, you are likely to feel anxiety, disgust and shame. You may find the thoughts extremely confusing as they do not fit with your values and who you are as a person. Almost everybody experiences some of the intrusive thoughts or urges that people with OCD have (e.g., having the urge to push someone onto the railway line). Most people let such thoughts go but those with OCD cannot ignore them or put a different meaning to them. Thinking such thoughts is felt morally to be the same as acting upon them. Another common belief is that such thoughts will be permanent and will ruin the rest of your life.



OCD focused on doubts about sexuality



We are now going to spell out some of the trickier aspects of unacceptable thoughts which make them confusing to the general public (and some mental health professionals).


The first is that some people with OCD may have obsessional fears about being gay (when they are not). This should not be confused with people who have doubts about their sexual identity. What is required is a good assessment of what the person’s problem is because the solution is completely different. If it’s OCD, then it’s CBT for OCD and sometimes SSRIs. A person without OCD and true doubts about their sexuality needs an appropriately trained counsellor to help them explore their sexuality (not CBT or SSRIs). For a person with OCD to see such a counsellor to explore their sexuality will make their OCD worse.


We have already described in this chapter, how people with OCD often experience intrusive unacceptable thoughts or images which are senseless and anxiety-provoking. For example, a common theme is that intrusions are nearly always the opposite of the person’s values. They represent a worry or fear of the very last thing the person wants to do or to happen. Thus, religious people with OCD are distressed by intrusive blasphemous thoughts; moral people with OCD are upset by thoughts of acting immorally; peace-loving gentle people with a strong sense of what is right and wrong are upset by sexual or violent thoughts.


Therefore, heterosexual people with OCD who very much want to be in a relationship or want children, might have intrusive thoughts about being gay or transgendered. This is all classic OCD. At one level the person ‘knows’ that the thoughts are senseless – for example, they are not usually physically attracted to the same sex, they do not masturbate while deliberately thinking of someone of the same sex (or they might have done when they were younger), they do not have a sexual relationship with anyone of the same sex, and they have no real desire for a same-sex relationship. They might have had some crush or exploration as an adolescent with someone of the same sex, but this is entirely normal. The individuals are not homophobic and have no ill feelings against the gay community. Despite this, they are deeply ashamed of such thoughts and images and often panic about experiencing intrusive thoughts and images of being gay. The occurrence of intrusive thoughts and images does not indicate latent homosexuality, any more than thoughts about pushing someone in front of a train when you are standing on the platform means you really want to murder them (but are ‘just not admitting it’) or that you are going to do so.


So, make sure you have a proper assessment and get the right treatment. It is necessary to understand this to appreciate that if a counsellor were to say to a person with OCD, ‘Well, maybe you are gay’ (as if they were counselling someone with sexual identity problem), or worse, if anyone were to offer them ‘conversion therapy’, that would increase the intrusive thoughts and images and induce panic – the antithesis of therapeutic benefit. The problem is that a counsellor is focusing on the content of their obsession. OCD just spouts nonsense and it’s not worth discussing whether you are gay, bisexual, gender fluid, a paedophile or whatever, as it just increases your doubts. (This also means not discussing it with yourself.)


Therapy involves helping a person to develop a good psychological understanding of his or her problem, to normalise their thoughts and understand how their ‘solutions’ (avoidance behaviours, checking compulsions, mental reassurance) in fact maintain their obsessional worries. The problem is not whether the person with OCD is gay, a paedophile, or in the right relationship – the content of the OCD is not discussed in CBT as it’s unhelpful and only provides temporary reassurance. It is rather the processes that the person is attaching to such intrusive thoughts and the way they respond to them. It is on this aspect that CBT for OCD is focused. Thus, if a person with OCD is having thoughts or images about being gay, they are treating such thoughts as important and very likely avoiding being in gay company believing that they might suddenly become gay or bisexual. Behavioural experiments might involve visiting gay bars or meeting gay people to test out their fears and to tolerate their distress. The therapy requires enormous courage if the person is to overcome the panic and OCD. What someone with OCD really needs is greater understanding of, and compassion towards, their condition and its impact on their life. They do not need to discuss whether they are gay or not!


OCD focused on fears of being a paedophile


The last section is just as relevant for people with OCD who have intrusive thoughts or images about being a paedophile or being violent. The key processes are that thoughts are viewed the same as actions or there may be a moral component.


These are highly distressing and shameful to individuals who are neither a paedophile nor violent natured. It is, however, vital to stress that an individual with OCD experiencing intrusive sexual thoughts about children or being violent is at no greater risk of causing harm than is any other member of the public. At its simplest, this risk need never be a concern: there are no recorded cases of a person with OCD carrying out their obsession. This is similar to the way a person who is fearful of jumping off bridges is not going to jump off a bridge. Part of the therapy for fear of being a paedophile might be caring for a child, in the way someone fearful of jumping off bridges needs to test their fears by being on a bridge. The large majority of therapists, social workers, health visitors, psychologists, nursing staff and doctors know this as it is part of their training. There is however legislation in many countries that means that, rightly, the protection of children is paramount and when there is any suspicion of emotional or physical abuse or neglect, it should be reported to safeguarding or social services for investigation. Therefore, a very small number of health professionals who are either ignorant or cannot tolerate risk have followed their checklists and reduced their responsibility by reporting what their OCD patients have told them to social services. As a consequence, the person with OCD has undergone unnecessary, lengthy or damaging risk assessments (because the social services may not understand OCD), which make their OCD worse.


We do not want to deter you from getting good help and want to emphasise that you would be extremely unlucky to consult such ignorant individuals who want to pass on their own anxiety to someone else. In the NICE (evidence-based recommendations for health and social care in England) guidelines on OCD, the advice is very clear: ‘If healthcare professionals are uncertain about the risks associated with intrusive sexual, aggressive or death-related thoughts reported by people with OCD, they should consult mental health professionals with specific expertise in the assessment and management of OCD. These themes are common in people with OCD at any age and are often misinterpreted as indicating risk.’ If you find that you have landed an incompetent health professional or forensic psychologist, or one that acts very defensively, our best advice is to seek advocacy from an OCD charity (see Appendix). It may also help to download a copy of the paper ‘Risk assessment and management in obsessive compulsive disorder’ by David Veale and colleagues, published in Advances in Psychiatric Treatment in 2009, volume 15, page 332. It is freely available on the internet. It may also be important to complain about their incompetence to their health profession regulator to try and reduce the risk of it happening again.


Groinal sensations in sexual obsessions


People with OCD who have unwanted sexual thoughts and images often worry about ‘groinal’ sensations (referred to on the internet as ‘GR’ or ‘groinal response’). We are defining groinal sensations as the tingling, earliest swelling or movement in blood flow associated with arousal in the genitals. They often worry they experience inappropriate pre-seminal fluid (‘pre-cum’) for men or vaginal moisture for women. This leads to doubts and checking (often by focusing upon physical sensations) for any sign of moisture in the genitals. A big part of the problem here is that if you scan for such sensations you risk ‘finding’ entirely normal bodily feelings and misinterpreting them as significant.


Our two systems, the mind and the genitals, are often out of sync: our genitals might respond to a range of stimuli even if our mind finds them abhorrent. Similarly, we might also sometimes find it difficult to become sexually aroused by someone that we love or find attractive. This phenomenon is relevant to individuals who have intrusive thoughts about paedophilia, incest, or homosexuality or who worry they are attracted to someone other than their current partner. Your genitals are constantly responding to stimuli automatically. You don’t normally notice what they are up to as your attention is not focused on them. When you focus your attention on them, your sensations are magnified, and you become more aware of them. The key issue is not to question what they mean. They are normal and of no interest to you.


Relationship OCD


Someone with OCD who is in a perfectly happy relationship can have intrusive doubts about whether they are in the ‘right’ relationship or if their partner is truly ‘the one’. Sometimes the intrusive thoughts are focused on their relationship with God. They may be checking in their mind as to how they ‘really feel’ about their partner or God or seeking frequent reassurance. This often occurs before getting married. The fear is usually of being in the wrong relationship or ending up alone. Again, what the person needs is the right assessment (whether they have OCD) and if so, treatment for ‘Relationship’ OCD. What they don’t then need is couple therapy or counselling which discusses how they really feel about their relationship and increases their doubts e.g., being told by a therapist ‘Maybe they are not the person for you’. Again, this focuses on the content of OCD and not the process. So, like Homosexual OCD, make sure you have a proper assessment and get the right treatment as some couple therapists may not be knowledgeable about OCD. Some great resources on Relationship OCD are available on ROCD.NET developed by Guy Doron and Danny Derby.


Religious OCD


Examples of religious obsessions include doubts about the existence of God or religious figures; immoral thoughts; images of a sexual act with a religious figure; having to have totally ‘pure’ thoughts during prayer in order not to blaspheme. Examples of compulsions include repetitive praying, making a cross or repeatedly apologising to God. Sometimes it is difficult to separate normal religious practice from OCD compulsions, but the key difference is the function of the behaviour. 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) and had become disabling as it dominated his life. What set his behaviour apart was his motivation: he believed that the compulsion would prevent something bad happening to his family (which was not part of the normal religious practice). The reason why his behaviour was excessive is that the compulsion had to be repeated until he felt comfortable and certain that he had done it perfectly and shown enough effort to demonstrate that religion was an important part of his life. In short, the boy was distorting or exaggerating normal religious practice for the OCD. In such circumstances, we usually recommend that the person temporarily drops their religious observance until they have overcome their OCD; they can then choose to return to normal religious practice. OCD occurs in people from all religious backgrounds as well as in people who are not religious. Most religions contain ‘rituals’ that are part of normal rites and prayers, however, religion is unlikely to cause OCD. It may play a role in the content of OCD for some individuals, particularly in a culture where a religious upbringing is dominant. In other words, the content of your OCD is likely to reflect the culture in which you were brought up and it may therefore vary significantly from the OCD of someone brought up in a different culture. More severe OCD is often associated with powerful religiosity and guilt.



4) Obsessions about order and feeling ‘not just right’


The next type of obsession relates to intrusive sensations of:




• An urge for symmetry, evenness or balance


• A need for order


• An urge for exactness


• A sensation of feeling ‘not just right’


• A sensation of incompleteness.





‘Not just right’ experiences and feelings of incompleteness are intrusive distressing sensations of imperfection, or a sense that something is not as it should be. They are felt as a tormenting sense of discomfort with your current state, connected with the perception that actions or intentions have been incompletely achieved. They can be experienced across separate senses (e.g., looking, feeling or hearing something which is ‘not just right’). These are sometimes associated with the autistic spectrum, eating disorders and perfectionism and the fear of making a mistake. It is difficult to describe the accompanying emotion other than a feeling of anxiety or tension motivated by a desire to feel ‘just right’ or ‘complete’.


Often people with this type of obsession cannot easily explain what motivates them to need to feel ‘just right’. They do not attach any real meaning to these experiences, they do not fear a bad event could happen; they just find it impossible to tolerate the sensations of not feeling just right.



5) Bodily obsessions


Other less common obsessions relate to the doubt or fear of losing control of a bodily function, such as being incontinent (urine or faeces), or vomiting. The obsessions are characterised by the worry, as you anticipate the loss of control, and the mental planning you engage in to prevent it. A specific phobia of vomiting (emetophobia), or of being incontinent, overlaps a lot with OCD, especially when it involves an intolerance of uncertainty about vomiting, as well as checking, reassurance seeking and excessive cleaning to reduce the ‘risk’ of vomiting. Other types of emetophobia are more like a specific phobia with marked avoidance and less checking.


6) Sensori-motor obsessions


‘Sensori-motor OCD’ is a less common obsession and is present when a person experiences heightened awareness of an involuntary bodily sensation or activity. Typically, the focus is on:




• breathing (doubts about whether you are breathing correctly or at the right depth or rate)


• swallowing (being unusually aware of the sensation of swallowing)


• blinking (doubts about how you blink, or how often)


• the movement of your mouth or tongue when speaking


• the sensation of clicking in your joints


• eye contact (for example the fear of staring into the eyes or at the breasts or genitalia of another person)


• the temperature of your body and, e.g., feeling excessively cold


• visual fields (e.g., paying attention to floaters or something in your peripheral vision) e.g.


° awareness of the side of your nose when reading


° the sensation of clothes on your body


° intrusive sounds or songs that keep playing in your head.





You may be plagued by doubts and fears that you might stop breathing or go mad if you do not focus your attention appropriately or that you will never be able to stop thinking about the focus of your fear. You may respond by trying to distract yourself. We understand that people with sensori-motor OCD are constantly trying to not have awareness of the sensations – unfortunately this makes it worse. Sensori-motor obsessions are less common than other forms of OCD, but they can be equally distressing and disabling to the sufferer.


7) Existential Obsessions


Existential obsessions are uncommon and refer to philosophical and religious doubts and questions that have no answers. Our experience is that people with existential obsessions tend to be very intelligent or study Philosophy. Examples include: ‘Why do I exist?’; ‘What will happen after I die?’; ‘Am I in a computer program like the Matrix?’; ‘Will God be offended?’; ‘Have I left another world behind?’; ‘Am in the wrong place?’; ‘Are the people around me real?’; ‘Do I have a head?’ Alternatively, they might focus on the way they conduct themselves or relate to others e.g., ‘Am I studying hard enough?’; ‘Am I liked enough?’, ‘What would have happened in my life if I did not meet x?’ (the Sliding Doors film scenario). Such ideas seem important to them and they can spend hours trying to resolve unanswerable questions – this is the compulsion and is referred to as ‘ruminating’. The content of these obsessions is like any other obsessional doubt – they could never be answered to the person’s satisfaction.


Emotions in OCD


Individuals often find it difficult to put the emotions related to their obsessions into words. They may describe themselves as in ‘discomfort’ or ‘distress’. It is helpful to try to label these feelings. If the feelings are mixed, try to define the main emotion. Common emotions are anxiety, disgust, contempt, shame, guilt and anger, which we describe below.


For most people with OCD who believe that they might be responsible for preventing harm or catastrophe to self or others, the dominant emotion is anxiety. This can be severe and sudden, like a panic attack, with physical feelings of racing heart, sweatiness, shakiness or shortness of breath. Biologically, the function of anxiety is to get you prepared to fight or flee and occurs when you think there is a threat. Alternatively, you may experience tension and be unable to relax. This is often linked to a feeling of being ‘not right’.


Another common emotion is that of disgust which can occur when you think you could have been in contact with a contaminant like dog excrement, or when you have had an intrusive thought of which you don’t approve (moral disgust). It’s a feeling of revulsion with a reaction characterised by a specific facial expression, a desire to distance oneself from the object of disgust, mild nausea and a drop in heart rate. The function of disgust is to prevent substances getting close to or inside the body (or mind, when it comes to mental pollution). Some people with fears of contamination do not experience anxiety but revulsion or disgust. Equally they may not have any feared consequences other than how they would feel.


The emotion of shame occurs if you feel anxious and condemn yourself for having OCD or specific symptoms in OCD, e.g., sexual or aggressive thoughts. You believe perhaps that you are inferior as a person, that you should not have immoral thoughts and that others would condemn you if they knew. Your motivation with shame is to distance yourself and hide from others. It is a flaw in thinking to imagine that others are condemning you: in fact, they are probably trying to be supportive and connect with you. A key issue in recovering from your OCD is self-compassion. You must learn to be sensitive to your suffering and committed to relieving it. This involves finding the courage to approach (rather than avoid) distress and to be non-judgemental about yourself.


Occasionally, a person with OCD believes s/he may have been responsible for a catastrophic event: here the main emotion is guilt. You direct the guilt at yourself for a specific failure and may feel the need to provide reparation. In all likelihood, your view will not be shared by others, who will see you neither as wholly responsible nor as a failure.


Other occasional emotions in OCD are contempt or anger. The emotion of contempt at yourself or others mixes the emotion of disgust with anger as you look down at yourself or others usually with your nose upturned. Anger may be directed at yourself for having a problem or at others when they do not stick to your rules or do not accommodate you in your compulsions. Your muscles become tense and you are ready to fight.


Many individuals also feel depressed if OCD occupies many hours of the day and causes a series of problems. Remember, depression is not the same as sadness. Depression is characterised by an inability to feel, or numbness. Those who do not respond with depression often become intensely frustrated and irritable. OCD can seriously affect relationships and family functioning. Thus, although we are mainly presenting the principles of overcoming anxiety and disgust in OCD in this book, secondary emotions such as shame, guilt, anger or depression may also need attention.


Some people find it difficult to identify and label their emotions. If you have difficulty with this it might be helpful to watch Pixar’s animated film Inside Out (2015), which is a wonderful attempt to personify different emotions and can be watched by both children and adults. Other people find it difficult to tolerate their emotional distress and have a lot of mood swings. A severe form of this is when you suffer Emotionally Unstable Personality. This makes OCD especially challenging.


Compulsions in popular culture


Having defined your obsessions and emotions, we now need to think about the ways you cope or respond to them. The first response we will explore is a compulsion. Though this term has a specialised meaning in OCD, let’s look first at the way the word is used in daily life. The dictionary defines a compulsion as ‘an irresistible impulse to act, regardless of the motivation’. It can include all sorts of behaviours such as shoplifting, binge-eating, sex addiction or gambling which are done for immediate gratification. We came across a dramatic example of the inappropriate use of the terms obsessive and compulsive when one of our patients brought in a newspaper article after the death of one of the biggest serial killers in the world, Dr Harold Shipman. We read with mounting concern as he was described as ‘obsessive’ over inducing death and controlling the moment of death. It said he had a ‘compulsive urge to kill repeatedly’. Anyone (and especially a person with OCD) who read the article could have concluded that OCD is an extremely dangerous condition. But Shipman was a psychopath. He was extremely callous and probably enjoyed control over others and the prospect of harming them. In contrast, people with OCD form one of the safest groups in the world. Special hospitals for mental disorders house hundreds of psychopaths like Shipman but have never admitted anyone suffering solely with OCD. If you have intrusive thoughts about killing children, for example, you may think that this makes you an exception. Later in the book, you will learn that such thoughts are extremely normal: individuals with OCD are trying too hard to stop themselves from harming others. So confident are we about this that we would happily ask a person with OCD to babysit our children and to test out their fears by concentrating very hard on having thoughts about killing them. We know they will not. More about this shortly.




COMPULSIONS V RITUALS


A compulsion is often described as a ‘ritual’. The two words can be synonymous, although ritual usually refers to actions which are not driven by fear and it has a popular meaning. A ‘morning ritual’ to help you get ready for the day, may simply be used to describe jogging, showering, coffee and breakfast. Religious ceremonies often involve formal rituals. If your activities are not motivated by your desire to reduce anxiety and threat in the same way that compulsions are, they are not part of your OCD. One exception can be found in the sporting world: competitors often reduce stress by using little rituals to prepare themselves before a big match or shot. The difference is that the sportsperson probably would not experience extreme anxiety if they resisted carrying out their particular ritual. So, we use the term ‘compulsion’ in this book as this will not get mixed up with popular use of the term ‘ritual’.





Compulsions in OCD


In OCD, compulsions are acts that you do repeatedly, which are linked to an obsession. A compulsion can either be observed by others (for example checking that a door is locked until you feel ‘comfortable’) or a mental act that cannot be observed (e.g., saying a certain phrase in your mind or reviewing your previous actions). Mental compulsions are often complex, and may not be done repeatedly, and are sometimes referred to as ‘neutralising’. An example is saying a special phrase in the belief that it will prevent your partner dying. As with obsessions, there are many types of compulsion, usually linked in some way to the obsession.


Two kinds of mental compulsion that can be easy to miss (and therefore can be ‘silently’ maintaining your OCD) are:




• Mental planning to carry out a compulsion in your mind, such as focusing upon thinking through how you will wash your hands as a way to get through an experience you feel is ‘contaminating’. Or you might focus on how much better you’ll feel when you get home and can check that all is well. People even imagine carrying out compulsions when they have decided to resist them. The problem here is that human imagination is so good that our brain can experience an imagined event as very similar to a real event. Thus, an imagined or planned compulsion can function in a very similar fashion to a physical compulsion – at best providing temporary relief and interfering with your ability to re-focus and allow your intrusive thoughts and emotions to take care of themselves.


• Mental reviewing (trying to remember) the actions that you took earlier. A common example is of someone reviewing in their mind the way they shut the front door as they left for work. The hope, of course, is that it will put their mind at rest, but because of the intolerance of uncertainty, it rarely provides lasting relief. Instead, the person can find themselves increasingly distracted by racking their brain to try and ‘properly’ remember exactly what they did. However, it’s hugely important to note that even if that review did provide relief for that day, it’s still a compulsion and has interfered with an opportunity to grow in your tolerance of uncertainty, willingness to experience discomfort, detachment from intrusive thoughts and control over the focus of your attention.





So, if we return to the four most common types of obsession, namely contamination, harm, unacceptable thoughts and order, each of these is generally linked to a compulsion.



1) Washing compulsions


Compulsions to reduce contamination are usually motivated by attempts to undo the risk of harm (e.g., to prevent illness) or feelings of disgust.




• Washing or scrubbing your hands (sometimes in a specific order)


• Using anti-bacterial soaps, disinfectant or hand sanitiser gels, and very hot water to cleanse yourself


• Excessive showering or bathing


• Excessive teeth brushing


• Excessive toileting routines


• Excessive clothes changes


• Excessive cleaning of objects or surfaces and floors


• Cleaning of post or shopping (that is, of anything from outside)


• Following a certain order and routine (e.g., in the bathroom, getting dressed) to prevent contamination.





There can also be checking compulsions to resolve doubts about contamination. For example:




• Seeking reassurance that you are not contaminated


• Mentally reviewing whether you touched something that was contaminated


• Telling yourself repeatedly that you are safe and not contaminated.






2) Checking compulsions


These compulsions tend to focus mainly on various checking behaviours which are motivated by a desire to resolve doubt and to enable you to feel ‘certain’ that a bad event did not happen in the past or will not happen in the future. Examples include:




• Repeatedly checking locks, electrical switches and gas taps


• Repeatedly checking what you have written in an email


• Repeatedly checking you have not lost your wallet


• Repeatedly asking for reassurance that something bad did not (or will not) happen


• Mentally reviewing events to make sure nothing bad happened


• Repeating actions (e.g., crossing thresholds; sitting up) or following a special routine to feel right or comfortable


• Counting to a certain number.





The problem of course is that the more you check, the more you increase your doubts.


A special type of checking is reassurance seeking. This consists of the repeated questioning of another person, usually to determine whether something is true or not. Again, the motivation is to reduce the doubt and to feel more certain (for example, ‘Do you think that it is safe for me to touch this?’). Therefore, reassurance does not help someone with OCD in the long term. It may help a person with OCD feel better for a short while, but it has unintended consequences. It strengthens the doubt and worry, and before long another little doubt pops up and the cycle of reassurance starts all over again.


3) Compulsions for unacceptable thoughts


These compulsions might be motivated by a desire to neutralise the unacceptable thought or mentally wash it away. Other compulsions are motivated by attempts to check whether you acted on the thought in the past or as a way to prevent the focus of the thought from happening in the future (superstitious behaviours).




• Repeating an action or phrase


• Saying special words or prayers or a mantra to yourself


• Engaging in superstitious behaviours


• Checking whether you have any groinal sensations or pre-cum


• Mentally checking your actions or state (e.g., whether you feel truly in love with your partner; whether you could have murdered someone; checking by putting unacceptable images in your head to see if you would enjoy them)


• Rationalising or reassuring yourself (e.g., telling yourself ‘it’s not real, it’s my OCD’; convincing yourself you are not bad; convincing yourself you are really not a paedophile)


• Repeatedly searching the internet for an answer


• Seeking reassurance


• Mentally reviewing (for example whether you did something bad)


• Undoing, mentally washing or transforming a thought.





4) Order and completion compulsions


The urge for order is commonly associated with compulsions for symmetry, ordering, evening up, arranging and repeating behaviours. These often appear from a young age and may be a marker for developing OCD.


Examples include




• Repeating a routine action until it feels ‘just right’ or ‘balanced’


• Repeatedly tapping or touching


• Counting meaningless objects (e.g., certain letters appearing in media, or the number of words in a sentence or tiles on the wall) until it feels ‘just right’


• Arranging possessions to put them ‘in order’ or achieve symmetry


• Having to say something (or getting a loved one to say something) over and over in the same way until it feels ‘just right’.





There are two main motivations for the symmetry or ordering behaviours – the first is the need to correct a sense of incompleteness or avoid feeling ‘not right’. The second motivation in some people is to avoid or prevent harm (e.g., a road traffic accident), typically with magical thinking. For some people, these compulsions take a long time and become referred to as ‘obsessional slowness’.


5) Bodily compulsions


Bodily compulsions usually involve excessive checking and monitoring of a bodily sensation (e.g., swallowing, blinking), or trying too hard to make sure you do not lose control, of bladder, bowels or stomach contents perhaps. These bodily functions do not, of course, require monitoring. The driver for these compulsive behaviours is usually fear of losing control. Your bodily functions have been ticking along since you were born and do not require your help.


A note about ‘Pure O’


OCD is characterised as experiencing both obsessions and compulsions or avoidance behaviour. The term ‘Pure O’ is used by some people with OCD who report that they have obsessions without physical compulsions. It is important to consider this carefully if you believe you have ‘Pure O’, as it may cause you to overlook some important elements that are keeping your OCD going. On closer examination, most people who describe having ‘Pure O’ are nevertheless responding to their obsession by ruminating or using mental compulsions (sometimes called ‘neutralising’).


Have a look at the list below and ask yourself whether you are responding to your obsession by:




• Reassuring yourself that nothing bad is going to happen


• Trying to suppress a thought or avoid situations that might trigger your obsession


• Mentally replaying a conversation which you found reassuring


• Swapping an unwanted thought or image for one that you find ‘safer’ or more acceptable


• Repeating a phrase or word in your mind (this might include a phrase from therapy, meditation, or even a self-help book)


• Mentally examining the evidence for and against the outcome you fear coming true or assessing how dangerous something is


• Reviewing your actions or feelings in your mind.





You may also have become so used to avoiding certain things which trigger your OCD that you no longer think of those behaviours as linked to your obsession. Some people who report ‘Pure O’ have become experts on their fear, having read up on OCD extensively and regularly scoured the internet for information. What they may fail to recognise is that this preoccupation with gathering information is also a compulsion. In this case, their experience is not ‘pure’ obsession.


Although you may not be responding to an obsession with a compulsion, you are probably still reacting in ways which are unhelpful, such as avoiding triggers. With such obsessions, you are either trying to solve a problem that does not exist or solve a problem that cannot be solved. Inevitably this will lead either to an increase in doubts and further ‘But what if . . . ?’, ‘Could I have . . . ?’ type questions.


People with OCD often apply a great deal of meaning to their obsessional thoughts. For example, ‘I have to know the complete answer and feel comfortable before I can do anything else’. Rather than just treating a doubt as an interesting idea for which there are many or no answers, mental compulsions strengthen an obsession and maintain the distress of OCD.


‘Pure O’ may be trickier to overcome than other types of OCD but you can approach it in the same way. First you must identify the ways you respond to and maintain your OCD before you can start dismantling the hold it has over you.


Avoidance in OCD


Avoidance is an integral part of OCD. You may be avoiding situations to prevent feeling anxious and so you do not have to carry out a compulsion. Thus, when avoidance is high, then the frequency of compulsions may be low and vice versa like a see-saw. Here are some examples of common areas of avoidance in fears of contamination:




• Toilet seats


• Dustbins


• Door handles


• Wash-taps


• Contact with animals or humans


• Touching genitals


• Items of clothing or personal items like keys or a mobile phone, that may have come in contact with feared contaminant


• Picking items up from the floor


• Any substance that ‘looks like’ feared contaminant (e.g., red or brown marks).





Of all forms of OCD, contamination OCD most closely resembles a phobia as it’s very much maintained by the classic cycle of coping with fear by using avoidance, which maintains fear. If the person fears they have come into contact with their feared contaminant the main compulsion is cleaning/washing, which of course is another form of avoiding the contaminant – by removing it. If you have been told you have ‘contamination’ OCD it can be helpful to understand it as ‘protection OCD’. This is because the main aim is usually to protect yourself, others, or key areas of your home (such as your bed) from becoming ‘contaminated’.


A person with thoughts they considered unacceptable about being homosexual (though they were not) would try to avoid meeting anyone who might be gay or reading anything in the media about homosexuality, and would try to suppress any thought about being gay.


Another example of avoidance in OCD is provided by someone with an obsessional fear of hurting their partner. They might avoid being alone with their partner and put all knives or sharp objects out of sight, ‘just in case’. They might avoid thinking about it by distracting themselves or suppressing the thought.


Avoidance also occurs when you try not to experience certain thoughts or words in your inner world. You may try to distract yourself or suppress the thought. Others might use alcohol, drugs or binge eating to stop experiencing certain thoughts or feelings. Alternatively, some might avoid alcohol for fear that it might increase their chances of losing control or of not being able to remember something.


Avoidance also occurs where an individual avoids or restricts normal activities like washing or self-care because it tends to mean that they will carry out lengthy compulsion, such as many hours spent in the shower. Or some people try to avoid their triggers by spending many hours in bed, so they do not have to do the compulsion. Alternatively, they may avoid or give up responsibility for checking a lock or a tap because a relative has agreed to do the check for the person with OCD. One of the main problems with avoidance of these kinds is that it can be powerful in maintaining OCD but may actually make you more comfortable in the short term. The risk is that day-to-day you may not realise the harm that avoidance is causing you and your life, or how strongly it is reinforcing your OCD.


Safety-seeking behaviours


Another term used is ‘safety-seeking behaviour’ (or ‘safety behaviour’ for short). This functions as a way of avoiding something distressing: using your elbow to open your bathroom tap is an example of a safety-seeking behaviour. Not sitting on a seat on public transport that you think could be ‘dirty’ may be a safety behaviour. Safety behaviours are actions you do because you think they will keep you safe or prevent harm. The opposite is true, though, as such actions maintain and keep your problem going. By not touching the bathroom tap or sitting on public transport you avoid testing out your fears and confronting your OCD.


There are also ‘safety objects’. Safety objects are those that are instrumental in aiding safety-seeking or avoidance behaviours. We encourage residents with OCD in our Anxiety Disorders Residential Unit at the Bethlem Royal Hospital to give up their safety objects to an ‘OCD Bully’ (see Figure 1). The figure of the bully holds a transparent receptacle into which residents put the objects they rely on, which cannot then be retrieved. Initial donations included a pair of handcuffs from a man who was afraid he might be violent to others; rubber gloves and alcohol wet wipes used by a woman to prevent contact with contaminants; and a mobile telephone used for seeking reassurance. The installation thus evolves over time as new residents donate their various safety objects. If you are unsure whether what you are doing is a safety behaviour, try to understand the motivation behind your action and what you fear would happen if you stopped doing it. A behaviour may not be safety seeking depending on the context and the intention behind it. If it is used in the short term as a means towards your goals, then it may be helpful. Thus, if you wore gloves for a week whilst touching ‘contaminated’ items and stopped using them the following week, so that you could graduate to deliberately touching the contaminated objects and then your body, using the gloves at first would not be a safety-seeking behaviour (we would call it ‘an approach-enhancing behaviour’ as it is a means to an end).


[image: illustration]


Figure 1: The ‘OCD Bully’


Over-valued ideas


Most people with OCD recognise their obsessions to be senseless or absurd. About 5 per cent of individuals with OCD are said to lack insight and are convinced by their obsessions. They are more difficult to help in therapy as they may have been ‘forced’ to seek help and may not be ready to change. On closer examination, they are said to hold their beliefs as ‘over-valued ideas’. Over-valued ideas are beliefs that are held with marked conviction and are based on values that have become dominant and idealised or impossible to reach. The value is excessively identified with the self (for example, ‘I am defined by my purity of thought’). The problem is that human beings are far too complex to be identified by one aspect of their characteristics. In addition, the values are held rigidly and fail to adapt to circumstances (for example, it is more important to pursue the value of perfectionism than to act as a good parent). The trick in therapy is to recognise that these values are unhelpful when they are held so rigidly and that they interfere with your ability to connect with others and pursue what is really important in life. People with over-valued ideas often do not seek help. It is others who would like them to seek help.



Obsessional slowness


Obsessional slowness is an aspect of OCD which affects simple everyday tasks such as washing and dressing. These are carried out very meticulously and in a precise and ordered manner or sequence. Thus, it may take the person with obsessional slowness many hours to get ready in the morning and such individuals rarely reach their next appointment on time. Inability to complete night-time tasks and compulsions may mean that the individual sleeps in a chair rather than going to bed, which can cause serious physical problems in the long term. This type of OCD was originally termed ‘primary obsessional slowness’ because it was not secondary to other compulsions, such as checking, which have taken an inordinate 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). As it is difficult to treat, it is fortunately relatively uncommon. Although an individual can often ‘speed up’ with prompting and pacing by a therapist, they tend to find it difficult to maintain the gains on their own. Expert help is often required to carry out a detailed functional analysis of the behaviour and to work out a programme that involves exposure to tasks done unmeticulously, imprecisely and in a disordered manner.


Introducing some people who have OCD


OCD is a common problem anyone can develop. We’d like to introduce you to five people with OCD.


Each person is based on a past patient of ours. Their stories represent some of the most common forms of OCD. They will reappear throughout the book as we look at how each of our characters worked on overcoming their OCD.


There will inevitably be differences between your experience of OCD and the examples given here. When you read these examples try not to spend your time searching for necessary comparisons to your own experiences. This will lead you to focus on the differences instead of drawing inspiration from a shared struggle. A need for certainty is part of what sustains OCD. It is important to stop this from interfering with your recovery.


Roz’s fear of contamination


Roz has an obsessive fear of contamination from dirt, toxic chemicals and germs. If she feels contaminated, she has to wash her hands three times with soap and scalding hot water. This can mean that her hands become cracked and sore. This increases her fear of contaminants entering her body. When she’s especially anxious she will spend several hours in the shower. At times, she tries to give her skin a rest by being extra-careful to avoid contact with anything she believes to be dirty, dangerous or ‘disgusting’.


There are many activities Roz avoids using her bare hands for: handling raw meat, putting waste in the bin, touching a toilet. Roz opens doors with her feet, uses her elbow to turn on taps, and avoids touching her genitals without a large amount of toilet paper. She won’t shake hands with other people. Roz often spends hours trying to decontaminate her home by wiping floors, shoes and surfaces with antibacterial wipes.


Roz’s husband finds her OCD extremely difficult to live with. This is made even more challenging by their three-year-old son. Despite making some effort to resist, Roz will often find herself shouting at both husband and child to be careful and to wash their hands. She will monitor what they touch, hoping to gain some relief by keeping certain areas of their home ‘clean’ and uncontaminated. Unfortunately, this places the whole household under considerable strain. The promised relief of a ‘contaminant-free’ chair or bed rarely, if ever, comes.


Isaac’s ‘just right’ OCD


Isaac’s OCD is characterised by a compulsion for his possessions to be placed ‘just so’ until he feels ‘just right’. Isaac feels he needs order and completeness to function. He frequently has to repeat actions, such as touching something or walking through a doorway until it feels ‘just right’. At work, Isaac spends many hours a day readjusting items such as his pens, papers, books and computer disks. At home, he compulsively orders his shopping before items can be put away. In his wardrobe, his shirts must be categorised by colour and folded to face the same way. Isaac checks each shirt for creases repeatedly. When he takes off his shoes Isaac makes sure he takes the left off first. The shoes must not touch one another, and the laces must be folded neatly. In his bathroom Isaac makes sure his shower bottles do not touch one another and are always neatly lined up. Isaac ensures he reads his text messages three times. He switches off the TV only on Channel 3. The remote must always sit to the right of the set. Isaac feels he has to remember exactly where items have been placed and spends many hours mentally reviewing his actions.


Isaac finds these preoccupations highly distracting and isolating. He has slowly become more handicapped and isolated to the point where he has no social life or fun. His employer has expressed concern about his performance at work.


While his symptoms tend to be worse when he is experiencing general stress, nothing else in particular makes his OCD worse. Isaac has never explored his motivations for acting the way he does. He has never been able to identify any feared consequences of not carrying out a compulsion because he has never resisted any of his compulsions. Like many people with OCD, Isaac has become so good at carrying out his compulsions (at substantial personal cost) that he has largely managed to avoid experiencing any anxiety. His OCD has just become a way of life for him.


Jack’s fear of killing a cyclist


Jack has become consumed with a fear that he might run over a cyclist in his car without realising it. With increasing frequency, he experiences intrusive thoughts that he might accidentally have hit someone. The image of a body lying in the street covered in blood often appears in his mind. He has become extremely alarmed whenever he experiences the thought ‘Kill. Go on Jack, do it’. He frequently questions whether there is some evil part of him that would act upon the urge. He worries that if he these thoughts persist; he could kill someone even though he didn’t want to. Jack is ashamed of his thoughts. He feels he should be able just to get rid of them, but he found he could not do so. Jack has sought help in the past but was taught, unhelpfully, to say, ‘Stop’ and to transform the thought into ‘Kill your speed’. The advice has now become a new compulsion.


Jack has begun to believe that the only way he can allow himself to relax about his driving is once he is absolutely certain that he has not hurt anyone. When driving he pays close attention to anyone near the side of the road.


When he stops driving, Jack frequently mentally replays his journey to check for any memory of a collision, such as a bump, shout, or evidence of other drivers looking alarmed. As he leaves his car, he checks it for any evidence that he might have hit someone. On one occasion he gave into the urge to call the police to check that no accidents had been reported. On another, he tried to obtain CCTV footage of part of his journey. He often seeks reassurance from his parents that he has not killed anyone.


Gail’s post-natal OCD


Gail has recently given birth to a baby. She wants to enjoy being a new mother. Instead she experiences constant intrusive thoughts that she will impulsively smother her baby or smash the child’s head against a wall. She is highly distressed by these thoughts and monitors her behaviour and emotions toward her baby very closely in case there are any signs that she is becoming aggressive or dangerous. Gail has tried to suppress the thoughts of harming her child, but this has increased their frequency and intrusiveness.


Gail frequently seeks reassurance from both her husband and her own mother that she is safe to look after her child. As far as possible, she avoids being alone with her baby and depends heavily upon her mother and husband to be around her during the day. This causes considerable strain on her family. Gail spends a lot of time researching post-natal depression and OCD in an attempt to find reassurance that she will not act upon her thoughts. With all of her worry about being dangerous, she feels like she’s lost a sense of self. She often feels sad and guilty.


Paul’s fear of being a paedophile


Paul has become preoccupied by a fear that he might be a paedophile after hearing that a friend of his had been sexually abused as a child. He regularly searches for information on paedophiles to try to ascertain whether he is one or not. If he is in close proximity to a child, he will monitor sensations in his genitals for any sign that he is becoming aroused. Paul was especially distressed one day when he became convinced that his penis had leaked fluid when he was near a child. He was anxious that this was proof of sexual arousal. Paul avoids close physical contact with his own children, especially if they are naked.


Paul also fears that, even if he is sure he is not a child-abuser, he will be accused of being one and so bring great shame upon himself and his family. He is extremely fearful of accidentally viewing child pornography online and then being accused of being a paedophile in consequence. This has led him to be cautious about using his computer, the internet or e-mail. Paul feels uncomfortable and anxious for many hours a day, feeling that he must constantly monitor himself as if he were a criminal under suspicion.


Defining your obsessions


You now know what an obsession is and the motivation behind them. We will ask you to define your most distressing obsessions in a moment.


Roz defined her most distressing obsessions as being:


1. ‘Fear of accidentally causing harm to myself, my child (or someone vulnerable – baby, old person) by passing on a contaminant.’


2. ‘Fear that my home will become overwhelmingly contaminated and disgusting so that I won’t be able to function.’


Isaac defined his obsession as:


‘Needing certain possessions to be placed in specific ways otherwise I feel intensely uncomfortable and cannot relax or “switch-off”.’


Jack identified his obsession as:


‘The fear I might kill a cyclist and forever feel terribly guilty about it.’


Gail described her distressing obsession as:


‘A fear that I will lose control and hurt my baby.’


Paul wrote of his most distressing obsessions as:


1. ‘A fear that I will discover I’m a paedophile.’


2. ‘A fear that I will be wrongly accused of being a paedophile because of something I accidentally look at on the internet.’


 


Try to define your main obsessions and fears below. If your own obsession (or something similar) has not been mentioned so far, it’s probably best to discuss your situation with a mental health professional to check whether you have OCD or not.


1  


 


2  


 


3  


 


4  


 


5  


 


Defining your compulsions


Roz wrote down her most frequent compulsions as being:


1. Washing my hands three times with soap and very hot water.


2. Using my elbow or a tissue to touch a door handle or tap.


3. Wiping floors, carpets and surfaces with antibacterial wipes.


Isaac saw his most frequent compulsions as:


1. Having to place items such as my clothing in a particular order.


2. Having to repeat actions such as walking through a doorway.


Jack defined his compulsions as:


1. Checking by re-tracing my journey and car, looking for signs of an accident.


2. Seeking reassurance from the police and mentally reassuring myself that I did not cause an accident.


Gail identified her most frequent compulsions as:


1. Monitoring myself whenever I’m near Harry (my baby).


2. Reassurance seeking that I did not harm Harry.


3. Researching the internet and forums for information about intrusive thoughts in new mothers.


Paul described his most frequent compulsions as:


1. Monitoring sensations in my genitals when I’m near a child.


2. Checking and deleting my internet history.


As you did for your obsessions, please write your most common compulsions in the space below. You can also rate them in terms of how much distress you think would occur if you stopped doing each compulsion on a scale of 0–100, where 0 is no distress and 100 is extreme distress.


Don’t worry if your exact compulsion is not listed above. We are constantly amazed by how often a new patient will describe a compulsion or variation on a theme that we have not seen before. Most people with OCD have more than one compulsion, with one or two usually predominating. Try to link them with your obsession.


1  


 


2  


 


3  


 


4  


 


5  


 


6  


 


Defining your avoidance and safety-seeking behaviours


Roz wrote down her most frequently used avoidance and safety-seeking behaviours as:


1. Avoiding touching objects or surfaces that I think may be contaminated.


2. Avoiding touching babies, new mothers or old people who may be vulnerable to my contaminants.


Isaac saw his most frequently used avoidance and safety-seeking behaviours as:


1. Avoiding my desk or wardrobe unless absolutely necessary.


2. Trying to avoid certain numbers.


3. Trying to avoid walking though doorways unless I really need to.


Jack described his main avoidance or safety-seeking behaviours as:


1. Avoiding driving at night, at sunset or sunrise, or if it’s raining, as far as possible.


2. Giving cyclists a very wide berth when I overtake them.


Gail identified her most frequently used avoidance and safety-seeking behaviours as:
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