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Mia, aged 35, remembers the time when she was 

7  y ears o ld and reading in bed, when her mo ther 

to ld her an elderly  neighbo u r had died. 

F
ro m that time o n, Mia nev er read in bed as she was afraid 

that her reading wo u ld c au se so meo ne to  die. A s an adu lt, she

desc ribed being assailed by  tho u ghts o f  her c hildren dy ing. T o

help  herself  feel better, she rep eated the p hrase ‘my  c hildren are

o k ay ’ twelv e times in her head. S he rep eatedly  c hec k ed the lo c k s

and do o rs in her ho u se to  ensu re that no bo dy  c o u ld c o me in and

harm the c hildren. If  she saw any thing asso c iated with death (f o r

ex amp le, a hearse), she was afraid that it was an ‘o men’ and she

immediately  c hec k ed o n her c hildren to  seek  reassu ranc e that they

were well.

O v er time, Mia began to  wo rry  that she may  ac c identally  harm 

her c hildren, f o r ex amp le by  giv ing them c hic k en that had no t been

c o o k ed p ro p erly . S he av o ided c o o k ing raw meat as it c au sed her 

so  mu c h anx iety  and she was c o nstantly  disinfec ting all the k itc hen

su rfac es and her hands. Mia’s anx iety  and c o mp u lsiv e behav io u r

made her think  that she was go ing mad.

S he k new that she didn’t mak e any  sense bu t she was to o  afraid to

sto p , think ing that if  she did so  then o ne o f  her c hildren wo u ld die.
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Obsessive-compulsive disorder (OCD) is a relatively common disorder 

with a lifetime prevalence of approximately 2 %  in the general population.

It often has an early onset, freq uently in childhood or adolescence and

can become chronic and disabling.  R eviews demonstrate that a lot of

health care service and expense is spent on helping people to cope with

OCD.1 Further, people with OCD may be unable to work, making the 

illness an economic burden to themselves and their families, employers,

and society. 

In the 19 50 s, OCD was seen as a form of ‘madness’ and practitioners

were told that people would have a psychotic breakdown if they were

prevented from performing their compulsive behaviour.  In the preceding

example, Mia’s repeated checking of locks and doors is compulsive

behaviour.  
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A p p r o x im a t e  L if e t im e  P r e v a le n c e : 2%

D ia g n o s t ic  C r it e r ia  f o r  O b s e s s io n s :
Re c u rre n t a n d  p e rs is te n t th o u g h ts , im a g e s  o r im p u ls e s  th a t:

1 Are  e x p e rie n c e d  a s  in tru s iv e /u n w a n te d .
2 Ca u s e  s ig n ific a n t d is tre s s .
3 Are  n o t e x c e s s iv e  w o rrie s  a b o u t re a l-life  p ro b le m s .
4 Th e  p e rs o n  trie s  to  ig n o re , s u p p re s s  o r ‘n e u tra liz e ’.
5 Are  re c o g n iz e d  a s  a  p ro d u c t o f th e  p e rs o n ’s  o w n  m in d .

D ia g n o s t ic  C r it e r ia  f o r  C o m p u ls io n s :
Re p e titiv e  b e h a v io u rs  o r m e n ta l a c ts  th a t:

1 Th e  p e rs o n  fe e ls  d riv e n  to  p e rfo rm  in  re s p o n s e  to  a n  o b s e s s io n  o r a c c o rd in g  to  rig id  ru le s .
2 Are  a im e d  a t p re v e n tin g  o r re d u c in g  d is tre s s  o r a t p re v e n tin g  a  d re a d fu l e v e n t fro m  

o c c u rrin g .
3 Are  n o t re a lis tic a lly  c o n n e c te d  to  w h a t th e y  a re  d e s ig n e d  to  n e u tra lis e  o r p re v e n t, o r a re

c le a rly  e x c e s s iv e .

In  a d u lts , th e  o b s e s s io n s  o r c o m p u ls io n s  m u s t:
1 H a v e  b e e n  re c o g n iz e d  a s  e x c e s s iv e  o r u n re a s o n a b le  a t s o m e  p o in t b y  th e  in d iv id u a l.
2 Ca u s e  in te rfe re n c e  in  fu n c tio n in g , c a u s e  s ig n ific a n t d is tre s s  o r ta k e  u p  e x c e s s iv e  a m o u n ts  

o f tim e .



In the decade that followed, a form of behavioural therapy intended 

for other kinds of anxiety disorders, called systematic desensitiz ation,

gave practitioners hope that people with OCD might be helped with

behaviour therapy as well.  In the 196 0s and 1970s, the ground-breaking

work of psychologists V ictor Meyer and subsequently Jack Rachman and

colleagues, led to the development of behaviour therapy for OCD that

offered people an effective treatment for a previously “ untreatable”

problem.  These investigators understood that the unwanted and 

disturbing obsessive thoughts made people immediately anxious 

and that the role of the compulsions was to reduce anxiety.  

Consequently, they developed a form of treatment that involved gradual

exposure to the triggers of the obsessional thoughts, and paired this

with ‘response prevention’ (preventing the compulsive behaviours).  This

became the gold standard treatment for OCD.  The ‘cognitive revolution’

of the 198 0s led to the development of Cognitive-B ehavioural Therapy

(CB T) for the disorder.  Today, practice guidelines recommend CB T as the 

psychotherapy of choice for OCD.2
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1.0 The Content of the Therapy

A core ingredient of CB T for obsessional problems is exposing the 

individual to the situation (either real or imagined) that they fear 

or avoid, and preventing them from performing the compulsive 

behaviour.  This treatment strategy, called ‘exposure and response 

prevention’ (E RP ), appears to change behaviour as well as the beliefs

people have about their compulsive behaviour.3 In the example of 

Mia, she might be helped by encouraging her to go to sleep without

checking the doors and locks repeatedly.  W ith treatment, not only

does she change her behaviour (that is, stop repeated checks of the

doors and locks) but, by realiz ing that no harm comes to her or her

children, she changes her belief that repeated checking is necessary 

to ward off harm. 
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Core ingredients of CBT treatment for OCD are:

� Exposing the individual to their feared situation/person/object 

for example, touching a door handle that is seen as ‘dirty’. 

Exposure is usually gradual and frequently demonstrated first 

by the practitioner;
� Asking the person not to engage in the compulsion for example,

washing hands; and
� Discussing with the person what they find out when they engage in

exposure and response prevention for example, they discovered that

their anxiety decreased within a couple of hours even though they

didn’t wash their hands or they discovered that nobody became ill

from not washing their hands.

The treatment also typically involves explaining that everyone has

unwanted intrusive thoughts, and that a key factor is how the person

interprets these normal but intrusive thoughts.  For example, interpretations

such as ‘this thought means that I’m responsible for preventing harm’

or ‘this thought means I’m dangerous’ may lead to anxiety which the

person tries to cope with by suppressing the thoughts, engaging in

other thoughts or behaviours to counteract the thoughts, and avoiding

or monitoring the environment for potential harm and danger.  These

coping efforts are usually unsuccessful and result in more persistent

and frequent intrusive and misinterpreted thoughts.4 , 5

CBT has been successful treating people with OCD individually and 

in groups.  G roup treatments can be successful whether individuals 

in the group have the same (for example, all with checking rituals) 

or different (for example, a variety of pure obsessions, washing 

compulsions and checking rituals) obsessions and compulsions.6

There is some evidence that individual CBT is superior to group CBT.

Two large studies indicate that behaviour therapy (which focuses 

primarily on exposure and response prevention) and cognitive-behavioural

therapy (which focuses on the interpretation of thoughts as well as the

behaviour) are equally effective for OCD although cognitive-behavioural

therapy may be better at treating co-occurring depression.3, 7
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2.0 Effects on Symptoms in Different Populations

A recent study of 122 adult outpatients reported that 86% of those who

completed treatment benefited from exposure and response prevention.8

At least half of adults with OCD report that their disorder began in 

childhood.  The childhood form of OCD is strikingly similar to that in

adults.  The Pediatric OCD Treatment Study of 112 volunteer outpatients

aged 7-17 years, found that symptoms remitted for 53% of those in 

the combined CBT and medication treatment and for 39% of those

undergoing CBT alone.  U nlike with adults, there is some suggestion that

a group CBT intervention that includes families is as effective in reducing

OCD symptoms for children and adolescents as individual treatment.9

L ittle is known about late-onset OCD or OCD in older adults. 

OCD can take different forms and it may be worth distinguishing 

among different types or subtypes of the disorder.  Compulsive hoarding

appears to be a distinct subtype of the disorder.  OCD with co-occurring

tics also appears to be a distinctive subtype in which the disorder has an

earlier onset, has a unique symptom picture, and does not respond as

well to antidepressant medications.

3.0 Long-Term Outcome

There has been little good research on the long-term outcome of 

people with OCD who have been treated with CBT.  A synthesis of 

studies (meta-analysis) of childhood OCD found that the younger the

child when OCD began, the longer the child has lived with OCD, and

whether the child required hospitalization predicted that the disorder

would be more persistent.  The presence of other psychiatric illness and

a poor response to initial treatment also predicted worse outcomes.10
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4.0 Pharmacological Options

Classes of medications (such as tricyclic antidepressants and selective 

serotonin reuptake inhibitors, or SSRIs) have demonstrated benefit in

long-term treatment trials (at least 24 weeks) with some that can be

used with children and adolescents.  Available treatment guidelines 

recommend that an SSRI be tried first and continued for a minimum 

of 1-2 years before being very gradually withdrawn.  Relapse is very 

common when medication is withdrawn, particularly if the person has

not had the benefit of CBT (http://www.psychguides.com/oche.php).11

Other research reports that there are possible side effects, including 

apathy and increased suicide risk, associated with children and adolescents

taking SSRIs; it is therefore important for individuals and families to

weigh the risks and benefits of treatment with SSRIs carefully for 

children and adolescents.12

5.0 Combined CBT and Pharmacological Treatment

Combined treatments do not appear to be better or worse than CBT

alone.  H owever, combined CBT and medication does appear to be 

better than medication alone.  For children and adolescents, CBT works

as well as combined CBT and medication treatment and works better

than medication alone.  This latter finding has led to the conclusion

that children and adolescents with OCD should begin treatment with 

CBT alone or with the combination of CBT plus medication.  There is

some evidence that the combined treatment reduces relapse when

medication for OCD is withdrawn.13
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6.0 Comparison with Non-Specific Interventions
and Other Psychological Therapies

In studies of people with obsessions, where those receiving CBT have

been compared to those on a waiting list (not receiving any treatment,

or only receiving support and attention), CBT has led to a superior out-

come.  These findings indicate that the effects of CBT are not merely a 

function of non-specific factors such as providing support and attention.

Compared to other interventions, CBT has been found to be superior to

relaxation training14 but otherwise there have been few comparisons

between CBT and other psychological interventions.

7.0 Brief Therapy and ‘Rapid Responders’

Research comparing brief CBT treatment for OCD with a longer version

of CBT has not yet been conducted.  Anecdotal evidence suggests that

while there are differences in individual responses to treatment, there

are a small number of ‘rapid responders’ (people who respond rapidly

to CBT).  It may be that as CBT for OCD becomes more specific (for

example, in targeting certain behaviours), shorter treatments can be

developed.

8.0 Treatment Refractory OCD

Although the proportion of people classified as responders has 

been found to vary between 60-80%, this still leaves some who do 

not respond to treatment or who respond and do not experience a

complete remission of their symptoms.11 Furthermore, many people do

not wish to engage in CBT as the prospect of exposure and response

prevention is understandably frightening to them.  In some cases, CBT

delivered in a day-treatment program is necessary to treat severe and

persistent OCD.  In these programs, exposure can be provided for

longer periods, which may be better for symptom reduction.
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9.0 Self-Help and CBT

Self-help using the computer or interacting with an automated response

system on the telephone has the potential to help when direct access

CBT is not viable.  A computerized program ‘BT STEPS’ has been designed

by John Greist in the USA and Isaac Marks in the UK .  BT STEPS is a 

self-therapy system to assess and treat OCD through exposure to the

feared situation and prevention of obsessive and/or compulsive responses.

It appears that this computer-guided, self-therapy program is effective in

treating OCD, although clinician-guided behaviour therapy is likely to be

even more effective.  It also seems that a person’s motivation to improve,

and how quickly they completed the self-assessment, determines how

much they are helped by the BT STEPS programs.15

10.0 What Predicts a Better Response to CBT?

There are few good quality research studies investigating prognostic

indicators of a good response to CBT.  Predictors of good outcome have

included how much effort the individual puts into the treatment and

how much insight they develop with regard to their difficulties.  It 

has been suggested that people with a long history of poor response 

to medication may have poor insight into their disorder and/or not 

put sufficient effort into treatment, which could diminish treatment

outcome.16 Mataix-Cols and colleagues (2002) report that those who

engage in hoarding tend to drop out prematurely and improve less.17

The strongest predictor of outcome in this study was pre-treatment

severity.
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11.0 Role of the Family

It seems sensible to recruit relatives and family members (with the 

individual’s permission) as helpers to treat OCD.  One study demonstrated

the benefits of family assistance in CBT treatment for OCD, as demonstrated

by 61% reduction in symptoms for the family-aided group, versus 29%

symptom reduction for the individual group.18 Benefit from family

involvement was not found, however, in another study that randomized

50 OCD patients to ERP (exposure to response prevention) homework

with or without their partner being involved, where OCD severity fell by

33% in both groups.19 These outcomes demonstrate possible benefits 

to involving family members in treatment (with individual’s consent).

12.0 Summary

� CBT is the psychological treatment of choice for OCD. 
� CBT requires specialized training to deliver.
� CBT is as effective as medication in treating OCD, although caution

should be exercised when prescribing medication for children and

adolescents.
� Individual treatment may be more effective than group treatments

for adults, but this is not necessarily true for children (more research

is warranted). 
� Different therapies may be warranted for distinct subtypes of OCD

for example, those with hoarding or tic disorders.
� Lack of insight may predict poor outcomes.
� Computerized and telephone-based versions of CBT may be useful

first steps in the treatment of OCD.
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A
lthough she had lived with her disorder for many years, 

Mia decided to seek psychological treatment after a medical

illness meant that she could no longer take her medication.

The first group of sessions focused on exploring the bases of her

beliefs; she was asked to recall past experiences that were both 

consistent and inconsistent with her view that she could cause harm

to family. Gradually, she developed enough trust in her practitioner

to attempt some of the exposure and response prevention tasks.

These tasks included reading in bed, not repeating phrases and not

seeking reassurance. The practitioner then came to Mia’s home and

touched all objects that she was afraid to touch due to her concerns

that they somehow may be a ‘bad omen’. On this visit, he also took

her to a cemetery and asked her to touch a hearse. Doing these

tasks and discussing the meaning of her concerns led her to gradually

realize that she was not in danger of causing harm to her children.

After such a long duration of illness, some behaviours were particularly

difficult to change but overall she was able to overcome the most

disabling features of her OCD.


