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Foreword


OCD is an unnecessary problem, so it needs to be dealt with. Start here!


Fifty years ago, Obsessive-Compulsive Disorder (OCD) was regarded as untreatable and most likely to lead to a progressive decline, at best requiring adjustments by those around the sufferer to allow a diminished life and at worst resulting in long-term hospitalization. The dominant theoretical view was Freudian psychoanalysis, which defined OCD as the consequence of ‘weak ego boundaries’; in this view, obsessional thoughts were in fact the unpleasant contents of the subconscious ‘id’ breaking through into the conscious ‘ego’. Compulsions were supposed to shore up this weak ‘boundary’ as a mechanism preventing the sufferer from going mad. The conclusion from this view was that compulsions should be supported or even encouraged by those around the patient; failure to do so would result in psychosis. Not surprisingly, this tended to be a pretty scary way of thinking about a problem that was pretty scary even without this nasty little twist.


This is clearly nonsense; how come nobody spotted that? Actually, it’s easy to understand. Confrontation of obsessional fears without the person ritualizing did lead to an alarming and rapid increase in anxiety, which may well have looked and felt like it would progress to a point where the person might even go mad! In my experience, in the early stages of OCD those affected and people around them can think that they are indeed losing their mind.


However, what then happened is that some psychological researchers took a radically different view, which was that OCD represented a complex pattern of interlinked and, most importantly, learned reactions and linked behaviours, and that all of us were capable of such reactions as an exaggeration of normal thinking, feeling and behaving. The importance of this view was, of course, the implication that if OCD could be learned, then maybe it could also be unlearned. This optimism proved justified, and researchers and clinicians showed that a combination of changing expectations and helping sufferers confront their obsessional fears without ritualizing was a highly effective treatment for OCD. It was also clear that those who did ‘Exposure and Response Prevention’ (ERP), which is what this approach to treatment became known as, did not develop a psychosis. In fact, they got better! This unambiguous result dealt a scientific death-blow to psychoanalysis, although there are those who still doggedly persist with it. Most importantly, however, OCD went from being a problem which was seen as incurable to one that was treatable. What’s more, it later became clear that it was treatable in an astonishingly short time. The progress made in those early days has since been built upon further, which leads to the conclusion that, because the problem is entirely treatable, it is an unnecessary illness. It can be treated and ultimately, in the near future, it will be preventable.


How we got from ‘hopeless problem’ to ‘unnecessary illness’ gives important clues as to how best to treat OCD today, and what further needs to happen in order to eradicate OCD. Elizabeth Forrester’s book provides the fundamentals in terms of an understanding which can then be built on to help the person suffering from OCD to make the changes necessary to overcome their obsessional fears and behaviours and, crucially, to reclaim their life.


So, how did this positive change happen? Professor Jack Rachman and his colleagues in the 1970s undertook the really important research which gave us the way forward. They showed, firstly, that for people with OCD, carrying out their ritual typically brought immediate relief from anxiety and discomfort … but also that their distress quickly returned, alongside a strengthened urge to further ritualize, in what amounts to a progressive downward spiral leading, in the worst case, to complete obsessional paralysis. What these researchers then showed was that if the sufferer could choose to not ritualize and instead stay with the discomfort, then the anxiety and discomfort reduced anyway (often to the great surprise of the person with OCD), just that it took a bit longer. Even more importantly, they also were able to show that provoking the fear while choosing not to ritualize meant that the anxiety and discomfort progressively decreased until it disappeared entirely! This is the foundation of ERP, and Elizabeth helpfully describes the way this works in a clear way in Chapters 9 and 10 of this book. That research gives people with OCD (and their therapists) confidence that if they are able to stop all ritualizing, their OCD will inevitably be eliminated, and there are no exceptions. Notice the language here; it’s really important. The key feature is choosing not to ritualize. You could confront people with their fears against their will, but all you would be doing is torturing them with no benefit. So perhaps it’s just about stopping doing those compulsions?


Ah, I hear you say, if only it were that easy! And, of course, you would be right; for someone with OCD, it’s the hardest thing of all. Being told ‘stop it!’ is worse than useless; it is demoralizing and implies criticism, just another way of telling someone to ‘get over it’ or ‘pull yourself together’. In my experience of trying to help people suffering from OCD, they would like nothing better than to be able to get over it. The problem is that they don’t know how and haven’t got the resources to do so. Which is, of course, the purpose of this book; to help those who suffer from OCD and their loved ones find the understanding and guidance they need to rid themselves of the problem and get on with their life. Underpinning OCD is a set of beliefs and fears, not only about harm but about the responsibility for harm. It is the inflated sense of responsibility, usually as a response to an unwanted and unacceptable intrusion, which motivates the person to carry out their compulsions. What needs to happen is for the belief to be weakened enough that the person can deliberately, and without planning to reverse their action, find out what happens if they don’t engage with rituals, compulsions or other types of neutralizing behaviour. That’s the ‘cognitive’ bit of cognitive behavioural therapy.


Often, of course, there is more to it than this. If people can be helped to deal with their OCD early on, it may be that confronting their fears will do the trick. However, we know that for many it takes several years to even begin the process by identifying that OCD is the problem. On average, people develop OCD in its full form at age 20. It then takes an average of six to ten years for people to seek help. In that period between OCD developing and seeking help, a great deal can happen … and not happen. Education is cut short, friends are lost or not found, jobs stall, don’t progress or are lost. In the meantime, OCD worms its way into every area of the sufferer’s life, it affects the way they view themselves, and erodes and destroys their hopes, dreams and ambitions. So when they do seek help, the OCD has become subtly entrenched not just in the area it started, but often in many other areas. Understandably, people develop other problems; many people with long-standing OCD become so demoralized that they are clinically depressed.


So, as you will read in this book, fears of being responsible for harm (or preventing harm) is a key trigger for obsessional fears and motivator of compulsive behaviour; understandably, people with OCD feel terrifyingly responsible and then seek to ensure that the harm they do fear does not happen and/or that they are not responsible if it does. These fears and efforts to deal with them can distort important aspects of life, such as relationships, work, making your own home, having children, even thinking itself. The terror of being contaminated, of sexually molesting children, of blaspheming, of causing a fire, can lead people to increasingly frantic and pervasive efforts to seek safety. With the benefit of an outside view (that is, the point of view of someone other than the sufferer or their loved ones), it is possible so see that for the person with OCD the solution becomes the problem. The person with contamination fears is not infected, but they spend hours each day washing. The person troubled by horrible thoughts devotes all their efforts to pushing these out of their mind or ‘fixing them’ through prayer, mental argument and efforts at avoidance, and they get good at doing these things. The problem is, of course, that in doing so they nail their fears in place, so that even confronting the original fear can leave some of these complicated efforts at control untouched or even strengthens them, which in turn results in persistence of their obsessional fears. These efforts become ingrained and habitual, and at times automatic, so even when the person is able to successfully confront their fears, many aspects of the OCD remain untouched. As you will read in this book, the ultimate solution is to engage with what is important and in doing so eradicate the OCD.


One conclusion may be that after many years of pervasive OCD, the problems can become entrenched and intractable so that sometimes self-help is not enough and skilled therapy is required. Is that really so? Yes … and no. Yes, it is usually very helpful to go through an empirically grounded self-help book like this even when your problem seems to you and those around you, including therapists, to be relatively complicated and severe. That is because OCD is OCD, and it follows particular ‘rules’, and CBT as helpfully laid out in this book is the way forward. But when the problems are complicated, they can need someone with the ability to understand both you and your problems to put them in perspective, and that’s what an appropriately trained therapist will do. If they are worth their salt, they will also have supervision from a colleague, which means that you can benefit from another perspective too!


And the ‘no’? All good CBT is self-help, and that includes CBT with a therapist. That’s because a therapist does not change you; rather, they help you understand what’s happening from a different perspective, help you see the changes that are needed, help you to choose to change and then support you and guide you as you make the changes required. That means that all good CBT is self-help! You can be supported in that by a therapist, support groups, your loved ones or a book like this. But in the end, it’s not what your therapist or the book says, it’s how you then use your new understanding to deal with it. So, if you have OCD or are someone who is trying to help someone with OCD, this book is a great place to start.


Professor Paul Salkovskis


Professor of Clinical Psychology and Applied Science, University of Bath


Director, South West Centre for the Specialist Treatment of Anxiety and Related Problems (AWP NHS Trust and University of Bath)




Introduction


Miss Rayne gathered her infant school class around her, all of us sitting cross-legged and eager on the floor as she began to read. ‘Don’t step on the cracks’, the story warned, ‘or there’ll be a bear around the corner.’ We listened wide-eyed, and when the bell rang at the end of school and we made our way home, we remained mindful of this new rule to which we had been introduced. Now, growing up in a small mining town in the Midlands we all knew the likelihood of encountering a bear on our way home whether we avoided cracks in the pavement or not was extremely slim, but it seemed a small price to pay. Just in case …


I dare say you did similar things as a youngster. It was just a bit of fun. Even though I no longer go out of my way to avoid the cracks in the pavement, the thought of it still comes into my head from time to time. Although it’s many years since I played this game, in certain situations it just pops into my head, seemingly from nowhere. That’s the thing with thoughts. They furnish our internal life and help us navigate our daily routines. They’re reminders of things we need to do, of the potential consequences of things we don’t do, as well as memories from the past, daydreams of the future, along with all manner of ideas and images from the creative to the absurd.


There are all kinds of things we do ‘just in case’. We take an umbrella with us on a sunny day, put some spare underwear in our hand luggage when flying off on holiday, we go back to check that we locked the door. These kinds of things are just examples of the everyday worries and doubts that we all experience. However, sometimes these worries and doubts become more troubling. Instead of the occasional urge to check the gas is off, or a doubt about whether you washed your hands thoroughly after preparing some raw chicken, you notice that these ideas come into your mind rather frequently. And just to be sure, you go back to check or give your hands another wash – perhaps with some antibacterial hand wash. Although on some level we might accept the doubts as just doubts, something that occurs from time to time but can be easily ignored, when we feel driven to do something in response to that doubt it suggests that there is another link in the chain. That link is that the idea of some kind of threat or danger has occurred to us. In addition, it seems there is something we can do to either reduce or remove this possible danger. Fingers crossed, just in case …


If obsessive–compulsive disorder (OCD) was a drug, it would be taken off the market immediately. It’s highly addictive, has horrendous side effects, and doesn’t work.


Why have you picked up this book?


Of course, even if you can identify with these examples it doesn’t necessarily mean you have a problem but then again I guess that the reason you picked this book up is that you think you may have a problem, or know someone who might. Perhaps you’ve already come across the term ‘obsessive–compulsive disorder’ and are now wondering if indeed this might explain what the trouble is. It could be that you have suffered from OCD in the past but the problem has returned. Some of you may have battled with it for a long time but not overcome it. Whatever your reason for reading this book, the message is that you don’t have to let OCD rule your life any more.


About this book


How to Deal with OCD features the STEP Past method for overcoming OCD. STEP Past is a five-step approach, drawing on cognitive behavioural therapy techniques, to give practical and emotional support to anyone affected by OCD.


S – Support helps you come to terms with the problem, and maps out the road to recovery.


T – Tackle the negative thoughts and behaviour patterns that hold you back.


E – Escape the behaviours and situations that make your life a struggle.


P – Practice provides coping strategies to help you adjust your responses and replace harmful thoughts, when they occur.


P – Progress to a healthier, happier new life – without fear of setbacks or relapse.


The aim of this book is to help you to gain a better understanding of obsessive–compulsive disorder: what it is, the many different ways in which it can show itself, what keeps the problem going and what you need to do to be able to overcome the problem.


In addition to information about OCD from research studies, I want to share my many years of clinical experience with you to help you make sense of how you, your friend or family member have become caught up in the OCD trap and empower you to take the right steps to help you to live your life free from OCD. In addition, you will read about other people’s struggles with OCD and how they have tackled it using this approach. It’s tempting to turn the page rather than read about difficulties other than your particular concerns, but I would encourage you to read about all the different types of OCD discussed in the book. By learning how OCD works for other people, you can gain a better understanding of your own particular problems and how to tackle them.


Cognitive behaviour therapy (CBT) has been shown to be particularly helpful for problems like OCD.


While the focus is on using techniques from CBT, we will also draw on some of the latest ideas from what is often called ‘Third Wave’ CBT.


Throughout the book you will find practical exercises which will help you through the process. My intention – as with my face-to-face therapy clients – is to equip you with the skills and knowledge to become your own therapist. The practical exercises come in various forms:


•  asking you to reflect on your own experiences


•  questions for you to consider


•  planning tasks to discover how OCD really works


•  trying new ways of approaching your difficulties.


I believe in taking a ‘whole person’ approach to therapy. In order to tackle a specific problem we should also take a step back and consider the ‘bigger picture’. We often overlook some of the basic building blocks of a healthy, happy lifestyle. Yet making some small changes here and there puts us in better shape to take on the challenge of overcoming OCD. For this reason, you will find sections on helpful habits at various points throughout the book.


By taking it step by step, you will:


•  build your confidence


•  know what you need to do tackle the problem


•  learn how to get on with your life despite what OCD might be telling you.


Note


The case studies in this book are an amalgamation of many real-life examples and do not depict any specific individuals. Any resemblance to an individual person is purely coincidental.




PART 1


Support


Understand where you are now and where you want to be




CHAPTER 1


What is OCD?
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Overview


Obsessive–compulsive, obsessional, OCD. There’s a bit of confusion about what it really is. In this chapter we will:


•  learn what OCD is


•  recognize the difference between obsessions and compulsions


•  understand why interference and distress is key to diagnosis.


In recent times, the term OCD has almost become an everyday expression. Someone who likes to keep their home clean and tidy may excuse themselves as being ‘a little bit OCD’. The ardent fan that has been to see Les Miserables more than 50 times may be described as ‘obsessed’.


It is even seen as a positive attribute, something to strive for – to be obsessed with work is valued by many as a sign of someone conscientious and successful. Even the media messages drummed into us every day insist that we can’t be too thin, too rich, or have too flashy a car. But in these examples, the person gets pleasure or satisfaction out of doing these particular things. To claim to be obsessed with something means we like or love something very much.


Yet anyone who suffers from OCD would hardly say they get pleasure from the ideas that come into their minds or the things they have to do. It’s far more likely that they feel worried and upset, constantly bothered by the things they have to do in an attempt to feel less worried.


It’s interesting to note how advertisers prey on our anxieties too: we can’t be too clean or too careful. Even if OCD isn’t a problem for us, they often succeed in making us worry … and so we buy their products to ensure our homes are clean, our hands are germ-free, or our families protected in the event of accidents or illness. We have managed to reduce that worry. An idea, a scary consequence, and a means of preventing it from happening. Even if we don’t wholeheartedly believe it. Fingers crossed, just in case …


What is OCD?


Already we’re beginning to see something of a pattern building up. It helps explain how we can all get the kinds of worries that we might find in obsessive–compulsive disorder. Nevertheless, it isn’t only that these kinds of thoughts or worries occur to us. Or that we foresee some kinds of disastrous consequences which make us feel anxious enough to try to prevent them happening. Or even that we take some kind of action in an attempt to prevent this scary outcome. The clincher is how much these things interfere in our lives – how distressing we find them and how much they interfere with our daily routines.


So to meet criteria for the diagnosis of OCD there are three key features:


•    obsessions


•    compulsions


•    interference or distress.


Even if you already feel certain that OCD is the problem, let’s look at these in more detail. After all, knowledge is power and the better we can understand a problem the better equipped we are to deal with it.


What are obsessions?


One of the key features of obsessive–compulsive disorder is being bothered by obsessions: persistent thoughts or ideas that seem to just pop into our heads again and again, even though we’re not trying to have them. They’re sometimes called intrusive thoughts because they intrude. In other words, they interrupt us when we’re busy thinking or doing something else.


Obsessional thoughts can occur to us in different ways:


•  as words, like a statement about something or speech in our head


•  as a feeling of doubt


•  as an image – a picture in our mind


•  as an urge to do something.


To keep it simple, let’s just call them all ‘thoughts’ for the moment. Intrusive thoughts can feel quite different from other thoughts because they seem so difficult to ignore and get in the way of what we’re doing. They can also seem different to us since the content of the thoughts – what the thought is about – feels unacceptable to us in certain ways.


Obsessional thoughts often seem to go against the way we see ourselves. It may feel wrong to have them. Perhaps they seem quite shocking and disgusting because they aren’t the kinds of things we would usually choose to think about, or they represent things we would never dream of doing. Although they might be triggered by a particular situation we find ourselves in, they can equally just pop into our heads at any time for no particular reason. Here are some examples.
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Thoughts


•  I could give my family food poisoning.


•  It’s not safe to leave the kettle plugged in.


•  Magpies bring bad luck.


Doubts


•  What if I’ve committed a crime and can’t remember?


•  What if the binman cuts himself on that broken glass I put in the dustbin?


•  Did I switch the iron off?


Images


•  Attacking my partner with a knife.


•  My baby in hospital because she’d eaten a raisin off the floor.


•  Microscope view of germs covering the toilet.


Urges


•  To touch a stranger inappropriately.


•  To drive into oncoming traffic.


•  To steal something.
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These are only a few examples. It would be impossible to list every possible obsessional thought that someone might have. In the following chapters, there will be many more examples of different kinds of obsessional thoughts. You may have already found that some of the examples are similar to the kinds of thoughts you have had, although it’s likely that there are some differences too. The exact content of obsessional thoughts are as individual as you are, but they still fit into the same categories of thoughts, doubts, images and urges and can be understood in the same way.


What are compulsions?


Compulsions or compulsive behaviours are things that you feel you have to do and cannot resist doing. Quite often, compulsions are actions you feel you have to repeat doing, like washing your hands again and again, or having to check something several times to make sure you’ve done it right in order to relieve the anxiety experienced following an intrusive thought.


Compulsive behaviours are linked to obsessive thoughts in a meaningful way. If we regard obsessive thoughts as fears or worries, compulsions are actions we might take to prevent the fear or worry coming true. So if, for example, you experience a thought such as ‘I wonder if I closed the window?’ it is likely that you would feel compelled to check to see if you had closed it. These visible, observable behaviours are sometimes referred to as overt or physical compulsions.


While we often consider a behaviour to be something that we can see – like checking the window or washing hands – compulsive behaviours also refer to other things we feel we have to do in response to an intrusive thought that are not visible to others. The kinds of behaviours that other people can’t see because they are things we do in our head are sometimes referred to as covert or mental compulsions. It’s easy to overlook them since they seem such an ordinary part of our internal life. Here are some examples.
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Overt compulsions:


•  following a strict routine in the shower


•  keeping knives and sharp objects out of sight


•  touching, tapping or having to repeat an action.


Covert compulsions:


•  trying not to have a particular thought


•  trying to decide whether or not something is clean enough


•  thinking a ‘good’ thought after a ‘bad’ one.
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Compulsions or compulsive behaviours are sometimes referred to as neutralizing. ‘Neutralize’ means to cancel out or (especially in this setting) to make something safe.


As with the list of obsessions, these are only a few examples because we will discuss different types of compulsions in more detail later.


The role of interference and distress


Although the presence of obsessive thoughts or behaviours we feel compelled to carry out are important features of OCD, a further key consideration is that the thoughts and/or behaviours cause significant interference in everyday activities or cause a lot of distress. It’s likely that if you have OCD both of these things are true. In themselves, you might find the thoughts very upsetting but additionally the things you feel compelled to do might also be distressing, such as having to wash your hands so vigorously that they become really sore and chapped.


A further consequence that adds to levels of both distress and interference can be when compulsive behaviours take a long time. While you’re in the middle of carrying out compulsions, it’s possible that you become more and more upset and anxious because you find it difficult to stop what you’re doing, becoming more and more worked-up the longer it goes on. And, of course, if ordinary everyday activities take such a long time to carry out, e.g. locking the door before going to work, or spending hours checking the internet for crimes that have happened in your area, it can eat into the day, meaning you don’t have enough time for other things, or everything takes so long that you can’t even manage to get to bed at a reasonable time.


Another critical way in which obsessions or compulsions can interfere with daily life is when they prevent you from doing particular activities or tasks, or there are certain fixed ways in which you have to do them. For example, being unable to go on holiday because you can only use the toilet at home, or having to repeatedly check documents at work so that you get into trouble for sending them out late. In order to prevent yourself from having upsetting thoughts or worries, it’s quite usual that you might avoid doing particular things, going to particular places or being with particular people. Avoidance can become such a part of how we go about our daily lives that we can kid ourselves that OCD isn’t that much of a problem because it’s just what we do. However, other people don’t usually take the same kinds of precautions or do things in the way we might like them to be done and that, of course, can be upsetting or distressing because it triggers particular worries or concerns. Here are some examples.
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You have to do things in particular ways:


•  washing your body in a particular order in the shower


•  always wearing gloves when you go out, even on a warm day, to prevent your hands getting contaminated


•  touching, tapping or counting when you check appliances are switched off.


It is time-consuming:


•  having to repeat routines and rituals until you feel satisfied that you’ve done them correctly


•  everyday tasks have so many ‘rules’ you have to follow that they take much longer than they should.


It affects the way you live:


•  you’re often late for appointments because it takes so long to leave the house


•  you insist your family take the precautions you do


•  there are lots of things you don’t do to prevent triggering worries.


It might have unwanted or unintended consequences:


•  additional costs from buying a lot of cleaning products, or replacing things you have damaged by cleaning too much or because they seem unsafe or unclean


•  your home getting cluttered because you can’t put out rubbish for fear of contamination or losing something


•  losing your job because you’re constantly late or can’t finish work.


It leads to avoidance:


•  people who might have something catching, like a tummy bug


•  going past a church or other religious building in case you have blasphemous thoughts


•  putting off starting a family.


It causes distress:


•  getting upset because you still feel dirty after scrubbing your hands for 30 minutes


•  feeling stressed after you’ve missed the bus because of checking the door several times


•  believing you’re a bad or evil person because you have unwanted sexual, violent or blasphemous thoughts.
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So we can see that there are several aspects to interference and distress.


•  You have to do things in particular ways.


•  It is time-consuming.


•  It affects the way you live.


•  It might have unwanted or unintended consequences.


•  It leads to avoidance.


•  It causes distress.


At this point, you may be thinking ‘But I don’t have any obsessive thoughts’ or ‘I don’t do anything when I get these thoughts, I’m just really bothered by lots of intrusive thoughts’. We’ll have a closer look at both of these claims later in the book but for the moment it should be noted that the key to diagnosis of OCD is not that both obsessions and compulsions must be present. As long as two out of the three key features of OCD are experienced, that is sufficient. In other words, if you’re troubled by obsessions and/or compulsions which cause significant distress or interference to everyday activities, it is likely that you have obsessive–compulsive disorder.


Chapter summary


In this chapter you have learned:


•  OCD is an anxiety disorder


•  the difference between obsessions and compulsions


•  interference and distress are key to diagnosis.


Obsessive–compulsive disorder is an anxiety problem. If we are bothered by unwanted thoughts that keep coming back to us even when we try hard not to have them, or there are certain things we have to do again and again until it feels right, it might be OCD. Interference and distress are the key to diagnosis. In this way, we can see that someone who claims to be ‘obsessed’ with shoes or a musical does not have OCD. Obsession is to do with thoughts; obsessional thoughts also refers to doubts, urges or images. Compulsion signifies what we do – how we act or behave in response to obsessions. This is often referred to as neutralizing. Compulsions can be physical, observable actions like checking the door or washing our hands. They can also be mental actions like attempting to solve a problem, or thinking a nice thought after an upsetting one.


Now that you have a better understanding of obsessions and compulsions, are you ready to discover more about OCD? Chapter 2 uses a series of real-life experiences to illustrate different ways in which the problem might affect us.




CHAPTER 2


Have I got OCD?
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Overview


Chapter 1 explained the difference between obsessions and compulsions, and how interference and distress are defining features of OCD. This chapter:


•  describes the different forms OCD can take


•  uses real-life experiences to show different kinds of OCD


•  helps you identify how OCD affects your life.


OCD can affect you in different ways to different degrees. There might be one or two things that bother you a lot (like washing or checking). Maybe things that bothered you in the past are no longer a problem but some other worries have crept in. That’s one of the features of OCD: the focus of our concerns often changes over time. It reflects the things that are important to us at different points in our lives. Although OCD worries can be about anything and everything, most OCD concerns seem to fall into one of four general categories.


The four dreads of OCD


Although it is unlikely that this book will describe exactly the kinds of worries that you have, it is very likely that your concerns will fall into at least one of four general categories:


•  dirty


•  dangerous


•  doubting


•  deviant.


Let’s explore a range of examples. Although each personal story has been placed under a key heading, as you read think about how their concerns might also fit with the other OCD dreads. And even if you don’t share their particular problem, in what way is their experience similar to yours? How is it different?


Dirty


‘I used to think, “If only my problem was washing my hands too much”. I’d be able to stop it … no problem … I can’t understand why you’d get worried by thinking things were dirty. But after I read how these people were so worried about dirt and germs and all that kind of stuff I realized that my problems aren’t all that different. I check everything for the same reasons that they wash things … it’s like we just don’t trust ourselves to do it right. Reading about other kinds of OCD really helped me understand what was happening to me.’


Most of us wash our hands after going to the toilet, before preparing food, after doing jobs that make our hands visibly dirty such as gardening or changing the oil in the car. We change our clothes regularly, do the washing, clean the house, put fresh sheets on the bed. It’s part of our routine – something we do to keep ourselves, our family and our homes clean and pleasant.


From time to time we might get a bit more concerned about dirt, germs and disease … a brand-new beige carpet, sterilizing bottles for a baby, hearing about MRSA or swine flu on the news. Many people feel grubby and unclean after travelling on public transport and want to wash their hands as soon as they get home.


These things aren’t usually a problem if they only bother us occasionally, don’t worry us much and don’t interfere with our lives. And even if you prefer to wash your hands before eating, as long as you don’t absolutely have to do it before having food, it’s not an obsessional problem. However, if you are preoccupied with dirt and germs every day, find these thoughts very upsetting and these worries impact on your daily life in terms of trying to deal with these worries, then you may well have contamination OCD.


Contamination OCD


Concerns with dirt, germs or contamination can affect us in various ways. Common contamination worries include:


•  dirt, germs or disease


•  bodily fluids, e.g. urine, faeces, saliva, semen


•  household products, e.g. bleach, insecticide spray, garden fertilizer


•  environmental contaminants, e.g. asbestos, radiation, toxic waste


•  animals or insects.


Generally, the concern is that you will become contaminated, or you may worry that you may pass on contamination to others because you’ve not been careful enough.
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Case study: Maxine


Maxine spent a lot of her time in cleaning frenzies where she would spend all day and stay up all night cleaning her home from top to bottom. It wasn’t so much that she was troubled by worries about germs or being contaminated by things that might make her ill in some way, but she had become very sensitive to smells and odours. Such was her worry about her belongings smelling, she had taken to throwing away many of her possessions, including furniture, she could only wear items of clothing once before discarding them, and she had stopped cooking.


She began to limit the kinds of foods she would eat too, avoiding anything that might have a lingering odour. In addition, Maxine developed a number of routines to minimize the risk of smells, e.g. wrapping sandwiches in a paper napkin to hold them while eating so that her hands wouldn’t be tainted, wiping her face after each mouthful, lighting scented candles around her home, taking steps to prevent contaminating treasured possessions, excessive hand washing, bathing and toilet routines.


Maxine scrutinized other people, paying attention to the way in which they would eat, or how they cleaned their homes, although she concluded that the reason others did not take the preventative measures she did was because they did not smell like she did. As her rituals and routines became more elaborate and time-consuming, Maxine became increasingly depressed. Sleep deprivation and erratic, poor eating habits contributed to this downward spiral.


Although she would attempt to wash or clean everything to keep it odour-free, this led to further problems as she either ruined items that don’t take kindly to washing (like shoes, books and photographs) or she failed to eliminate smells completely. She slept on the bare floor (the bed had to go because she feared it harboured smells) with only a small blanket to cover her (to reduce the burden of things to wash).


Many of the things she was doing to avoid smell and contamination tended to backfire: her inability to dry clothes thoroughly caused them to become stale and mildewed, and by attempting to keep ‘clean’ and ‘dirty’ things separate in the home, certain parts of her home became ‘no-go’ areas. The additional stress of increasing financial pressure from spending a small fortune on cleaning products and replacing essential items further added to her unhappiness.
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Case study: Janet


Janet became increasingly concerned about the effect her contamination worries were having on her son, now aged seven. Because of her fears about dog faeces, she would try to do everything in her power to prevent him from coming into contact with anything that could possibly be contaminated with it. This was becoming more difficult now that he was getting older. It was often a cause of arguments between her and her husband because of the restrictions she placed on their activities. In particular, her husband was keen to take his son to play football in the park but Janet would become extremely upset and angry when they returned, making them both strip off in the garage in case they brought any dog mess into the house. She then insisted that they both had a bath to ensure they were really clean. Because of her reaction, her husband has stopped going to the park.


Janet’s concerns about dog faeces began during pregnancy after she read about toxocariasis in a magazine. She’d always been fairly careful about hygiene, and reasoned that any good mother would be careful because children are so vulnerable. She prides herself on her clean home, and is horrified at how dirty some of her friends are. Since this particular concern began, Janet prefers not to have her friends come to her home because she ‘can’t be sure they don’t have something on them’. Although she feels uncomfortable going to their homes, she just about manages by taking antibacterial hand gel and drinks and snacks for her son (she’s told her friends that he has food allergies). It’s harder now that he is older as other mums don’t tend to accompany their children on playdates, and he is also asking to bring friends home. She is worried that he is losing friends because of this.


Due to these preoccupations, Janet is constantly on alert for anything that may pose a risk and this is rubbing off on her son. She walks in the middle of the footpath as she claims there is more dog mess at the edges. And as well as giving dogs a wide berth, she holds her breath until well past them (and gets her son to do the same) in case they breathe in germs. Although she does all she can to avoid encounters with dogs, she gets extremely worried if she has to pass one and would have to use hand gel and then go home to wash even though she crosses the road to avoid the possibility of direct contact. She insists that, like her, her son always wears a coat and gloves when they go out as this limits the amount of washing and cleaning she would need to do (outdoor garments are removed and kept in the garage, which is the only way anyone is allowed in the house).


At home, Janet always uses products that are labelled ‘antibacterial’ and buys several bottles of disinfectant each week. Although she launders the family’s clothing daily, she has stopped hanging it to dry in the garden because she worries that foxes might have soiled there.


Over the past few months, her avoidance behaviours have become more extreme. Janet does all she can to prevent triggering thoughts about dogs: she has thrown out all cuddly toys that look like dogs and picture books with dog pictures, she pre-records TV programmes so that she can fast-forward through adverts that may show dogs, has changed where she does her grocery shopping because the checkout in her local supermarket is right next to the pet food aisle, and even shuns a well-known brand of toilet paper because it often features pictures of puppies on the wrapper. When in the queue, she would check the clothing of other customers for dog hairs and would swap queues if she noticed anything potentially ‘dangerous’.
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Rules, rituals and avoidance


If contamination OCD is a problem for you, it is likely that some or all of the following are things you do either to prevent or to reduce worries or anxiety:


•  frequent hand washing


•  washing, showering or bathing routines


•  toilet routines


•  cleaning and laundry routines


•  avoiding ‘dirty’ things or situations


•  taking precautions to avoid contamination


•  checking


•  seeking reassurance.


Frequent handwashing


Do you wash your hands more often than most people, always washing them very thoroughly and paying close attention to make sure every bit of your hand has been thoroughly washed, washing each finger one by one, or washing past your wrists (or even your elbows) every time, always using soap (and plenty of it)?


Washing, showering and bathing routines


When you have a bath or shower, does it take you a long time or are you driven to bathe or shower more than once a day even if the weather isn’t scorching hot or you haven’t done something to get noticeably dirty or sweaty? Do you use a lot of bath products? Do you have a particular routine or ritual before you can take a bath or shower? Maybe you have to clean the bath or basin before you use it? Or use a lot of towels each time and have to use a clean towel each time? Do you have rules about when you or others have to wash, bathe or shower, e.g. before and after sex (and getting your partner to do so too)?


Toilet routines


Do you have rules about when you can go, e.g. first thing in the morning before getting washed or dressed? Can you only use certain toilets, e.g. your own, or at your parents’ house? Perhaps you use a lot of toilet paper? Avoid sitting down on the seat? Do you have to wash or bathe afterwards? Maybe you avoid drinking to cut down on the need to go?


Cleaning and laundry routines


Are there particular ways in which you have to clean? Do you clean more often than other people you know? Do you get worried or anxious in case things aren’t clean enough? Do you use a lot of antibacterial products or only use disposable cloths for cleaning? Are there certain things you feel unable to wash together, e.g. underwear with towels? Do you wash clothing every time you wear it, even if it still looks clean? Do other people consider your cleaning routines to be extreme, e.g. unscrewing sockets to clean behind them or moving wardrobes every week? Have you worn things out because you have cleaned them too much (or tried to wash things that shouldn’t be washed)?


Avoiding ‘dirty’ things or situations


Are there places or situations you avoid because they don’t seem clean enough, e.g. travelling by bus, or not sitting down on public transport? Do you get someone else to put out the rubbish? Do you avoid walking or sitting on the grass?


Other precautions to avoid contamination


Are there other precautions you take to prevent or reduce contact with a contaminant? Things like carrying antibacterial hand gel or wipes, keeping separate ‘indoor’ and ‘outdoor’ clothes, designating certain areas in your home as clean/dirty? Do you wash things you bring into your home or store things in a special way, e.g. wrapping groceries before storing them in the cupboard? Do you insist on drinking from a disposable cup? Or always carry your own cutlery with you? Or check ‘best before’ dates on food items?

OEBPS/images/pub.jpg
JOHN
MURRAY
A | EARNING





OEBPS/images/line1.jpg





OEBPS/images/cover.jpg
HOW TO
DEAL WITH

A 5-step, CBT-based

plan for overcoming

obsessive-compulsive
disorder

Featuring the
STEP PAST formula

DR. ELIZABETH FORRESTER,

Consultant Clinical Psychologist





