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  Series Foreword




  This series is intended to provide clear, accessible, and practical information to individuals with a wide range of psychological disorders, as well as to their friends,

  relatives, and interested professionals. As the causes of emotional distress can be complex, books in this series are not designed purely to detail self-treatment information. Instead, each volume

  sets out to offer guidance on the relevant, evidence-based psychological approaches that are available for the particular condition under discussion. Where appropriate, suggestions are also given

  on how to apply particular aspects of those techniques that can be incorporated into self-help approaches. Equally important, readers are offered information on which forms of therapy are likely to

  be beneficial, enabling sufferers to make informed decisions about treatment options with their referring clinician.




  Each book also considers aspects of the disorder that are likely to be relevant to each individual’s experience of receiving treatment, including the therapeutic approaches of medical

  professionals, the nature of diagnosis, and the myths that might surround a particular disorder. General issues that can also affect a sufferer’s quality of life, such as stigma, isolation,

  self-care and relationships are also covered in many of the volumes.




  The books in this series are not intended to replace therapists, since many individuals will need a personal treatment programme from a qualified clinician. However, each title offers

  individually tailored strategies, devised by highly experienced practising clinicians, predominantly based on the latest techniques of cognitive-behavioural therapy, which have been shown to be

  extremely effective in changing the way sufferers think about themselves and their problems. In addition, titles also include a variety of practical features such as rating scales and diary sheets,

  helpful case studies drawn from real life, and a wide range of up-to-date resources including self-help groups, recommended reading, and useful websites. Consequently, each book provides the

  necessary materials for sufferers to become active participants in their own care, enabling constructive engagement with clinical professionals when needed and, when appropriate, to take

  independent action.




   




  Dr Steven Jones




  Series Editor




  





  Foreword




  A successful self-help book needs to resemble good therapy – identifying the personal nature of the problem, addressing specific and non-specific factors alike, and

  interacting with the person at their own pace – to provide a learning experience that installs autonomous skills.




  Jan van Niekerk’s self-help guide for people with obsessive-compulsive disorder (OCD) not only accomplishes all this but contains numerous novel features. The guide begins with a very

  readable and comprehensive description of OCD to enable readers to recognize themselves and move on to managing the disorder. The author then presents the major current cognitive-behavioural

  therapy (CBT) models and renders theoretically distinct approaches clinically accessible and blendable through down-to-earth explanations and practical engaging exercises.




  The book moves seamlessly through different stages of the therapeutic process covering both the attention to detail necessary for successful application of techniques through to the more

  holistic level of lifestyle choice and improved overall functioning required to sustain long-term change. Throughout the text the reader is conscious of the presence of the author through

  personalized advice and comments guiding us over the gradients and troughs of self-control. The reader is never alone, and the presence of the case examples illustrates well the experience of the

  therapy across different manifestions of OCD and adds to the good company.




  I had the pleasure of meeting Jan van Niekerk when he spent a short time with our team in Montreal in the summer of 2006. He had contacted us on his own initiative to follow up on articles he

  had read on our inference-based approach (IBA) (see O’Connor et al., 2005). This approach developed from our clinical observations that most OCD did not seem to fit a phobic model and the

  fear was more about what the person inferred might be there than what was there in reality. In OCD, the person concludes that, for example, a hand was dirty or a door not locked or an object was

  badly placed, on the basis of a subjective story remote from the here-and-now which bypassed the usual information-gathering, a process we term ‘inferential confusion’. A more

  fundamental self-doubt such as ‘I could be someone who makes mistakes, does harm, is negligent’, may lie behind the specific obsessional doubt; a self-inference also remote from the

  real self (Aardema and O’Connor, 2007).




  Jan van Niekerk describes the IBA procedures (Chapter 5) to identify obsessional doubt and reasoning errors which lead to confusing inferences. But he also integrates IBA along with existing

  work on inflated responsibility, what the obsessional fears mean about the person, thought–action fusion, the effects of metacognitive control strategies, metacognitive appraisal, the effects

  of compulsive checking on memory confidence, and response prevention strategies (all in Chapters 5–7). Chapter 8 describes the methods of exposure and response prevention therapy as a

  stand-alone treatment option, offering the reader a choice between CBT and this older, but powerful treatment approach. In fact, all the therapy techniques sit well together and make this guide a

  unique up-to-date comprehensive text nicely blending old and new. However, the textbook principles are brought alive by his practical tips, informal asides and pick-me-up helplines, which seem to

  catch the reader and pull us up just at the right moment to keep motivation and mood high and progress steady.




  Overcoming OCD involves not only removing symptoms, but improving life functioning and quality of life. So Jan van Niekerk thoughtfully adds a final section addressing well-being and positive

  emotions. Jan van Niekerk brings all these diverse CBT approaches sensibly and sensitively together, which makes this book captivating reading for client and professional alike.




   




  Kieron O’Connor, Ph.D., C. Psychol., AFBPsS.




  Montreal
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  Introduction




  Is this book for me?




  Consider the following:




   




  

    

      • Do you spend more time than most people washing or cleaning, and worry about what might happen if you didn’t?




      • Do you find yourself being fearful if you haven’t checked things a lot?




      • Do you have thoughts that pester you, thoughts that you just can’t get rid of, no matter how hard you try?




      • Do you worry that you might do something impulsively, out of character and against your intention?




      • Do you take a very long time to finish tasks and activities, and find it very difficult to speed up?




      • Do you feel uneasy or nervous if you didn’t arrange items in a specific order or pattern or perform an action in a specific sequence?




      • Are any of the above causing problems in your life?


    


  




  If your answer to any of these questions is ‘yes’, there is a possibility that you may have a condition called ‘obsessive-compulsive disorder’, or OCD

  in short. Your problems may well have left you feeling frustrated, and you may be disheartened about trying to be rid of them. However, the good news is that psychological and medical research over

  the past decades has made major progress in helping us to understand OCD better, and in developing effective treatments.




  In this book I will explain to you what is currently known about OCD and then take you through some self-help strategies step by step. These are ways to overcome this condition or manage it in a

  way that interferes minimally with your life. You will be introduced to a number of people with OCD and we will follow their progress as they apply these strategies. The views expressed in this

  book are based on the latest research evidence and also on my clinical experience in working with people with OCD.




  





  PART ONE




  BACKGROUND




  





  1




  Do I suffer from OCD?




  Types of obsessions and compulsions




  The definitive symptoms of obsessive-compulsive disorder (OCD) are obsessions and compulsions, but what do these words mean? Let’s first consider what

  is meant by ‘obsession’.




  The question is complicated by the ordinary use of the word; for example, if someone spends a lot of time gardening, or watching football, their friends may say that they are obsessed

  with gardening or football. However, mental health professionals use the term differently. Psychologists define obsessions as repetitive thoughts, images, or impulses

  that pester you and that you try to ignore or suppress or try to get rid of in some other way.




  Usually people with OCD consider their obsessions to be irrational, and they may feel embarrassed or ashamed about having them but find it exceedingly difficult to ignore them because of the

  anxiety or other negative feelings they may cause. Obsessions can have many different themes, and the following will give you some idea of the range of obsessions experienced in OCD (this

  list is not exhaustive). Ask yourself which of these may apply to you and bear in mind that the experience of a number of different obsessions is common:




   




  

    

      • Fears that you have been contaminated with dirt, germs, bodily secretions, chemicals, or other dangerous materials.




      • Fears that you have not locked, closed or turned off something properly (such as your front door or the taps), or that you have left an electrical appliance

      switched on (e.g. the oven).




      • Being very concerned about things being in order or symmetrical or ‘just right’ (such as that the rug should lie perfectly symmetrically, or an activity

      should be done exactly according to a set routine).




      • Having unwanted thoughts about sexual activity, for example, being a paedophile, or having intercourse with a relative or a religious figure.




      • Having thoughts which make it difficult to throw away useless or worn-out items and having strong urges to collect unnecessary or trivial items.




      • Having unwanted violent or aggressive thoughts, such as stabbing a vulnerable person.


    


  




  On the other hand, compulsions are repetitive acts that you feel compelled to perform. They are aimed at making the situation safe or setting things right and

  occur in response to obsessions. A compulsion may be behavioural (another person can see you doing it) or mental (you do it in your mind). The urge to perform a compulsion is usually overbearingly

  strong, and very difficult to resist. The term ‘ritual’ is sometimes used as a synonym for ‘compulsion’ and will be used from this point onwards. The following are examples

  of common compulsions or rituals – think of which of these may apply to you:




   




  

    

      • Checking, for example, whether the door is locked or the gas heating turned off.




      • Washing and cleaning, for example, scrubbing your hands or cleaning the house.




      • Repeating your actions, for example, walking through a doorway twice.




      • Quietly saying a prayer or thinking a special word (an example of a mental ritual).




      • Carefully thinking thoughts that ‘undo’ bad or wrong thoughts (a mental ritual).




      • Arranging items symmetrically or in an exact order.




      • Buying or failing to throw away unnecessary or useless items.




      • Counting objects or steps in an activity, sometimes to avoid unlucky numbers.


    


  




  Who gets obsessions and compulsions?




  The answer to this question must seem obvious – people with OCD! But, hang on, it’s not that simple. For many years it was thought that the experience of obsessions

  and rituals was limited to people suffering from OCD. However, we now know that this is not the case. In fact, recent studies have shown that experiences similar to the obsessions and rituals in

  OCD, but less intense and disruptive, may be relatively commonplace. For example, one study (Rachman and De Silva, 1978) found in a group of 124 students and health professionals, that 99 reported

  that they had experienced intrusive, unacceptable thoughts and impulses – this translates into almost 80% of the group! A group of 40 was questioned closely about the nature of the intrusive

  thoughts they experienced, of which some examples are provided in table 1 below. Consider which of these you may have experienced.




  Similarly, in a group of 150 university students and employees, 82 (55%) reported that they performed ritualistic actions. In the group of 82, 27% reported checking, 16% reported washing,

  cleaning and ordering, 6% reported avoiding particular objects, and 51% reported performing ‘magical’ protective acts (Muris et al., 1997).




  Table 1 Examples of intrusive thoughts experienced by people without OCD




  [image: ]




  Jumping onto the rails when the tube train is approaching




  Saying something nasty and damning to someone




  Acts of violence in sex




  Something being wrong with her health




  Doing something, e.g. shouting or throwing things, to disrupt the peace in a gathering




  Harm befalling her children, especially accidents




  That the probability of an air-accident to herself would be minimized if a relative had such an accident




  An accident, especially a car accident, happening to a loved one




  Buying unwanted things




  That she, her husband and baby (due) would be greatly harmed because of exposure to asbestos, with conviction that there are tiny asbestos dust particles in the house




  Harming, or being violent towards, children – especially smaller ones




  Crashing a car when driving




  Walking along a crowded passage and suddenly discovering that he is naked




  Pushing people away when in a queue




  ‘Unnatural’ sexual acts




  Wishing that someone close to her was hurt or harmed




  Doing something dramatic like trying to rob a bank
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  Diagnosis of OCD




  How do mental health professionals decide whether you have OCD? This is no straightforward matter. As we have seen most people will intermittently have odd, disturbing or

  unusual thoughts or act in an eccentric or ritualized way. So, when considering the obsessions and rituals you describe to them, professionals face the difficult task of deciding when the problem

  warrants diagnosis and treatment.




  Their way of solving this dilemma is to consider the extent of your obsessions and rituals, how much they interfere with your life, and how upsetting they are to you.

  In the study described above (Muris et al., 1997), people with OCD found that their obsessions lasted longer than normal intrusive thoughts, and were more discomfiting, intense and frequent.

  Similarly, OCD rituals were more frequent and intense, were met by more resistance and discomfort, and were more often carried out in response to being upset, than normal rituals. Therefore you are

  likely to have OCD if these problems leave you feeling helpless and upset, and present an obstacle to getting on with doing the things you want to do. OCD sufferers find that the condition gains a

  foothold in their lives and increasingly demands more time and effort. You may sense that the OCD is slowly wresting control away from you.




  Distinguishing OCD from related conditions




  As we have seen, the diagnosis of OCD is not always straightforward. To clarify this further, I will next consider a few conditions that share features with OCD. Before

  starting treatment it is important to establish which diagnosis best explains your current difficulties. Sometimes a single diagnosis may be sufficient, but it is also possible that certain

  conditions co-exist. For instance, OCD and depression frequently go hand in hand.


  

   




  Generalized anxiety disorder and depression




  People afflicted with generalized anxiety disorder (GAD) worry disproportionately and anxiously about a wide range of issues for at least six months. On the other hand, the

  hallmark of a clinical depressive episode (Churchill’s ‘black dog’), is persistently feeling low and losing interest or not enjoying your usual activities. Typically, any number

  of the following symptoms add insult to injury in depression: reduced or increased appetite, weight loss or weight gain, difficulty sleeping or wanting to sleep all the time (insomnia or

  hypersomnia), restlessness or feeling slowed down, tiredness, feeling worthless or guilty, difficulty concentrating or indecisiveness and having frequent thoughts about death or even suicide.

  Sometimes depression may make it more likely that your OCD symptoms will flare up, and sometimes you may start feeling depressed when you notice how much the OCD has encroached on your life.




  Persistent and sometimes intrusive worry thoughts can occur both in depression and GAD. However, the worrying thoughts tend to concern real-life problems, usually with the aim of trying to find

  a solution or helping to prepare for what can go wrong, or they may simply involve ruminating at length about what is already wrong. In OCD, the person tends to experience obsessions as intrusive

  and inappropriate. They usually try to resist the thoughts in some way, such as to ignore or suppress them. Or they cope with them in some other way such as by neutralizing them or performing

  rituals to reassure themselves. However, contrary to GAD or depression, these rituals or neutralizing acts are clearly excessive or extreme and need to be performed in a repetitive way and are not

  realistically connected with what they aim to prevent.




  Health anxiety




  People with health anxiety experience repetitive thoughts about having a physical disease based on the misinterpretation of sensations or perceived changes in their body as

  being evidence of a serious but yet unidentified medical problem. They frequently try to reassure themselves by checking their bodies or asking others, including their GP, for reassurance. However,

  usually their fears persist despite reassurance that nothing is wrong, or any benefit from reassurance is short-lived until their fears are triggered again. Health anxiety shares a number of

  features with OCD; for example, frequently there is ‘obsessive rumination’ about illness and repetitive behaviours (e.g. checking one’s body) as an attempt to reduce anxiety.

  Also, people tend not to be convinced by reassurance. However, the scope of obsessions in OCD tends to be much broader than just concerns about physical illness, and in OCD with germ contamination

  fears, the concern is about getting an illness, while in health anxiety the concern tends to be about having an illness.




  Obsessive-compulsive personality disorder (OCPD)




  The word ‘personality’ refers to enduring tendencies (or traits) in how a person responds in a variety of situations and in their style of relating to other people,

  and it tends to remain relatively stable from their mid-20s onwards. For example, some people may tend to be extroverted (vivacious and socially outgoing) and others may tend to be introverted

  (more quiet and don’t socialize as easily). In the case of personality disorders, a set of personality characteristics cause an excess of stress or disruption in a person’s

  life, and their ability to relate to others may frequently be compromised.




  According to a widely used diagnostic system, people with obsessive-compulsive personality disorder (OCPD) are characterized by a preoccupation with orderliness, perfectionism and attempts at

  controlling their environment, as part of a pattern that starts in early adulthood. They think rigidly in black and white terms, and expect others to do things according to their rules. They may

  frequently be overconscientious and live their lives in a highly organized way to the point of ‘not seeing the wood for the trees’ and, rather than being a means to an end, sticking to

  the rules and being organized become an end in itself. They tend to control their emotions and behaviour, and others often experience them as somewhat cold and aloof. They prefer routine and

  predictability, and spurn spontaneity and acting on a whim. Of course, you may notice that many healthy and well-functioning people have some of the characteristics described above; however, in the

  case of OCPD a defining characteristic is that these features are extreme to the point of causing recurrent problems for themselves or in their dealings with others.




  People with OCD may sometimes have features of OCPD, although only a small percentage will have both conditions (about one in five, or fewer; Wu et al., 2006). One major difference is in the

  degree of life impairment and whether people perceive themselves as needing treatment. People with OCD tend to experience major disruption in their lives (of course, varying according to the level

  of severity of their OCD). In contrast, people with OCPD will tend not to see a problem with their own behaviour and will rarely feel that they need help – usually the problem is brought to

  their awareness by the protestations of other people, such as relatives or colleagues, who have been negatively affected by their behaviour.




  Tic disorder and Tourette’s disorder




  People with tic disorder experience uncontrollable repetitive movements (motor tics) or production of sounds (vocal tics). Examples are blinking, lip smacking, facial

  twitching, shoulder twitches or coughing, grunting or clearing the throat. These can sometimes be difficult to distinguish from OCD rituals; however, in the case of OCD, rituals are usually

  voluntarily initiated to deal with the psychological discomfort – usually anxiety – caused by obsessions.




  Some people may experience repetitive thoughts, in the absence of anxiety or discomfort, such as a song or tune that keeps on playing in their mind, that may best be considered to be a form of

  mental tic. This is a common experience and not an indication of a disorder as long as there is no serious disruption to the person’s life.




  Tourette’s is a neuropsychiatric disorder that usually starts in early childhood and causes various motor and vocal tics. The person may repeat phrases that he or she hears other people

  say (echolalia) or have an uncontrollable urge to say obscene things (coprolalia). As we can imagine, this can cause a lot of embarrassment to the sufferer and their loved ones, and also disrupts

  their lives. Tourette’s disorder sometimes co-occurs with OCD.




  How common is OCD and what is its course and impact?




  Now that we have established how OCD is diagnosed, we can consider what research studies can tell us about the people who suffer from this condition.




  We now know that OCD is the fourth most common mental disorder after depression, alcohol and drug abuse, and social phobia (intense anxiety in social situations). About 2–3% of people will

  suffer from OCD at some point in their lives – this translates to about one in every 50 people.




  OCD may start at any age from early childhood to old age, but would typically have its onset in men in the late teenage years and in women in the early 20s. It sometimes, but not always, starts

  after a stressful event or during stressful circumstances. This does not mean that stress necessarily causes OCD in itself, but more likely means that in people who have a biological and

  psychological vulnerability to the condition (which we will discuss in more detail later on), certain sources of stress may act as a trigger. Although OCD symptoms can be chronic, they typically

  wax and wane, and it is a frequent experience that stress, such as work or relationship problems, makes symptoms worse.




  No person with OCD has exactly the same symptoms, and the severity of symptoms frequently changes over time as periods of relative calm may be followed by symptoms getting worse again.

  (‘Relapse’ is a word that mental health professionals use to describe a re-emergence of symptoms after a period relatively free of symptoms.) The severity of symptoms also differs

  between people. Therefore the disruption caused by symptoms may range from being an occasional nuisance to causing grave difficulty in the ability to function at work or at home, leading to a major

  handicap and dependence on support by family or others. It is unfortunate that, despite the availability of effective treatments, many people wait years before seeking help.




  OCD and the family




  As we have seen, rituals are acts which the person feels a very strong urge to perform. At some point family members may start taking notice of ritualizing despite the

  person’s best attempts at concealment. Some rituals are easier to conceal than others. For example, when you have to triple-check all the electrical appliances in the house, and the door, and

  the taps before you leave in the morning, this may be pretty obvious to your husband waiting in the car. However, when you carry out a mental ritual like saying a short prayer in response to having

  a ‘bad thought’, you may simply seem a bit preoccupied with your thoughts.




  Family members may respond to ritualizing in many different ways. They may well take a humorous perspective if the ritualizing is not disruptive and consider this to be harmless and a bit

  eccentric. Alternatively, they may be concerned about seeing a loved one behaving in such seemingly inexplicable ways. They may be very concerned when they start noticing that a person is

  distressed at having to do the rituals and having difficulty in getting on at home and at work.




  Another worrying situation is where, because of the person’s obvious difficulty in resisting the rituals and their insistence on performing them, family members respond by helping their

  loved one with her rituals or stepping in when the person can’t perform certain activities because of their rituals. In this way, the household situation increasingly adjusts itself to

  accommodate the OCD. As we will see later, while the desire to come to a loved one’s assistance in this situation is understandable, it may not be helpful in the long term.




  OCD in the media




  Frequently the portrayal of OCD in the media can be quite misleading and encourage public misconceptions. People with OCD may be forgiven for being annoyed when ritualizing is

  portrayed for comic relief, diminishing the distress and disruption that sufferers frequently experience. Ritualizing is sometimes depicted as a very public activity, whereas sufferers commonly go

  to great lengths to keep ritualizing hidden from scrutiny. This emphasizes the need for public education about OCD. Fortunately, much progress has been made in this respect over the last few

  decades.




  Here are some examples of characters in films and on television apparently suffering from OCD:




   




  

    

      • Jack Nicholson’s uncouth character Melvin Udall in As Good As It Gets (1997) performs ordering and washing rituals. The film has been criticized for

      portraying OCD in an exaggerated way for getting laughs.




      • In the film The Aviator (2004) Leonardo di Caprio plays the reclusive genius, Howard Hughes, who had obsessive fears of contamination by germs.




      • In Shakespeare’s play Macbeth, a doctor is called to observe Lady Macbeth because of her repeated handwashing after because of her guilt at the

      murder of the king. She famously mutters to herself ‘Here’s the smell of the blood still ... all the perfumes of Arabia will not sweeten this little hand.’




      • In the episode Sense and Senility of the comedy series Blackadder, the two actors who visit the prince have to perform a ritual whenever the

      real name of ‘the Scottish play’ (Macbeth) is mentioned (perhaps this is an exaggerated manifestation as OCD of the common superstition in the theatre world).


    


  




  Famous people with OCD




  The following famous people or celebrities may suffer or have suffered from OCD:




   




  

    

      • Footballer, David Beckham, described having ‘this disorder where I have to have everything in a straight line or everything has to be in pairs’.

      According to his wife, Victoria, ‘Everything has to match in the house. If there are three cans of Diet Pepsi, he’d throw one away because it’s uneven.’




      • Dr Samuel Johnson, eighteenth-century compiler of the first dictionary of the English language, would perform ritualized movements when crossing the threshold of a

      door. Just before crossing, he would whirl, twist, make a series of hand motions and then leap over the threshold. He would never step on cracks between paving stones and would touch every post

      he passed. If he missed one he had to go back and touch it.


    


  




  When to get professional help




  So, now you may have established that you suffer from OCD. What next? This book will offer you guidance on the strategies – both psychological and medical – that

  you can use to overcome this condition. But, there are times when it may be advisable also to consult a mental health professional, either a clinical psychologist or psychotherapist who practises

  cognitive-behavioural psychotherapy (CBT), and/or a general practitioner or psychiatrist for advice on medication. How do you decide whom to consult and when? The following is a list of questions

  that may help you decide:




   




  

    

      • Has your OCD been associated with feeling consistently low and depressed over recent weeks, to such an extent that you have taken time off work or others have

      expressed concern about you?




      • Has your OCD led you seriously to consider suicide as a way of escaping from your problems, or led you to neglect taking care of yourself to such an extent that

      people have expressed concern about you?




      • Have you regularly taken time off work for OCD-related reasons?




      • Has your OCD caused major stress or a breakdown in any of your relationships?


    


  




  If you answered ‘yes’ to any one of the above questions, then it would be advisable to seek the help of a mental health professional specialized in the treatment of

  OCD. You may consider psychological therapy, medication or a combination of the two (the relative merits of CBT versus medication are discussed at the end of Chapter 2).




  Psychological treatment




  If you have to be referred to a suitable service, perhaps via your GP, it is best to express your preferences about types of treatment at an early stage. An option for

  identifying a suitably qualified person is to contact national professional associations, which should be able to offer a list of therapists in your area. I would strongly recommend seeing someone

  with expertise in cognitive-behavioural therapy (CBT) and experience in treating OCD. These may include registered clinical psychologists or cognitive-behavioural psychotherapists. Evidence of

  expertise in CBT may include a qualification in CBT, such as a diploma or certificate, or specialized training from a reputable institution, or significant experience working in a mental health

  service specializing in CBT. The therapist should preferably have treated at least five or more people with OCD. If you are unsure about their knowledge or experience, make an appointment to see

  them and discuss what they can offer you. If you continue to have doubts after such a meeting, better find another therapist.




  Medication




  Medication has to be prescribed by a medical practitioner, such as your GP. However, particularly if your condition is chronic and severe, it is preferable to be assessed by a

  psychiatrist with expertise in the treatment of OCD. Your GP will be able to advise you on options for specialized services.




  A list of general resources for further support and information is provided in Appendix 1.




  Key points




   




  

    

      • An obsession is a repetitive thought, image or impulse that you may try to resist.




      • Having an obsession results in anxiety or other negative feelings.




      • A compulsion or ritual is a repetitive act that you feel compelled to perform to reduce the anxiety caused by an obsession.




      • Many people have experiences similar to the obsessions and rituals in OCD, but less intense and disruptive.




      • Professionals diagnose OCD when the obsessions and rituals interfere significantly in your life.




      • About one in 50 people will suffer from OCD at some point in their lives.




      • OCD symptoms tend to fluctuate, and there is a chance of relapse.




      • Cognitive-behavioural therapy (CBT) or medication can be effective for the treatment of OCD.
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  What causes OCD and maintains it?




  

    

      It is impossible to get out of a problem by using the same kind of thinking that it took to get into it.




       




      Albert Einstein


    


  




  In this chapter I will introduce you to the cognitive-behavioural model, and what this can tell us about OCD. Next will follow an overview of biological theories and treatments

  of OCD, and I will compare and discuss the pros and cons of medication and psychological therapy. Finally, I will give an outline of how the rest of the book fits together to help you with your

  OCD.




  Cognitive-behavioural therapy (CBT)




  

    

      People are disturbed not by things, but by the view which they take of them.




      Epictetus, Greek philosopher


    


  




  This ancient quote reflects the main idea behind cognitive-behavioural therapy (CBT). Often, different people will have different thoughts about the same event or experience.

  The classic example is that of a glass of water filled halfway – one person sees it as half-empty and the other sees it as half-full.




  But why does this matter? During or after a situation or event we have automatic thoughts (automatic, because they just pop into your head) about the event. These represent the meaning or

  interpretation we attach to the event. How we feel (our emotions) and how we choose to respond (behaviour or coping) depend on this meaning. In turn, our emotional response may affect our bodily

  sensations, for example, when feeling anxious your heart may be thumping and your hands may be clammy and shaky.




  Automatic thoughts don’t arise in a vacuum. They stem from our underlying beliefs about ourselves, other people, the future, the past, and so on, or the assumptions we

  make, or the rules we hold ourselves or others to. In turn, our underlying beliefs are influenced by our previous life experiences. This relationship is illustrated in figure 1.




   




  [image: ]




  Figure 1 Situation: Person lies asleep in bedroom




  A few points to clarify




  It is important to distinguish thoughts and feelings, as the English language can sometimes confusingly introduce a thought with ‘I feel that ...’ A simple

  distinction is that to express a thought usually requires a phrase or sentence, and an emotion or feeling usually requires a single word (e.g. happy, sad, frustrated, cheerful, relaxed, angry,

  bewildered, guilty, ashamed, anxious, upset, depressed, low, and so on).




  After thinking about the cognitive-behavioural model, you may retort that emotions sometimes precede thinking, such as when feeling low may cause negative thinking rather than the other way

  around. This is a valid point, and we have to acknowledge that the relationship between mood and thinking can be complex, and that the one may influence the other. This may result in a vicious

  cycle where negative thoughts cause low mood, and low mood in turn invites further negative thinking, and so on. However, for the purposes of CBT, the important point is that thoughts can

  influence emotion, mood and behaviour. Next we will consider, more specifically, how the CBT model makes sense of emotional difficulties, and then OCD.




  How the CBT model can help us understand emotional difficulties




  We have established that the meanings we attach to events have consequences for how we feel and how we respond. Sometimes these thoughts may leave us feeling disturbed

  or distressed, as illustrated in figure 1. Cognitive-behavioural therapists believe that people do not have to continue to interpret events in the same way for the rest of their lives. They can

  learn to think differently about events and therefore be less upset by them.




  Most often we have realistic grounds or good evidence for what we believe about others or ourselves. However, sometimes our beliefs may rely on a biased or one-sided view of

  reality, which is a bit like holding a prejudice. A depressed person may remember the person who ignored him but not the ones who chatted to him and conclude, ‘Nobody likes me.’ In CBT

  these tendencies are referred to as thought distortions, and the problem with this skewed thinking is that by its nature it gives a false view of the world. Here is a list of thought

  distortions that are common villains leading to prolonged and excessive levels of upset.




  Thought distortions




   




  

    All-or-nothing thinking: the tendency to evaluate your own or other people’s performance or personal qualities as black/white. Also called the fallacy of

    bifurcation: presenting only two alternatives where others exist (Pirie, 2006), e.g.




     




    

      

        • ‘I didn’t get the promotion: that means I’m a nobody.’




        • ‘People are either your friends or your enemies.’




        • ‘You’re either normal or mad.’


      


    




    The world is complex: people or events are usually not just one way or the other. ‘Shades of grey’ are not acknowledged.




    Magnification: a tendency to reach blanket negative conclusions about yourself or other people on the basis of flimsy evidence, e.g.




     




    

      

        • After making a single mistake: ‘I’m useless.’




        • After your boss snapped at you on only one occasion: ‘She’s horrible.’


      


    




    You are not reaching a balanced conclusion by looking at all the evidence objectively.




    Minimization: a tendency to discount any information that doesn’t fit with your negative view of yourself or other people, e.g.




     




    

      

        • After someone complimented you: ‘He’s just feeling sorry for me.’




        • After your boss apologized for having snapped at you: ‘She just wants something from me.’


      


    




    You are not reaching a balanced conclusion by looking at all the evidence objectively.




    Overgeneralization: when you arbitrarily conclude that a negative event will happen over and over again, e.g.




     




    

      

        • After one unsuccessful job application: ‘I’m never going to get a job.’




        • After getting a flat tyre: ‘This is just so typical: everything always goes wrong for me.’


      


    




    You believe that there is a negative pattern that will continue, but when looking at all the relevant evidence, there is no sound basis for such a prediction.




    Catastrophizing: dwelling on the negatives in a situation and believing things are worse than they actually are, e.g.




     




    

      

        • ‘My OCD has ruined my life.’




        • After not getting the promotion: ‘I’m a nothing.’


      


    




    You may not be paying attention to aspects of the situation that contradict your negative conclusion (there may well be areas of your life that are relatively unaffected by

    OCD, and not getting the promotion is not the end of the world!).




    Low frustration tolerance: persuading yourself that something is so bad that you absolutely can’t tolerate it; this is frequently linked to catastrophizing,

    e.g.




     




    

      

        • ‘That he didn’t give me the promotion is the most awful thing that could have happened’ (catastrophizing); ‘it’s so unfair and I

        can’t stand it’ (low frustration tolerance)!


      


    




    The reality is that your body and your mind can tolerate much worse. Better to tell yourself that it’s not the worst thing in the world, that you can cope with it even

    though it may be unpleasant, and then deal with the situation calmly.
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