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TO CAROLE ANN





Foreword


Dr Baer has pulled together a most readable book for patients and their families on the diagnosis and treatment of obsessive-compulsive disorder. Unlike too many mental health practitioners, Dr Baer does not indulge in polemics, but instead offers insights based on his unique wealth of experience in carrying out the behavioral treatment of OCD in a multidisciplinary clinic with large numbers of patients. Because of his important and unusual experience, and because interest in OCD is relatively new, this guide has a breadth and depth not to be found elsewhere. The case histories and informal style, together with the comprehensive material on both drug and behavior therapy, will allow patients and their families to make intelligent choices and initiate treatments with an ease that has not been possible before.


The section on the treatment of trichotillomania is a significant first. This disorder, whose victims are compelled to pull out their own hair (typically one strand at a time), affects millions and has been underrecognized and misunderstood. There is virtually no popular writing on this subject. Dr Baer describes a number of cases and outlines the behavioral techniques that he has found useful in the treatment of this humiliating disorder.


Another important section of Getting Control is its discussion of behavioral treatment of children with OCD. Common sense tells us that children and adolescents should respond to the same techniques as do adults, and Dr Baer provides some practical experience and advice – how to involve the parents, for example – in this relatively understudied area. And his experience indicates that behavior therapy may be just as effective for pediatric subjects as for adults.


Getting Control is a model for how-to books aimed at patients with any psychiatric disorder, but it is particularly welcome to sufferers of OCD, for whom so little is available.


Judith L. Rapoport, M.D.


Chief, Child Psychiatry Branch, National Institute of Mental Health


Author of The Boy Who Couldn’t Stop Washing





Preface to the Original Edition


In this book you will learn how to get control of your obsessions and compulsions via behavior therapy. We now have two proven treatments for obsessive-compulsive disorder: behavior therapy and medication. Although powerful new medications for OCD have recently received considerable publicity, information about behavior therapy remains sorely lacking.


When newspaper articles or television segments about OCD mention behavior therapy, they usually ascribe it a role secondary to medications; as a result, it is rarely described in detail. This is especially unfortunate, since many OCD sufferers could use behavior therapy to gain control of their own compulsions and obsessions. I hope that this book will rectify this situation by empowering you to get control of your OCD symptoms.


For more than two decades we have known that behavior therapy is effective for OCD. But most people with the disorder still remain unaware of its existence. Recently I treated a woman with severe OCD who provided a sad illustration of this ironical situation. Her chief problem was that she could not throw anything away. In her house, worthless newspapers and food wrappers were mixed knee-deep with valuable documents and stock certificates. She was crippled by these hoarding rituals and other obsessive thoughts about losing something important. She could no longer work, and by the time I was asked to see her, she had voluntarily hospitalized herself on an inpatient psychiatry ward. Despite almost a decade of psychiatric treatment, her symptoms continued to get worse. She had been told that sexual issues were the root of her problem, and had to be resolved before she could improve. After years of hearing this she had come to believe it, although there was no scientific evidence that it was true. Sadly, this woman had never been told about behavior therapy, a treatment that has now given her a chance for recovery.


Perhaps as unfortunate as those OCD sufferers who are unaware of behavior therapy are those who are misinformed about it. Some patients have heard that behavior therapy forces people to do things against their will. Or they have seen a TV piece featuring a patient being physically forced to touch the inside of a filthy trash barrel. Some people choose not to try behavior therapy because of these negative, authoritarian images. This book is designed to allay these fears by presenting behavior therapy techniques as a self-help approach, in which OCD sufferers control their rate of progress at each step.


Recently I and my colleagues Dr Michael Jenike and Dr William Minichiello set down in a textbook for doctors and other health professionals all the current knowledge about OCD.1 Getting Control is different; it is written for you, the OCD sufferer. The methods I describe in the following pages are based on my ten years of research on and clinical experience with behavior therapy as a means of controlling OCD symptoms.


This book is not intended as a substitute for behavior therapy or medication, and many readers will need professional help in dealing with their OCD symptoms. I have provided tests to help you assess the severity of your symptoms, as well as guidelines for seeking out behavior therapists and psychiatrists who specialize in treating OCD, if this seems necessary.


Most of you will find that if you work hard and follow the methods outlined in these pages, you should be rewarded with lasting decreases in your compulsions and obsessions; you also will have the feeling of accomplishment that comes from controlling your own problems.


Thanks are due to many colleagues, friends, teachers, associates, and family, without whom this book would not have been possible.





1. Jenike, Baer, and Minichiello, eds., Obsessive-Compulsive Disorders: Theory and Management, 1st ed., 1986; 2nd ed., 1990; 3rd ed., 1998.





Preface to the Third Edition


A lot can change in twenty years. When I wrote Getting Control in 1990, obsessive-compulsive disorder was virtually unknown to the general public. Now, more than two decades later, OCD is a household word, used without need of further explanation in television shows, movies, and magazine articles. More importantly, most adults and children who struggle with the troubling symptoms of OCD are now aware of what their problem is and recognize that it is not a stigmatized condition (as evidenced by the large number of celebrities who have publicly acknowledged their OCD). I’d like to think that Getting Control, which is recommended reading at many of the leading OCD clinics in the US and the UK, has helped play some role informing and providing hope for those with OCD around the world.


But other things don’t improve as much over twenty years. Sadly, the majority of sufferers of OCD and related conditions still do not receive the behavior therapy treatment that can help their problems. Some don’t know about behavior therapy, others don’t live near behavior therapy specialists, and still others cannot afford the treatment. That is why I believe there is still an important role for Getting Control to fill: the large majority of those who suffer from OCD and related conditions would see marked improvement in their problems if they would give the methods described in this book a fair try. Some will be able to do the treatment on their own, others with the help of a family member or friend, and still others may need to work with a therapist or take anti-obsessional medications. But most will improve, and stay in better control.


In order to bring this book up to date, I have included the latest research in medication treatments, neurosurgical treatments, and family therapy for OCD. I have also added a completely new section on hoarding, reflecting the large amount of new information we now have about this common but serious problem.


I hope you will give the behavior therapy techniques in these pages a try. If you do, I am confident you will see improvements. And after you do, please spread the word about behavior therapy to other people suffering with these problems.


I again thank my colleagues at Massachusetts General Hospital, my family, and, most of all, my patients for making this third edition possible. Thanks to Kate Napolitano, my editor at Plume, for agreeing that the time was right for a major revision of Getting Control and for her invaluable guidance throughout this project.


Finally, please write to me about your experiences with the treatments described in these pages. You can email me your experiences at lbaer@partners.org. Perhaps I’ll be able to include your story (anonymously, of course) in the next revision.





CHAPTER ONE



What Is OCD?


“The chains of habit are too weak to be felt until they are too strong to be broken.”


– Samuel Johnson (1709–1784)


You leave your house, now officially on vacation. But as you slide into the backseat of the taxi the doubts hit you: “Did I turn off the stove?” You try to ignore these thoughts, but, try as you might, you can’t recall turning the gas off. Your feelings of uncertainty grow until they become unbearable. Finally, you give in and tell the taxi driver to turn around. As he waits outside, you turn the gas on and off endlessly. No matter how much you stare at the stove, you can’t be certain that it is off; instead, each check adds to your nagging uncertainty. Your eyes can see that it is off, but it doesn’t register in your mind.


After what feels like hours, you finally drag yourself from the stove and back to the taxi. But as you drive away you picture flames engulfing your house because of your carelessness. All through your vacation, awful thoughts of your life’s treasures being incinerated torment you. Despite all your efforts, you can’t drive the doubts from your mind.


Your food shopping has been uneventful and, in a way, comforting. But as you approach the checkout stand you notice that the cashier seems to have a cold. He’s sniffling and blowing his nose as he prepares to ring up your groceries. Now it’s too late – he’s touched your food.


As you drop your grocery bags on the kitchen table at home, the doubts enter your mind. Later in the afternoon, your doubts turn to certainty; you’re now sure the teenager who handled your groceries has AIDS. The virus is now everywhere, spread around your apartment by contact with your own hands, waiting to enter the myriad cracks and nicks in your skin’s armor, your chair, your clothes, the pencil you hold – all contaminated. Is it already too late? Are you already infected, doomed? And what of your family, your children? Your heart pounds as terror mounts. Almost paralyzed, you scan the apartment. You spot a last hope for survival, a sink with soap and water. You scrub, beginning a sterilization that would be the envy of any surgeon in preoperative preparation. How much is enough? Wash up to your elbows, then beyond. The water must be hotter. Rinse again. Shock! How could you have missed it? The faucet handles! You touched them before you began. They must be disinfected. Now begin again on your hands. They don’t yet feel clean. Vague feelings of uncleanliness cling to you, radiating from the pit of your stomach. As your mind races you remember reading somewhere that bleach kills germs – even viruses? Under the sink, a quart bottle. How could you have forgotten? Your clothes: they must be stripped off and bleached. The sterilization continues late into the night.


Just five years ago, you gave as little thought to taking a bus as to breathing. But things are different now. It’s been a while since you’ve tried, so, you reason, it may be all right this time. After you drop in your fare you inch down the aisle, searching for a seat to fit your requirements: open seats to either side and directly across from you. You spot one and settle down after smoothing your skirt beneath you. But at the next stop, danger enters. This time it takes the form of a middle-aged man sitting down opposite you. Obeying unwritten laws of city etiquette, you both avert your eyes, avoiding direct eye contact. With great effort you succeed for a few minutes. But in the same way that your tongue is drawn to explore a cavity in a rear tooth, your eyes soon lock on the stranger. Again they come – grotesque sexual thoughts about the stranger dominate your mind. You’re always shocked at how quickly the thoughts rise to full strength. Images of forbidden sexual acts flash in your mind’s eye as your stomach heaves. You try to fight them with prayers you have memorized, but it’s no use averting your gaze now; the bizarre show, once begun, seems beyond your control. Devoutly religious, you are sickened by the depravity of the sexual acts you are committing mentally with the stranger behind his newspaper. Incredibly, even worse thoughts lie in store. The sexual obscenities become violent obscenities. In your thoughts you bury a hatchet in the groveling stranger. Closing your eyes does not dampen the carnage in your mind. Panicking now, you remind yourself that you would never do such a thing. Weakened, you ring the bell to get off at the next stop. You know it is the only hope.


Relief comes as you step heavily onto the pavement, still miles from your destination. Exhausted, you tell yourself that one day you’ll try again, but for now it is easier to stay home and pray for forgiveness.


These are glimpses into the minds of three people suffering the seemingly uncontrollable thoughts and urges of obsessive-compulsive disorder. These people are not crazy; they have an anxiety disorder that dominates their lives. Only recently have we begun to understand OCD and to develop proven treatments for it, including behavior therapy and drugs.


When we established the OCD Clinic at Massachusetts General Hospital in 1983, Drs Michael Jenike and William Minichiello and I had seen fewer than fifty OCD patients among us; since then we have seen thousands, and many new patients come for treatment each week. Similar growth has occurred at other OCD programs around the country.


The reason for this dramatic growth is an explosion of interest in OCD among both the general public and the media. Television and radio, newspapers and magazines, all regularly run stories about OCD. This psychiatric disorder, once known only in the pages of textbooks, now is part of the popular culture.


As our knowledge of OCD grows, we now recognize that many famous figures from the past who were called eccentric actually suffered from OCD. Samuel Johnson, the prominent eighteenth-century writer quoted at the beginning of the chapter, is now thought to have had OCD symptoms. Several writers have commented on his many strange habits, which included having to enter and exit rooms in a ritualized way, always using a particular number of steps and always crossing the threshold with the same foot. In another of his many rituals, this literary giant would stretch his right, then left leg before him until he did it “correctly.” While some of his contemporaries described these afflictions as a kind of epileptic convulsion, Sir Joshua Reynolds understood what is now known as the “OCD loop” that trapped his friend between uninvited obsessive thoughts and the compulsive rituals he enacted to relieve them:


Those motions or tricks of Dr Johnson are improperly called convulsions. He could sit motionless, when he was told so to do, as well as any other man. My opinion is, that it proceeded from a habit which he had indulged himself in, of accompanying his thoughts with certain untoward actions, and those actions always appeared to me as if they were meant to reprobate in part some part of his past conduct [my emphasis]. Whenever he was not engaged in conversation, such thoughts were sure to rush into his mind.1


Another notable victim of OCD was Howard Hughes, the millionaire playboy, pilot, and Hollywood producer. We now believe that his famed reclusiveness in his latter years was due to the obsessive thoughts and compulsive rituals of OCD.2 As his OCD worsened, to avoid contamination Hughes drank only pure spring water. And contamination from wash water presented no problem, since he rarely washed anymore. In his hotel room, every object sat upon an ever-widening circle of tissues and newspapers to protect it from contamination by the floor or table.


To further prevent contamination, Hughes wrote volumes of painfully detailed instructions outlining steps his servants were to follow to prepare uncontaminated food for him. Among these was a three-page single-spaced memorandum titled “Special Preparation of Canned Fruit.” Given the measures he required, it is no surprise to learn that Hughes generally ate but once a day, and frequently not again for several days.


In his desperate crusade against contamination, Hughes once burned every thread of clothing he owned when he heard a rumor that a girlfriend from years before had a venereal disease. Suits and shirts, trousers and ties, all guilty only by some odd association, met the same fate as a seventeenth-century witch burned at the stake to expel the devil within.


Paradoxically, he could not throw away anything that came from his body. His hair and fingernails grew uncut. No urine, feces, or bodily dirt could be wasted or disposed of. All had to be saved, hoarded. He stored urine in covered jars. Anything in contact with the outside world, if only in Hughes’s imagination, had to be discarded; but what came from the man himself was never to be thrown away.


Howard Hughes, at one time an American symbol of health and vigor, had become a pathetic man of mystery, progressively more debilitated by what we now recognize as OCD. His once clear mind eventually saw the outside world only through compulsive television viewing, with eyes always searching for contamination in any form.


Of course, most cases of OCD are not as severe as Howard Hughes’s. But his self-imposed imprisonment illustrates how the disorder can destroy the lives of its victims and their families if left untreated. The severity of OCD can vary greatly. Some people may be very concerned with germs but still are able to carry on their work and social lives without disruption. Others, like Hughes, are crippled by their disorder; they become housebound and paralyzed.


Most magazine and newspaper stories about OCD describe only the most common kinds, such as those illustrated in the first two vignettes opening this chapter. Cleaning rituals and fears of contamination, as in the case of Howard Hughes, are symptoms of one of the most common and best-known kinds of OCD. The other most common kind involves checking rituals due to uncertainty. Indeed, I often find myself describing OCD to those unfamiliar with it as “people who can’t stop washing their hands or checking locks.” But there are many other forms of OCD that are less well known, yet just as devastating.


Many sufferers may never have considered themselves victims of OCD, because they don’t repeatedly wash their hands or check door locks. Instead, they may have fears of handling sharp objects or of shoplifting. Or, like the woman described earlier, they may have perverse sexual or violent thoughts. Some may feel compelled to repeatedly ask others for reassurance, while others cannot throw anything away.


If you have any of these less common problems, or any of a dozen other kinds of obsessions or compulsions, you will find the assessment section of this book helpful, since it describes in detail all the kinds of OCD that we know about. By the time you finish this chapter, you will have a good idea as to whether your problem may be OCD. Later chapters will then teach you how to use behavior therapy to get control of your OCD symptoms.



WHAT IS OCD?


A frightened OCD patient once grabbed me by the arm and said he had an important question to ask me. When we were alone, he told me he had just read a newspaper article about OCD that shocked him. With a panicked look on his face he asked: “Is it true, Doc? Is OCD really a mental disorder?”


After he calmed down, I told him the answer was yes, we do consider OCD a mental disorder. “But,” I told him, “so is an abnormal fear of dogs, or heights, or airplanes. In fact,” I said, “OCD is grouped with these phobias in books that list psychiatric diagnoses; they all involve strong anxiety and the difficulties this causes, so they are all called anxiety disorders.”


“Then it’s true,” he said, “I really am crazy.”


Finally I convinced him that although OCD is called a mental disorder, because it affects behavior, thoughts, and emotions, this did not mean that he was crazy or that he would ever go crazy. Most people associate being crazy with being psychotic, or out of touch with reality. People with OCD, except for their particular fears, remain in touch with reality in all other areas of their lives. I have never seen a patient with only OCD who went on to become psychotic.


I’ve been amazed at the number of people with OCD who have never told even their closest family members – not even spouses – about their problems, because they feared being thought of as crazy. Obviously, people with OCD can be very secretive about their symptoms. Although their family members and friends may wonder why they won’t wear certain clothes, or use certain washing machines, or leave the house on certain days, they may never suspect the countless rituals that are going on behind closed doors.


When OCD sufferers are finally able to tell other people about their problems, they are generally pleasantly surprised by the response. Others are usually understanding and willing to help. One man told me that once he understood about his wife’s problems with OCD, many of her idiosyncrasies began to make sense to him. Rather than being upset, he was amazed that she had been able to keep this suffering hidden from him for a decade of marriage, and he was anxious to help her get better. Examples like these have convinced me that the stigma of having a psychiatric disorder is often more in the mind of the OCD sufferer than anyone else.


Now that we know that OCD is considered a psychiatric disorder, specifically an anxiety disorder, let’s consider its important elements. To be diagnosed as having OCD, a person must have either obsessions or compulsions that produce distress and also interfere with the person’s social or role functioning.3 A simple rule of thumb is that the term “obsessions” refers to intrusive thoughts that force themselves into your mind, while “compulsions” refers to actions you feel compelled to carry out.


In psychiatric terminology, obsessions are defined as “recurrent and persistent thoughts, impulses, or images that are experienced, at some time during the disturbance, as intrusive and inappropriate and that cause marked anxiety or distress.”4 Also “the thoughts, impulses or images are not simply excessive worries about real-life problems.”5


Obsessions drain your energy. Since your brain expends a large proportion of your entire body’s energy, it is little wonder that having these thoughts all day can leave you feeling exhausted. In every culture that has been studied, obsessive thoughts have most commonly centered on contamination, orderliness, aggression, and sexual and religious themes.


Compulsions, on the other hand, are defined as repetitive behaviors (e.g., hand washing, ordering, checking) or mental acts (e.g., praying, counting, repeating words silently) that the person feels driven to perform in response to an obsession, or according to rules that must be applied rigidly. The behaviors or mental acts are aimed at preventing or reducing distress or preventing some dreaded event or situation; however, these behaviors or mental acts either are not connected in a realistic way with what they are designed to neutralize or prevent or are clearly excessive.6


Compulsions – the most common of which are cleaning, checking to prevent a catastrophe, and repeating behaviors – are actions you feel compelled or forced to do. You feel as if there is a force inside you making you do or think something – wash your hands or drive back home to check that the door is securely locked. Indeed, in ancient times it was thought that the devil had entered victims of this disorder and forced them to perform their peculiar rituals. These beliefs persist to the present day: several years ago we saw a patient who sought an exorcism to cure him of OCD. This man became convinced that his actions were caused by evil demons. His searching finally led him to a religious group that agreed with these beliefs and gave him books saying that this was a common occurrence.


By definition, compulsive eating, gambling, and sexual behaviors are not considered kinds of OCD, because the individual gets some pleasure from such behaviors. People with OCD always hate the actions – and thoughts – that hold them in their control.


Apart from these textbook definitions of obsessions and compulsions, what does OCD feel like? The vignettes opening this chapter begin to give you some idea. Most people with OCD have both obsessions and compulsions, and they tell me that they often feel trapped in a “loop” between the two. A frightening thought enters their mind, like “I’m contaminated” or “I injured someone.” As a result, they feel compelled to clean, check, or perform some other ritual to reduce such thoughts and feelings. But since these rituals don’t satisfy them, they become trapped in a loop of ever-increasing obsessions and compulsions that can last for hours. Dr Judith Rapoport, a psychiatrist at the National Institute of Mental Health who has studied OCD extensively, describes this loop in The Boy Who Couldn’t Stop Washing as an “obsessive-compulsive attack” that distorts the individual’s view of reality.7


Patients have described being trapped in this loop in various ways. One stares at a light switch for an hour, and although he sees that it is off, the longer he stares at it, the less certain he is that it really is off. And so he switches it on and off repeatedly, searching for that satisfying feeling of certainty that eludes him. Another fears that she has cut herself while handling scissors. She stares at her skin and sees no wound, but after an hour she still cannot be certain that she is not injured. A trip to the emergency room and reassurance don’t satisfy her, and her checking continues long into the night.


Other people, like the woman with sexual obsessions described in the third vignette, get trapped in another kind of OCD loop. Although they may have a few compulsions, like saying prayers to themselves or asking for reassurance, they get caught in a loop between their obsessions and avoiding situations. They therefore stay away from situations that provoke their obsessions, but the longer they stay away from them, the stronger their thoughts become. When they do venture into the situation, the thoughts are overwhelming, and they immediately return to avoiding it. And so the obsession-avoidance loop continues.


People who don’t suffer from OCD can’t really understand the compelling power of these loops. For a person who has OCD it isn’t easy to “just stop doing it!” as these patients are often told. The OCD sufferer usually knows that his thoughts and rituals are silly, but not when he is trapped in the middle of the OCD loop. Then it seems that his life or his sanity depends on performing these rituals. As much as he craves the feeling of certainty that everything is alright, he cannot attain this feeling. He feels out of control.


This book will teach you how to gain control over both of these loops by approaching them in a systematic, proven way.



HOW COMMON IS OCD?


Until the late 1980s, a psychiatrist or psychologist could go through an entire career without seeing a single case of classic OCD. Although OCD was once believed to be a relatively rare psychiatric disorder, evidence from a door-to-door federally funded survey indicates that these symptoms may occur to some extent during one’s lifetime in as many as two of every hundred adults. Childhood and adolescent OCD are also common, indicating that this disorder does not discriminate on the basis of age. So take comfort that you are not alone in your suffering – as many as six million people in the United States may suffer from OCD at some time in their life. And, if other problems related to OCD (referred to as “OCD-spectrum disorders”) are included, the number may be twice as large.


As a result of increased publicity, patients with OCD can now identify this disorder and are seeking treatment sooner. Whereas, in the past, patients often waited ten years or more before seeking help, many now undergo treatment in the first months of their disorder. Thus, milder forms of OCD presently are more common at doctors’ and therapists’ offices than we found in the early years of our clinic, when we saw only patients with the most severe forms of the disorder.



WHAT CAUSES OCD?


Most patients want to know what caused their OCD. Many ask me if they have a chemical imbalance. Others want to know if they caused their OCD by smoking marijuana or by worrying too much or by simply having throat infections as a child. The simplest answer is that we don’t yet know what causes OCD, but our research has provided some leads.8


We are fairly certain that OCD is partly genetically transmitted, but OCD also seems to be genetically related to some other disorders, including agoraphobia, depression, attention-deficit hyperactivity disorder, and Tourette syndrome.


Patients who ask me if they have a chemical imbalance have usually read about serotonin. This is one of many neurotransmitters, chemicals in the brain that help our nerves transmit information. We know that all the drugs that are effective in treating OCD also increase the availability of serotonin in the brain. Hence we think that this chemical is involved in OCD. But serotonin is not the complete answer.


The most commonly accepted theory of OCD involves overactivity in a brain circuit connecting the orbital-frontal cortex, the striatum, and the thalamus (often called simply the “CSTC” circuit, which connects the control centers of the more recently evolved orbital-frontal cortex – “orbital” because it lies above the orbits of the eyes, “frontal” because it is at the front of the brain, and “cortex” because it represents the outermost layer of the brain – with more ancient areas deeper in the brain that control movement). Studies have found increased volumes in parts of this circuit among both adults and children with OCD. The neurotransmitters serotonin, dopamine, and glutamate, which are the targets of most OCD medications, are all important in controlling nerve transmission in the CSTC circuit. Fortunately, several studies have found that successful behavior therapy, such as the types described in this book, can correct this brain overactivity in as little as four weeks.


Some patients fear that having smoked marijuana in college created their problem. There is no scientific evidence for this theory. Blaming themselves for creating the disorder only makes them feel worse.


Parents of OCD patients have in the past been accused of causing the problem through overly strict toilet training. There is no evidence that this is true either. One study looked at this question and found absolutely no relationship between the type of toilet training and later development of OCD. Early life experiences are probably related to OCD in some way; some researchers believe that excessively harsh punishment for making mistakes may predispose people to obsessive doubts and checking rituals.9 Growing up watching a parent or sibling carrying out OCD rituals probably leads to learning these habits, to some extent. However, most researchers agree that OCD will develop only if an individual is genetically predisposed to it.


In general, for those who do develop OCD, it usually begins in late adolescence or early adulthood, commonly by age twenty-five, often during a period of stress. It is very unusual for OCD to first occur in old age, unless it is related to very severe depression or illness (see Chapter 2 for a discussion).


Most important, no matter what causes OCD, we can now treat it with behavior therapy or medications. If OCD is left untreated, most sufferers will have the symptoms to some degree throughout their life. Although there may be times when the symptoms are less severe and permit normal functioning, they are never totally absent. Some people do have periods when their symptoms disappear, only to re-emerge later on. And a few people will see their symptoms continually worsen.10 But remember that this is the outlook if OCD is untreated; as you will learn, the outlook is much brighter if you get proper treatment.



WHAT ARE THE SUBTYPES OF OCD?


Patients with OCD exhibit a wide range of symptoms, unlike victims of many other psychiatric disorders. For example, patients with panic disorder usually experience the same kinds of symptoms: rapid heartbeat, fear of going crazy, fear of losing control, difficulty in breathing, or dizziness. And patients with depression also typically share similar symptoms: sleep and appetite changes, sadness, guilt, crying, or suicidal thoughts. But in OCD, one patient’s symptoms may be totally different from another’s. In fact, the kinds of OCD symptoms are distinct enough to be classified as categories, or subtypes. An individual with OCD may have several symptoms, but in general each person’s symptoms fall into a particular category or subtype.


The symptoms of the most common OCD subtype are fears of contamination and cleaning rituals; these may occur alone or with other symptoms. The second most common subtype involves checking rituals, where patients fear that they have made a mistake and check their actions to reassure themselves; again, these may occur alone or with other rituals. One of several less common OCD problems, such as superstitious fears and rituals, repeating actions, obsessional slowness, and pure obsessions, may also be the major problem.


At times the differences between subtypes of patients with OCD can be so striking that it is difficult for them to believe that they have the same disorder. A patient I had referred to an OCD support group told me that the subgroups of patients found they had so little in common that at one point “the cleaners,” “the checkers,” and “the superstitious” had considered holding their own meetings in separate rooms. With time, however, these patients came to see the similarities of their problems. They all had seemingly uncontrollable thoughts and urges, and are now able to give support and advice to each other.


The following are descriptions and case examples of the major subtypes of OCD. The differences between the subtypes have important implications both for the way behavior therapy is implemented for each and for how well each responds to behavior therapy (these differences are described in Chapter 2). Remember that OCD is varied; you may have many of these symptoms, or you may have only one or two.



Cleaning Rituals and Contamination Fears


For some patients, fears of contamination may result in washing rituals that can continue for up to twelve hours a day for decades. Often entire areas of the house, the city, and even the country may be avoided to prevent contact with some feared contaminant. If you have contamination fears, you may also worry that you will contaminate other people. In the 1980s, obsessive fear of AIDS, often with resulting ferocious washing, became more and more common. The following two cases illustrate different contamination fears and cleaning rituals.


Jane was a middle-aged woman who washed her hands a hundred times a day and used seven rolls of paper towels each week. She wouldn’t touch anything that might have been touched by a person who was now dead. She was also afraid of being contaminated by “germs.” As a result of these two fears, of death and germs, Jane couldn’t touch dozens of objects in her own home, including money, doorknobs, light switches, shoes, and kitchen utensils. She could not even sit on furniture that a person now deceased might have sat on in the past. Jane had persuaded members of her family to touch these objects and use them for her. As she became a prisoner in her own home because of her rituals, she became more and more depressed.


Peggy was a teacher, but she had acquired a second job: protecting herself from AIDS and cancer germs. When she came to see me, her problems had grown to the point that she had not been able to bring food into her house for six months. She spent five hours a day washing her hands and showering. If a checkout clerk looked “sickly” to her, she switched to another queue. She had stopped doing her laundry because it required many rewashings due to her fears. She tried not to shake hands or brush against other people, and in her closet she segregated her “clean” clothes – those she had worn only in her apartment – from her “dirty” ones – those worn outside the apartment.


Peggy told me that she wasn’t sure that touching contaminated objects would cause her to contract cancer or AIDS. But she also couldn’t be sure that they wouldn’t. So she kept on performing the rituals, just in case.


If you have a problem like this, you may continue scrubbing until your hands are red and raw. You may not stop at your hands but also scrub your forearms as well, up to the elbows. One of my patients suffered severe chemical burns on her hands from mixing bleach and ammonia as part of her hand washing.


You may wash your hands after actually touching – or just believing you’ve touched – a contaminated object. You may wash your hands repeatedly after shaking hands with someone you think is ill, after returning home from the outside world (and before touching anything in your house), after having sex, after touching raw meats or other uncooked foods, after touching your genitals, or even after blowing your nose. These rituals are different from normal washing. If you have OCD you can wash your hands over and over, hundreds of times a day, and still not feel clean.


If you feel that other areas of your body have also been contaminated, you may also take showers or baths lasting many hours; you may wash yourself in a ritualized way, washing each part of your body in a particular order for a particular number of times. Any interruption in your sequence or repetitions may prevent you from feeling perfectly clean, and so you may start the whole process all over again.


Checking Rituals and Safety Fears


If you perform checking rituals, you have trouble being certain that you haven’t made a dangerous mistake – so you check, just to make sure. You usually fear that your mistake will hurt you or someone else. You may check over and over to confirm that stove burners are off and doors are locked. But, even while staring at a locked door, you may still be unable to get the feeling that it is really locked; you can see that it is locked, but you don’t trust your senses. Thus you may have to lock and unlock a single door for thirty minutes before you can finally pull yourself away, exhausted. You may frequently ask friends and family for reassurance. The following cases illustrate the power of these doubts.


Tom was a teacher tortured by fears that he had hurt one of his young students. The images were vivid: he saw himself cracking one boy’s skull against the floor, and strangling another with his bare hands. He would never do any of the things he feared, and these thoughts horrified him. He had fought these obsessions for twenty years, dreading each new school year and desperately waiting for the next school vacation.


Tom became an expert in inventing new and unobtrusive ways to check on the safety of the children in his class. A call to a parent when a student was out with a cold would temporarily reduce fears that he had killed the child. He would draw a chalk mark on the floor so that he could later reassure himself that he hadn’t crossed over that mark to pounce on an unsuspecting student. But these measures worked only temporarily; the fears usually came back, sometimes during the school year, sometimes for the entire summer vacation.


Bruce used to love to drive; by the time I saw him, he dreaded it. His OCD fears convinced him that, while driving, he would cause an accident without being aware of it. If he hit a bump in the road, he immediately thought he had hit a pedestrian. He would imagine a victim lying in the road while the police searched for a hit-and-run driver. In a panic he would turn his car around and circle back to check the spot. But one check never satisfied him – maybe the victim had dragged himself off the road; better turn around and check again. He became trapped in a frantic circle of checking and rechecking, like a dog chasing its tail in a losing race. When Bruce finally forced himself to break the cycle of checking, returning home afforded no peace; neither did his wife’s exasperated reassurances. He then scanned television newscasts all night for the story of a hit-and-run driver. To ease his tortured conscience, he sometimes called the police to confess to a crime he never committed.


Bruce had other checking rituals. These included the common rituals of checking door locks, windows, and electrical plugs. He also feared causing a fire by being careless with electrical appliances. One day, after leaving our clinic, he frantically telephoned our secretary over and over to make sure that he had not caused a fire when he replaced the pot on the coffee machine.


If you suffer from checking rituals, you may repeatedly ask others during a conversation whether you have insulted them. Or you may fear that you will unknowingly injure yourself. You may stay away from knives and scissors, or you may avoid a plate glass window, fearing that you might hurl yourself through it. If, nevertheless, you are unable to avoid these objects, you may check your body thoroughly to reassure yourself that you haven’t been injured; but although you may search futilely for bleeding or laceration for hours, you still can’t convince yourself you aren’t hurt. Finally, you may find yourself making several visits or phone calls each week to your physician for reassurance.


You may, if you perform checking rituals similar to Bruce’s, read the newspapers or check the Internet to determine if something you feared has really happened. One patient who was afraid he had hit a pedestrian when he hit a pothole made anonymous calls to the police station asking if any hit-and-run accidents had been reported. A woman I treated who lost one of her vitamin pills while at a campground made repeated telephone calls to the ranger station to see if any children had been poisoned by taking her pill.


Or you may find it difficult to read, write, or perform simple calculations (such as balancing a checkbook) because you are continually checking that you didn’t make a mistake. One woman had to quit her job as an accountant because she added columns of numbers over and over and still could not feel certain that she had not made a mistake.


Repeating Rituals and Counting Compulsions


If you perform repeating rituals, you feel compelled to repeat simple actions, like entering a room, washing a part of your body, or combing your hair, a certain number of times. And you may not feel right unless you perform the actions the “correct” number of times for you. You may be afraid that a catastrophe will befall you or a loved one if you don’t complete the repetitions correctly.


To protect himself from superstitious fears, Ken developed an elaborate set of counting and repeating rituals; these had to be followed precisely if safety was to be assured. When walking down stairs he protected himself by repeating “Love God” three (and only three) times. He had to put out cigarettes in a precise pattern of movements, to be performed in the same order each time. As he showered, each part of his body had to be washed a certain number of times, in exactly the same order each time. If the order or counting was interrupted, he had to start again. Whenever he flushed his toilet, he felt compelled to flush it thirteen times, to prevent harm to himself or his family; he accepted the occasional floods in his bathroom as the lesser of two evils, although his family didn’t agree.


If you perform repeating rituals like Ken’s, you may spend hours reading the same page in a book to make sure that you really understood what you just read. But because you continue to be distracted by obsessive thoughts and worries, you get trapped in a cycle of having to read and reread. You may not grasp the meaning of the material you read because of your obsessive thoughts. One patient told me he worried about whether the letters on the page were perfectly symmetrical; once he kept returning to stare at one particular t in a book when he noticed that a tiny part of the top of that letter was missing.


You may have difficulty writing because you spend hours searching for the perfect word or phrase. One patient was several years late turning in a college term paper because he continually rewrote the first few lines while searching for just the right words. You may tear up and rewrite checks if you feel that your handwriting is not perfect. As a result, you may also have trouble doing simple things like addressing envelopes or writing thankyou notes.


Maybe you don’t have repeating rituals but instead feel compelled to count objects like ceiling or floor tiles. One patient obsessed about the number of grains of sand on the beach and one day decided to count them one by one. You may not know why you count these things; you may know only that you feel uncomfortable if you resist this urge, and your eyes are drawn back to begin counting again. Almost any objects may be counted, including books in a bookcase or nails in a wall.



Compulsive Slowness


If you have any OCD symptoms, you are probably slowed down because you waste time performing your rituals. But for a small number of patients, slowness itself is the problem; for them it may take hours to complete simple actions like eating or getting dressed.


Because of OCD, Bill was agonizingly slow to complete even routine daily activities: getting dressed took the whole morning and early afternoon; brushing his teeth took an hour. Why was he so slow? There were many reasons. Each action had to be performed in a precise, ritualistic way; if not, it had to be repeated. Many actions had to be repeated a certain number of times – for example, Bill combed his hair in a series of ten sets of ten strokes. Obsessive thoughts and worries intruded, however, breaking his concentration and ruining his carefully planned patterns. As a result, actions that were almost finished had to be started again from the beginning.


One night Bill arrived at a restaurant at 7:00 P.M., an hour before the time he had arranged to meet his date. This time he wanted to be sure that he would be well prepared and in plenty of time. Bill went to the men’s room to wash his hands and comb his hair; without being aware of it, he slowly became entangled in his rituals. When he finally came out of the bathroom at 2:00 A.M., seven hours later, he was surprised to find that his date had not waited for him!


Listening to Joe speak was frustrating. Each sentence could take minutes to get out. The listener was always on the edge of his seat, tempted to suggest the next word but aware that doing so would upset Joe. For him, every . . . word . . . had . . . to . . . be . . . precisely . . . the . . . correct . . . word . . . according . . . to . . . Webster’s . . . definition . . . and . . . had . . . to . . . be . . . spoken . . . only . . . when . . . the . . . time . . . was . . . perfectly . . . right. Slowness had pervaded his whole life. Eating dinner took all evening. Adding a column of numbers took half a day. Family members could often be found banging on the bathroom door after Joe had occupied it for three hours.


Superstitious Obsessions and Compulsions


For people with OCD, superstitions can grow to over-shadow everything else in life. Superstitious obsessions often boil down to a fear of death and its symbols. If you have this kind of OCD, you form connections between feared objects – that is, you associate things with bad luck and then you avoid activities and places you think cause bad luck. For example, one woman treated at our clinic could never again wear any clothes she had been wearing when she was passed by a hearse:


Nancy’s fears started with concrete symbols of death: if she passed a cemetery or hearse, her day was cursed, and she returned home. Later her fears became more abstractly related to the original ones, as is common in OCD, and she began to be afraid that she had said something disrespectful about a dead person. To Nancy, it made no difference whether she had said a bad word about Hitler or about her own grandfather; in either case the dead had been angered and would extract their punishment.


The clothes Nancy wore when she spoke ill of the dead also became omens of bad luck, and she could no longer wear them; she would even avoid stores she had visited earlier on an “unlucky” day. Coming to see me became a struggle when one day Nancy passed a display skeleton on the way to my office. Since this represented a dead person, she struggled to fight any “bad” thoughts she might have as she passed the skeleton. When she was unsuccessful in resisting these thoughts, all plans for the day had to be canceled.


If you have superstitious obsessions, you may worry that you didn’t wash each part of your body the lucky number of times, or that you didn’t say a prayer the lucky number of times. Or you may not be able to end an activity on an unlucky number of repetitions. For one patient, each cigarette had to be patted out four times, not three (an unlucky number), and his television set could not be left on the unlucky number thirteen.


You may have unlucky times of day and therefore may not move a muscle while the hand of the clock is passing thirteen minutes after the hour. Or you may be unwilling to buy an item if the price contains one of your unlucky numbers. One woman I helped treat couldn’t eat her dinner because it contained thirteen shrimp. You may be unable to leave your house on an unlucky day, dependent on whatever personal unlucky number you may have. If you have these obsessions, you probably fear that a catastrophe will occur if you defy your numerology.


You may associate colors with superstitious fears. For example, one patient considered black the color of death, and she feared courting death if she wore black clothes. A man associated the color red with blood and death; he refused to wear clothes with red in them or to use red ink.


What distinguishes OCD superstitious fears from everyday superstitions is the strength of the belief and the interference it causes. Besides having the fears of numbers and colors just described, you may fear passing a cemetery or being passed by a hearse or black cat. One patient avoided shopping in a department store because one day the shape of the windows reminded her of a crucifix; she then wouldn’t wear clothes she had previously bought in that store. Another clinic patient even developed superstitions based on her dreams. One night she dreamed of an orange. The next day she not only avoided oranges and anything orange, but she wouldn’t even say the word “orange.”
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