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Please note: This information is not a replacement for therapy. However, it can be a valuable 

companion alongside your therapy work or as part of guided self-help. 

If you’re considering your next steps, it may help to discuss your concerns with your GP or 

consult an accredited mental health professional. In the UK, you can look for therapists 

accredited by the British Association for Behavioural and Cognitive Psychotherapies (BABCP). 

OCD is Treatable: Evidence-based therapies such as Exposure and Response Prevention (ERP) 

and Cognitive Behavioural Therapy (CBT) can help you change your relationship with intrusive 

thoughts and break free from compulsions (Foa & Kozak, 1986; NICE, 2005). 

Recovery doesn’t mean never having intrusive thoughts — it means learning not to believe them 

or act on them. With the right support, you can reconnect with your values and live more freely 

(International OCD Foundation, n.d.). You are not alone, and you are not your thoughts. 

 

I hope this bite-sized guide feels helpful. Please feel free to share it with anyone who might 

benefit — whether they’re experiencing OCD themselves or supporting a loved one. Effective 

support is available, and you don’t have to face these challenges on your own. 

If you’d like to explore one-to-one support with me — online or in person — or if you have any 

questions about OCD or therapy, please feel free to reach out directly. I’d be happy to connect. 
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Key Terms & Definitions 

Obsession 

Unwanted, intrusive thoughts, images, or urges that cause intense distress (e.g., “What if I hurt 

someone?”). 

Intrusion 

A sudden thought or image that pops into your mind uninvited; we all have intrusions, but in OCD 

they “stick” and become very distressing. 

Compulsion 

An action or mental ritual done to reduce anxiety or prevent something bad from happening (e.g., 

washing hands repeatedly, mentally checking). 

Safety behaviour 

Any action (physical or mental) used to feel safe or reduce anxiety in the short term. In OCD, 

these behaviours keep the cycle going. 

Thinking error 

Distorted or unhelpful ways of thinking that fuel anxiety and compulsions (e.g., “If I think it, it will 

happen” — also called thought-action fusion). 

Tolerance of uncertainty 

The ability to live with not knowing or not having absolute certainty. Building this skill is key to 

breaking free from OCD. 

Thought-action fusion 

The mistaken belief that simply having a thought is morally equivalent to acting on it, or that 

thinking about something makes it more likely to happen. 

Neutralising 

Mental or physical actions done to “cancel out” or “undo” a distressing thought (e.g., repeating 

a phrase, saying a prayer, replacing it with a “good” thought). 
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Rumination 

Repetitive, prolonged thinking about a distressing thought or question, often in an attempt to 

feel certain or find a “final answer,” but it usually increases anxiety. 

Responsibility bias 

The belief that you are uniquely responsible for preventing harm or bad outcomes, even when 

these are not truly within your control. 

Habituation 

A natural reduction in anxiety that occurs when you stay in contact with a feared thought or 

situation without using compulsions or safety behaviours. 

Inhibitory learning 

The process through which your brain learns new, non-threatening associations with a feared 

thought or situation during ERP. The goal is to learn that feared outcomes do not happen or can 

be tolerated — not necessarily to eliminate anxiety completely in the moment. 

Trigger 

An internal or external cue (such as a thought, image, physical sensation, or situation) that 

activates an obsession and the urge to perform a compulsion. 

Exposure and Response Prevention (ERP) 

A specific, evidence-based form of CBT considered the gold standard for OCD. It involves 

deliberately facing feared thoughts, images, or situations (exposure) without engaging in 

compulsions or safety behaviours (response prevention). Over time, this helps the brain learn 

that the feared outcome is unlikely or tolerable, and anxiety naturally decreases (habituation). 

Cognitive Behavioural Therapy (CBT) 

A structured, evidence-based therapy that focuses on changing unhelpful thinking patterns and 

behaviours that maintain distress. In OCD, CBT often includes ERP and work on cognitive 

distortions like thought-action fusion and responsibility bias. 
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Important Myths to Dispel  

Myth: “If I have a thought, it must mean something about me.” 

 ✅ Truth: Thoughts are not facts. You are not your thoughts (Clark, 2004). 

Myth: “I need to get rid of these thoughts to feel safe.” 

 ✅ Truth: Trying to get rid of them actually makes them stronger and stickier (Foa & Kozak, 1986). 

Myth: “OCD is always about cleanliness or order.” 

 ✅ Truth: OCD can focus on any theme, often targeting what matters most to you — such as 

harm, morality, relationships, or health (Rachman & de Silva, 1978; Abramowitz et al., 2009). 

Myth: “People with OCD enjoy their compulsions.” 

 ✅ Truth: Compulsions are performed out of fear and distress, not pleasure or preference 

(Salkovskis & Wahl, 2003). 

Myth: “If I avoid triggers completely, I’ll feel better in the long run.” 

 ✅ Truth: Avoidance maintains and strengthens anxiety over time. Facing triggers gradually 

(with support) is what helps reduce fear (Craske et al., 2008). 

Myth: “Having OCD means I’m dangerous or immoral.” 

 ✅ Truth: OCD latches onto what you value most. Having intrusive thoughts does not reflect 

your character or intentions (Clark, 2004; Rachman & de Silva, 1978). 

Myth: “If my anxiety goes down during exposures, it means it worked; if it stays high, it didn’t.” 

 ✅ Truth: The goal of exposure is to learn that you can tolerate uncertainty and anxiety, not 

necessarily to make anxiety vanish immediately (Craske et al., 2014). 

Myth: “Having OCD is my fault.” 

 ✅ Truth: OCD is not your fault. It is a complex interaction of genetic, biological, and 

psychological factors. You did not choose it (American Psychiatric Association, 2013). 

Myth: “I’m special — treatment works for others, but not for me.” 
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 ✅ Truth: This is a very common thought among people with OCD. While it can feel true, 

research consistently shows that evidence-based treatments like CBT and ERP are effective 

across different themes and severity levels (Abramowitz, 2006; APA, 2022). 

Myth: “My anxiety shows how much I care; without it, I’d be careless or irresponsible.” 

 ✅ Truth: You can care deeply and act responsibly without being driven by excessive anxiety. In 

fact, learning to respond from your values rather than fear often strengthens genuine care and 

compassion (Salkovskis, 1999). 

Myth: “I had therapy before and it didn’t work, so there’s no hope for me.” 

 ✅ Truth: There are many reasons therapy might not have worked in the past — timing, fit with 

the therapist, or using approaches that weren’t tailored to OCD. This doesn’t mean you can’t get 

better. Evidence-based approaches like CBT and ERP are highly effective, and finding the right 

support can make a big difference (APA, 2022; Abramowitz, 2006).  
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OCD in a Nutshell 

Obsessive-Compulsive Disorder (OCD) is a mental health condition in which unwanted, 

intrusive thoughts, images, or urges (obsessions) cause intense distress. These cognitive 

experiences are typically ego-dystonic, meaning they feel alien or inconsistent with a person’s 

values and sense of self. In clinical practice, I often hear clients describe these thoughts as “not 

me” or “completely against who I am,” which can intensify feelings of confusion, shame, and 

isolation. For example, someone may experience a sudden thought of harming a beloved pet, 

even though they deeply love animals. OCD tends to target what you value most — your 

relationships, moral integrity, safety, or sense of responsibility. This is why the thoughts feel so 

threatening and stick so powerfully. Rather than reflecting your true character or intentions, 

these thoughts are actually a symptom of the disorder. 

 

Intrusive thoughts themselves are a completely normal part of human experience — 

research shows that nearly everyone has them (Rachman & de Silva, 1978). In therapy, I often 

share that I also experience intrusive thoughts, to help normalise this experience. Intrusive 

thoughts are not, in themselves, a problem or a sign of mental illness. However, in OCD, people 

attach excessive importance and catastrophic meaning to these thoughts, interpreting them as 

significant, dangerous, or revealing of their true character. In short, they give these thoughts too 

much power and see them as evidence of who they are or what they might do. This intense 

misinterpretation fuels distress and leads to compulsions. 
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Compulsions are physical or mental acts that feel necessary to reduce perceived threats or 

prevent something bad from happening. These behaviours are driven directly by the intense 

distress caused by misinterpreted intrusive thoughts. 

People experiencing OCD often describe feeling a powerful, almost irresistible urge to perform 

certain actions or mental rituals (American Psychiatric Association, 2013; Abramowitz et al., 

2009). This urgent drive reflects the activation of the mind and body’s threat system, which 

demands immediate action to create a sense of safety or certainty — even when no real danger 

is present. For example, someone might experience a sudden intrusive thought that they left the 

stove on and their house will burn down. Even if they checked already, the distress feels so 

convincing that they return to check repeatedly, sometimes dozens of times, to relieve the 

anxiety and feel momentarily safe.  

 

Compulsions can include visible behaviours — such as checking, touching, cleaning, washing, 

or seeking reassurance — as well as mental acts, like reviewing events, counting, repeating 

phrases, or "neutralising" thoughts. Avoidance of feared situations or triggers is also common 

and serves a similar short-term anxiety-reducing function. Together, these strategies are often 

referred to as safety behaviours, as they temporarily reduce anxiety but ultimately maintain and 

reinforce the OCD cycle (Salkovskis, 1985; Salkovskis & Wahl, 2003). 

While 'compulsions' are typically repetitive and central to OCD, 'safety behaviours' is a broader 

term often used to describe any action (mental or physical) taken to prevent a feared outcome 
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or reduce distress, and is commonly discussed in anxiety disorders more generally (Clark, 1999; 

Salkovskis, 1991). In practice, these terms overlap heavily and often describe the same 

behaviours, the terms are often used interchangeably. Ultimately, the exact label is less 

important than understanding the motivation behind these actions — they are attempts to feel 

safe or gain certainty in the short term, but they keep us stuck in the long term by preventing us 

from learning that the feared threat is not truly dangerous. Recognising this function is key to 

breaking the OCD cycle." 
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It is deeply human for distress and anxiety to motivate us to act — it’s part of our natural 

survival system. However, in OCD, the perceived threat is a false alarm, and compulsive 

responses prevent us from fine-tuning and recalibrating our internal threat system. Safety 

behaviours keep the perceived threat “alive” and stop the brain from disconfirming 

catastrophic predictions. This means the brain never learns that these actions are not 

actually needed — in fact, safety behaviours themselves ensure that anxiety stays active and 

powerful.

 

It’s like scratching an itchy wound that only gets itchier: to truly heal, we need to leave the 

wound alone and allow the body to do its work. In the same way, we need to resist safety 

behaviours so the brain can learn that the feared catastrophe doesn’t happen, and that anxiety 

can subside naturally on its own. 

 

Below is a list of some common safety behaviours/compulsions and their impact on OCD. You 

might recognise your own . 
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Type Example Short-Term Effect Long-Term Consequence 
Compulsion Repeated handwashing to remove perceived 

contamination 
Reduces anxiety about contamination Reinforces belief that contamination is 

dangerous 
Compulsion Checking locks, appliances, or emails 

repeatedly 
Provides temporary sense of safety or relief Increases doubt and checking behaviours 

Compulsion Repeating actions or phrases until they feel 
'just right' 

Creates momentary sense of control or 
relief 

Strengthens perfectionism and compulsive 
cycles 

Compulsion Mental reviewing of past events for signs of 
wrongdoing 

Reduces guilt or shame temporarily Increases memory distrust and over-
responsibility 

Compulsion Counting or tapping in specific patterns to 
prevent harm 

Feels like it prevents a feared event Reinforces magical thinking and 
compulsive rituals 

Compulsion Excessive confessing or reassurance-seeking Provides emotional reassurance Creates dependency and reduces 
tolerance for uncertainty 

Compulsion Avoiding touching certain objects or stepping 
on cracks 

Prevents anticipated harm or distress Maintains avoidance and rigid rules 

Safety 
Behaviour 

Avoiding people, places, or objects that 
trigger obsessions 

Reduces contact with feared stimuli Shrinks life and increases trigger sensitivity 

Safety 
Behaviour 

Carrying items 'just in case' (e.g. sanitiser, 
phone, objects) 

Increases perceived control over threat Increases dependency on external control 
objects 

Safety 
Behaviour 

Avoiding responsibility (e.g. refusing to drive 
or cook) 

Avoids feared consequences or mistakes Maintains fear and reduces confidence 

Safety 
Behaviour 

Seeking reassurance (e.g. 'Did I offend 
them?') 

Momentarily reduces distress or self-doubt Leads to increased reassurance-seeking 
over time 

Safety 
Behaviour 

Distraction techniques to suppress intrusive 
thoughts 

Distracts from distressing thoughts or 
urges 

Prevents emotional processing and 
tolerance 

Safety 
Behaviour 

Repeated self-checking of emotions or 
arousal levels 

Offers short-term clarity or reassurance Increases focus on internal states and 
doubt 

Safety 
Behaviour 

Mentally arguing with or neutralising intrusive 
thoughts 

Reduces distress linked to intrusive 
thought 

Feeds the OCD cycle through mental 
compulsion 

Safety 
Behaviour 

Avoiding silence or introspection to stop 
rumination 

Distracts from existential or obsessive 
content 

Prevents tolerance for uncertainty and 
inner awareness 
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Key Messages  

• Intrusive thoughts are normal — they don’t reflect your true self or intentions. 

• OCD makes you overestimate the importance and danger of these thoughts. 

• Compulsions and safety behaviours feel helpful short term but keep OCD going long term. 

• Relief from compulsions is temporary and strengthens fear and doubt. 

• Stopping compulsions teaches the brain that anxiety passes and feared outcomes don’t 

happen. 

• Real change means tolerating uncertainty and resisting urges to act. 
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The OCD Cycle in Action 

The OCD cycle typically begins with an intrusive thought, image, or urge (the obsession), 

which triggers intense anxiety, discomfort, or a sense of dread. In an attempt to reduce this 

distress, a person engages in a compulsion/ safety behaviour — the  action or mental ritual 

designed to bring temporary relief or prevent a feared outcome. While this relief might feel 

reassuring in the moment, it is short-lived. The brain learns that the obsession was "dangerous" 

and that the compulsion was "needed," which strengthens the cycle and makes future 

obsessions more frequent and distressing. 

 

Certain vulnerabilities can make someone more prone to developing OCD, such as high 

emotional sensitivity, an exaggerated sense of responsibility, or learning experiences that teach 

us anxiety must always be neutralised or that thoughts are inherently dangerous. At its core, 

OCD can be understood as an attempt to solve a problem — to prevent harm, gain certainty, or 

achieve a feeling of being "just right." Paradoxically, this very "solution" becomes the problem: 
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the more we try to neutralise or avoid distress, the stronger and more persistent the OCD cycle 

becomes. 

 

In many ways, OCD acts like an internal bully — constantly demanding attention, reassurance, 

and endless rituals. The more we give in to these demands in the hope of quieting them, the more 

powerful and intrusive they become. Each time we respond with compulsions or safety 

behaviours, we unintentionally reinforce the belief that these responses are the only way to cope 

with anxiety, keeping us stuck in the cycle. 

 

Through therapy and self-practice, you can develop the confidence to see OCD for what it really 

is: a collection of empty threats and "hot air." Over time, you learn to stop giving in to its demands 

and start reclaiming your life. 
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The Truth is Your Thoughts Do Not Matter 

It’s not really about the content of the thought. As we know, OCD latches onto what matters most 

to you — your deepest values and fears. That’s why these thoughts feel so threatening and can 

create intense shame and guilt (Rachman, 1997; Clark, 2004). Many people think, “If I have this 

thought, it must mean something terrible about me.” But the reality is that everyone experiences 

random, bizarre, or even disturbing intrusive thoughts — this is a normal part of being human 

and do not forget it.  

In OCD, these thoughts “stick” not because they are dangerous, but because of the meaning we 

attach to them and the efforts we make to control or neutralise them (Purdon, 2004). Common 

thinking errors play a major role in this process, including thought-action fusion (believing that 

thinking something makes it more likely to happen), moral thought-action fusion (believing that 

having a bad thought is morally equivalent to acting on it), and magical thinking (believing that 

certain thoughts, images, or actions can magically cause or prevent events). 

 

We all have these ways of thinking, and often they’re harmless. However, in OCD, they become 

part of the equation that leads to intense distress and compulsive behaviours. Intrusive thoughts 

only become a problem when we interpret them as significant or dangerous and respond with 

compulsions in an attempt to feel safe. The problem isn’t the thoughts themselves — it’s the 

meaning we give them and the compulsive responses that keep the distress alive. OCD uses 

these thinking biases like a gang of bullies, pressuring you to act and keeping you stuck in the 

cycle. 

Learning to see these thoughts as just mental events — not facts, not reflections of who you are 

— is a key part of recovery. 
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Common Thinking Biases in OCD 

• Thought-Action Fusion (TAF) 

Believing that having a thought makes it more likely to happen (likelihood TAF), or that having a 

"bad" thought is morally equivalent to acting on it (moral TAF). 

• Catastrophic Thinking 

Assuming the worst possible outcome will happen and that it would be unbearable. 

• Intolerance of Uncertainty 

Needing to feel 100% certain to feel safe or okay. 

• Inflated Responsibility 

Feeling personally responsible for preventing harm or bad outcomes, even when unrealistic. 

• Perfectionism 

Believing things must be done "just right" to prevent danger or to feel complete. 

• Overestimation of Threat 

Exaggerating the likelihood or severity of a feared event. 

• Magical Thinking 

Believing certain thoughts, images, or actions can magically cause or prevent events. 

• All-or-Nothing Thinking (Black-and-White Thinking) 

Seeing situations in extreme, absolute terms (e.g., "If I’m not completely safe, then I’m in 

danger"). 

• Emotional Reasoning 

Believing that because you feel anxious, it must mean there is actual danger. 

• Personalisation / Self-blame 

Attributing excessive responsibility to oneself for events outside of one’s control. 
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• Discounting the Positive 

Ignoring evidence that contradicts OCD fears or dismissing one’s own successes. 

• Jumping to Conclusions 

Making negative assumptions without sufficient evidence (e.g., "If I thought it, it must mean I 

want it to happen"). 

• Overgeneralisation 

Drawing broad, sweeping conclusions based on one event or a single detail. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Messages  

• OCD starts with an intrusive thought (obsession) → triggers anxiety → leads to compulsions or 

safety behaviours for short-term relief. 

•  Compulsions feel helpful temporarily but actually strengthen the cycle and make 

obsessions more frequent and intense. 

• OCD is driven by attempts to prevent harm, gain certainty, or feel “just right” — but these 

“solutions” become the core problem. 

• The more you respond to OCD’s demands, the stronger and more controlling it becomes (like 

an internal bully). 

• Thoughts do not matter — it’s not their content, but the meaning and importance you attach 

to them that causes distress. 

•  Intrusive thoughts are normal and universal; interpreting them as dangerous or significant 

fuels OCD. 

• Thinking errors like thought-action fusion and magical thinking worsen the cycle by making 

thoughts feel powerful and dangerous. 

• Recovery involves seeing thoughts as just thoughts — not facts, not threats, not reflections 

of your character — and resisting compulsions. 
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Feeling Threatened in OCD: Why It Happens and Why It’s Human 

In OCD, it’s common to feel deeply threatened — whether it’s about your wellbeing, your 

reputation, losing relationships, or harm coming to people you love. The stakes can feel 

incredibly high, even when you know rationally that there’s no real danger. 

This happens because of how our brains are wired to protect us. At the heart of it is our threat 

system, an ancient survival mechanism designed to keep us safe (LeDoux, 1996). A part of the 

brain called the amygdala acts like a powerful alarm. When it senses possible danger, it triggers 

a strong fight-flight-freeze response: your heart races, muscles tense, thoughts speed up, vision 

narrows, and you become intensely focused on the perceived threat. You feel an urgent need to 

act — often leading to compulsions (Pittig et al., 2018). 

If you’ve ever experienced intense anxiety, you’ll know that your main focus becomes stopping 

it, to feel safe and to end the perceived threat as quickly as possible. This is true for all forms of 

anxiety. However, in an anxiety disorder like OCD, this process can become all-consuming, 

leaving individuals feeling chained to their compulsions as their only means of feeling safe. 

 

The rational part of your brain — the prefrontal cortex — might quietly whisper, “It’s fine, you’ve 

already checked,” but the threat mind screams, “What if? Check again! Better safe than sorry! 

The prefrontal cortex is also responsible for impulse control, reasoning, and decision-making. 

However, during intense emotional arousal, it often goes “offline” or becomes less active. When 

this happens, your inner voices of logic and wisdom are shut off, leaving a limited, survival-
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focused threat mind in charge. In OCD, this alarm system becomes oversensitive, constantly 

firing false alarms about things that aren’t truly dangerous (Salkovskis, 1985). It’s no wonder that 

many feel demoralised, exhausted, and trapped in endless cycles of doubt and checking. 

It’s important to understand: feeling threatened in OCD is not a personal weakness or a sign of 

failure — it’s a sign of a human brain doing its best to protect you, even if it gets it wrong. Our 

brains are powerful but imperfect; they sometimes mistake thoughts or minor doubts for real 

danger (Clark, 2004). The good news is that with Cognitive Behavioural Therapy (CBT) and 

Exposure and Response Prevention (ERP), we can help the brain learn that the feared outcomes 

don’t happen, and that anxiety naturally passes. Over time, this retrains the alarm system so it 

doesn’t need to keep sounding unnecessarily (Abramowitz et al., 2009). You don’t have to 

"switch off" your threat mind completely — instead, you can learn to hear its warnings without 

letting them control you. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Messages  

• Feeling deeply threatened in OCD is common and human — it can feel like life or death, even 

when rationally you know it’s not. 

• This intense threat response comes from our brain’s ancient survival system (amygdala), 

designed to keep us safe. 

• During high anxiety, the logical, rational brain (prefrontal cortex) goes “offline,” letting the 

threat mind dominate. 

• OCD’s threat system is oversensitive, triggering false alarms about imagined or exaggerated 

dangers. 

• The urge to act (check, seek reassurance, avoid) is driven by the brain's strong “better safe 

than sorry” signal. 

• Feeling threatened is not a personal failure — it reflects a brain trying (but failing) to protect 

you. 

• CBT and ERP help retrain the brain to see that feared outcomes don’t happen and anxiety can 

pass without compulsions. 

• You don’t have to eliminate the threat system — you can learn to listen without obeying. 
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How sure can you be? 

This will likely resonate if you experience any form of anxiety intensely, but especially if you live 

with OCD. Beneath the fear, there is often a deep sense of dread about the unknown — an 

intolerable uncertainty that feels impossible to sit with. Some clinicians and researchers 

describe OCD as a “disorder of doubt” (Shapiro, 1965; Volans, 1976; Salkovskis, 1985). Rather 

than being solely about fear, OCD often centres on an intolerable sense of uncertainty and a 

chronic need for absolute certainty — for example, needing to know “for sure” that one hasn’t 

harmed someone, made a mistake, or committed a moral transgression. This profound doubt 

drives compulsions as desperate attempts to achieve certainty, which paradoxically only 

strengthens the doubt over time. 

 

Imagine someone with OCD has the intrusive thought: 

"Did I lock the door? What if I didn't, and someone breaks in?" 

They feel a strong urge to check the door handle. When they check it once, they might feel briefly 

relieved — but almost immediately, a new thought pops up: 
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"But did I really check it properly? Maybe I didn’t push hard enough. Maybe I just imagined 

checking." 

So they check again. After the second check, the relief is even shorter, and the doubt grows 

stronger: 

"What if I accidentally unlocked it while checking? Better check once more to be safe." 

Each new check is an attempt to gain 100% certainty. But in reality, every check teaches the 

brain that the situation is unsafe and that certainty must be achieved, which paradoxically 

creates even more doubt. Over time, instead of resolving the fear, the repeated checking 

strengthens the doubt and makes the urge to check more frequent and more powerful. 

Embracing uncertainty is part of your recovery  

What you might discover when you let go of seeking certainty is that your tolerance for 

uncertainty actually grows, and your doubt gradually reduces. In fact, the opposite of what 

OCD urges you to do — letting go rather than checking, approaching rather than avoiding — is 

often the very path toward reducing distress and regaining freedom. 

Exposure and Response Prevention works by gradually and systematically removing 

compulsions and safety behaviours. This allows the brain to learn — through direct experience 

— that these actions are not necessary to stay safe or prevent feared outcomes. Over time, this 

leads to a natural reduction in distress and anxiety, as the brain updates its predictions and 

learns that the perceived threats do not materialise and that you are capable of handling 

uncertainty. 

In my experience, it is deeply empowering for clients to learn that the goal of treatment isn’t to 

eliminate intrusive thoughts entirely (which is impossible), but to change their relationship with 

these thoughts and build greater tolerance for uncertainty. ERP directly targets this core 

difficulty by helping individuals learn that they can live a meaningful, fulfilling life without 

needing 100% certainty — and that doubt can be carried rather than solved. 
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Key Messages  

• OCD is a disorder of doubt and need for certainty. 

• Seeking 100% certainty fuels more doubt and compulsions. 

• Repeated checking strengthens — not resolves — uncertainty. 

• Recovery means learning to tolerate doubt, not eliminate it. 

• ERP helps you face uncertainty and stop compulsions. 

• The goal: change your relationship with thoughts, not get rid of them. 
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Common Subtypes 

Contamination OCD — fear of germs, illness, or contamination, leading to excessive washing, 

cleaning, avoiding “contaminated” objects, or seeking reassurance. 

• Safety behaviours/compulsions: washing, cleaning, avoiding touching objects or people, 

changing clothes repeatedly, reassurance seeking. 

• Mental processes: mental reviewing of possible contamination, “mental cleaning” 

images. 

• Thinking errors: overestimation of threat, inflated responsibility (“I could make someone 

sick”), intolerance of uncertainty. 

Checking OCD — fear of causing harm through mistakes (e.g., unlocked doors, appliances left 

on), leading to repeated checking. 

• Safety behaviours/compulsions: repeatedly checking locks, appliances, messages; 

seeking reassurance from others. 

• Mental processes: mentally replaying actions to “confirm” safety. 

• Thinking errors: inflated responsibility, overestimation of likelihood of harm, 

perfectionism (“I must be absolutely certain”). 

Harm OCD — intrusive thoughts about harming oneself or others, often accompanied by strong 

guilt or fear of being dangerous. 

• Safety behaviours/compulsions: avoiding sharp objects or people, asking for 

reassurance (“What if I snap?”), avoiding watching violent media. 

• Mental processes: thought neutralising (“cancel” thoughts), mental checking for 

intentions or feelings. 

• Thinking errors: thought-action fusion (“thinking it means I will do it”), catastrophic 

thinking. 

Sexual or taboo OCD — unwanted sexual thoughts, images, or urges (e.g., about children, 

family members, religious figures), often leading to intense shame. 
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• Safety behaviours/compulsions: avoiding triggers (e.g., certain people or situations), 

checking for arousal (“Did I feel something?”), seeking reassurance about morality or 

identity. 

• Mental processes: mental reviewing, thought suppression. 

• Thinking errors: thought-action fusion, all-or-nothing thinking, catastrophic 

misinterpretations. 

Religious or moral OCD (Scrupulosity) — fears about sinning, offending God, or being immoral. 

• Safety behaviours/compulsions: excessive praying, confessing, seeking reassurance 

from religious leaders, avoiding certain actions. 

• Mental processes: mental repetition of prayers, reviewing past behaviour for “sins.” 

• Thinking errors: black-and-white moral thinking, over-responsibility, intolerance of 

uncertainty. 

Relationship OCD (ROCD) — obsessive doubts about a partner or the relationship (e.g., “Do I 

really love them?” “Are they the one?”). 

• Safety behaviours/compulsions: constant checking of feelings, comparing to others, 

reassurance seeking (“Do you think they’re right for me?”). 

• Mental processes: mental analysis of interactions, checking for emotional responses. 

• Thinking errors: perfectionism, all-or-nothing thinking, intolerance of uncertainty. 

Parental OCD — intrusive fears about harming one’s child or being a “bad” parent. 

• Safety behaviours/compulsions: avoiding being alone with the child, hiding dangerous 

objects, seeking reassurance from a partner. 

• Mental processes: mental checking for urges, replaying interactions. 

• Thinking errors: thought-action fusion, over-responsibility, catastrophic thinking. 

“Just right” OCD — intense discomfort when things don’t feel “perfect” or “complete,” leading 

to repeating, arranging, or adjusting. 



25 
 

• Safety behaviours/compulsions: repeating actions until they feel “right,” arranging 

objects symmetrically, touching or tapping rituals. 

• Mental processes: internal “rightness” scanning. 

• Thinking errors: perfectionism, magical thinking (“If I don’t do this, something bad might 

happen”). 

Existential OCD — obsessive questioning about reality, existence, or the meaning of life (e.g., 

“What if none of this is real?”). 

• Safety behaviours/compulsions: endless researching, reassurance seeking, avoiding 

triggering philosophical content. 

• Mental processes: rumination, mental debates. 

• Thinking errors: intolerance of uncertainty, need for absolute answers, catastrophic 

interpretations. 

Pure-O (Primarily Obsessional OCD) — intrusive thoughts, images, or urges with mainly mental 

compulsions rather than overt behaviours. 

• Safety behaviours/compulsions: mental reviewing, thought neutralising, mental rituals 

(e.g., “cancel” words), internal debates to prove thoughts wrong. 

• Mental processes: intense rumination, checking for feelings or reactions. 

• Thinking errors: thought-action fusion, over-responsibility, catastrophic 

misinterpretation of thoughts. 
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Have you noticed any common ground? 

Although each subtype of OCD can feel very different on the surface, the underlying cycle is 

the same: intrusion → anxiety → compulsion → temporary relief → reinforcement. The thinking 

errors (such as thought-action fusion and catastrophic thinking) and compulsions/safety 

behaviours (whether physical or mental) are what keep OCD going, regardless of the specific 

theme. 

 

1️⃣ Intrusive thought or image (“What if I hurt someone?” “Did I leave the oven on?” “What 

if this means I’m a bad person?”) 

2️⃣ Intense feelings of anxiety, guilt, shame, or disgust (Rachman, 1997). 

3️⃣ Compulsion/ safety behaviour (checking, seeking reassurance, avoiding, ruminating). 

4️⃣ Temporary relief, but the brain learns the thought was "dangerous" and the compulsion 

was "needed", reinforcing the cycle (Salkovskis, 1985; Foa & Kozak, 1986). 

 

Sometimes, the compulsions become so automatic that we can no longer trace back to the 

original intrusive thought or meaning — it simply feels habitual, a sense of “I just need to do this.” 

Even in these cases, the treatment remains the same and is highly effective. 

Themes often shift over time, and many people experience more than one subtype throughout 

their lives (American Psychiatric Association, 2013; Abramowitz et al., 2009). In therapy, it’s very 

common for clients to feel anxious about where to start: “If we work on this OCD cycle, what 

about that one?” — almost as if they need certainty about picking the “right” or “best” starting 

point. But this urge for certainty is actually part of the OCD cycle itself. In treatment, we gently 

encourage clients to lean into uncertainty rather than try to resolve it completely. It’s less about 

finding the perfect starting point and more about committing to the process of change. 
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Importantly, what we learn from working on one OCD theme often generalises to others; the 

skills and insights ripple outward. Imagine putting orange squash into a glass of water — the 

squash doesn’t stay in one spot; it spreads and colours every drop. In much the same way, the 

learning and confidence gained from addressing one area of OCD can gradually touch and 

transform other areas too. It is the process we want to target and change.  

 

 

 

 

 

 

 

 

 

Key Messages  

• All OCD subtypes share the same cycle: intrusion → anxiety → compulsion → relief → 

reinforcement. 

• The content (theme) varies, but the underlying process and thinking errors are the same. 

•  Compulsions can become automatic and feel habitual over time. 

• OCD themes can shift, and people often have multiple themes in their lifetime. 

•  The urge to find the “right” place to start is itself part of OCD’s need for certainty. 

•  Skills learned in treating one OCD theme generalise to others — like squash spreading in 

water. 

• Focus on the process of breaking the cycle, not on perfectly resolving each specific theme. 
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Exposure and Response Prevention (ERP): A Powerful Tool to Reclaim Your Life from OCD 

What Is ERP? 

Exposure and Response Prevention (ERP) is the gold-standard treatment for Obsessive 

Compulsive Disorder (OCD). It is strongly recommended by clinical guidelines worldwide, 

including the NICE guidelines (UK, 2005) and the American Psychological Association (APA, 

2022). Decades of research back up its effectiveness (Foa & Kozak, 1986; Abramowitz, 2006; 

Kaczkurkin & Foa, 2015). 

ERP is a structured, evidence-based approach that helps you: 

• Face the thoughts, images, or situations that trigger your anxiety or doubt 

(exposure). 

• Resist the urge to perform compulsions or rituals that temporarily relieve anxiety 

(response prevention). 

By repeatedly facing these fears without engaging in compulsions, your brain learns that the 

feared outcome either doesn’t happen, or if it does, it can be tolerated and survived. Over 

time, anxiety naturally reduces — a process known as habituation. 

Gradually, your brain learns: “I don’t need to solve this fear. I can handle uncertainty.” Thoughts, 

images, and situations start to feel less threatening, and compulsions lose their power. 

Key takeaway: When you resist compulsions, you rewire your brain’s response to fear. 

What Is Habituation? 

Habituation is a natural reduction in anxiety that occurs when we stay with discomfort without 

escaping or neutralising it. When you repeatedly face a feared situation without using safety 

behaviours or compulsions, anxiety rises, peaks, and then starts to fall on its own. 

Research shows ERP can: 

• Decrease fear responses in the amygdala (Foa & McNally, 1996) 

• Reduce reliance on compulsions (Craske et al., 2008) 

• Increase tolerance for uncertainty 
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• Significantly reduce OCD symptoms 

 

 

Even if anxiety doesn’t drop during an exposure, important learning still happens. This is called 

inhibitory learning — your brain learns “I can feel afraid and not act on it, and I am still safe.” 

Key takeaway: You don’t have to feel calm for learning to occur — resisting compulsions 

teaches your brain a powerful new message. 

Breaking cycles  

1. OCD stays strong because of a self-reinforcing cycle: 

2. A thought, image, or sensation causes anxiety or doubt 

3. You perform a compulsion (e.g., checking, ruminating, asking for reassurance). 

4. Anxiety temporarily reduces — so the brain wrongly concludes the compulsion 

worked. 

5. Next time, the brain sends the fear signal again… even louder. 

This is called negative reinforcement. Each compulsion strengthens OCD. ERP breaks this 

cycle by helping you teach your brain: “This was a false alarm — I don’t need to fix it.” (Salkovskis, 

1999; Craske et al., 2014). 
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ERP breaks the OCD cycle and helps you learn that anxiety can be tolerated without rituals. 

 

 

 

 

 

 

 

 

How to Do ERP — Step by Step 

1. Build a Fear List (Hierarchy) 

Key Messages  

• ERP is the gold-standard treatment for OCD, backed by decades of research and clinical 

guidelines. 

• ERP = Exposure to feared thoughts or situations + Response Prevention (resisting 

compulsions). 

• By not performing compulsions, the brain learns that feared outcomes don’t happen or can 

be tolerated. 

• This leads to habituation — anxiety naturally reduces over time. 

• Even if anxiety doesn't drop during exposure, valuable learning (inhibitory learning) still 

occurs. 

• Compulsions temporarily reduce anxiety but reinforce OCD — ERP breaks this negative 

reinforcement cycle. 

• ERP helps you build tolerance for uncertainty and reclaim freedom from OCD’s demands. 
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Write a list of situations, thoughts, or memories that trigger OCD. Rate each one from 0 (no 

distress) to 10 (extreme distress). Start with items around 3–5 to gently build confidence. 

This isn’t about eliminating anxiety; it’s about learning to carry it and live in line with your values. 

Remember, perfectionism might show up — completing this list imperfectly is an exposure in 

itself. 

Compassion reminder: You don’t have to get this perfect. Every item you list is an act of 

courage. 

Examples: 

• Touching a public door handle without washing — 4/10 

• Holding your child — 6/10 

• Holding a knife — 8/10 

• Saying a feared thought aloud — 9/10 

• Leaving the house without checking appliances — 6/10 

• Sending an email or message without re-checking — 7/10 

• Walking past a school — 5/10 

• Putting your hand in a bin — 6/10 

2. Do the Exposure 

Pick one item and intentionally face it. Stay present and avoid distractions, compulsions or 

safety behaviours. 

Exposures usually last 30–60 minutes (sometimes longer). We aim to stay until anxiety reduces 

to about half its peak level (e.g., from 80/100 down to around 40/100).  

Use SUDs ratings (Subjective Units of Distress) to track anxiety (0 = no distress, 100 = extreme 

distress): 

• Before you start 
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• A quarter way through 

• Halfway through 

• At the end 

This tracking helps you see that distress can rise and fall — and you can handle it. 

Key point: Even if anxiety doesn’t reduce during the session, you’re still teaching your brain that 

you can tolerate discomfort without compulsions. The goal is new learning (sometimes called 

“inhibitory learning”), not simply reducing anxiety. 

3. Prevent the Compulsion 

This is the heart of ERP. Choose not to do the compulsion that would temporarily relieve anxiety. 

This could be checking, mental reviewing, asking for reassurance, or any ritual. 

Key point: Every time you resist a compulsion, you strengthen new pathways in your brain — 

pathways of courage and freedom. 

4. Stay With the Discomfort 

Remain in the situation long enough for anxiety to rise, peak, and (often) start to fall. Even if it 

doesn’t drop, learning happens: “I can handle this.” 

ERP isn’t about making anxiety vanish. It’s about training your brain to respond differently to fear, 

using this core formula: 

📍 Instructions 

1. Choose an item from your list. 

2. Face the thought, image, or situation directly. 

3. Stay present — don’t avoid, distract, or ritualise. 

4. Let anxiety rise, peak, and (maybe) fall. 

Why do ERP? 

ERP (Exposure and Response Prevention) is hard. You will feel strong, uncomfortable emotions. 

You might think: 
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“In what future would I ever need to put my hands in a bin?” 

“Why would I ever want to have these horrible thoughts about something bad happening to 

someone I love?” 

“This makes no sense.” 

But the rationale is clear: to truly change, we must move in the opposite direction of OCD’s 

demands. We have to test (and eventually push) the wall that OCD insists we keep holding up. 

Imagine you’re a bricklayer’s apprentice. You’re told to hold up a newly built wall — just in case 

it falls. 

 

So you stand there: arms outstretched, heart racing. The longer you hold it, the more convinced 

you become: 

“If I let go, it will fall. It will be my fault.” 

Then, one day, your mentor says: 

“Step back and test it.” 

You hesitate. Then step away. 

Nothing happens. 

You push gently. 
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Still nothing. 

And you realise: 

• You were never holding it up. 

• You were exhausting yourself for no reason. 

This is exactly what OCD does: it convinces you that your compulsions are preventing disaster. 

ERP helps you step back and eventually push — to discover that the wall was always stable. 

The harder you push back in the opposite direction, the more freedom you reveal — the freedom 

to live life on your terms, not OCD’s. 

This is how you begin to trust your world again. 

This is how you begin to trust yourself again 

ERP is hard, courageous work. You’re not alone — millions of people are facing these same fears 

and choosing a life guided by values, not fear. Each exposure is a step toward freedom. 
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ERP and Values: Reclaiming Your Life 

OCD urges you to live by fear and avoidance. ERP, however, helps you live by your values — love, 

freedom, connection, growth etc. Each exposure is a step toward the life you truly want, not the 

life OCD dictates. The harder you push back, the more freedom you reveal — freedom to live life 

on your terms. 

 

Exercise: Identifying Your Values to Support ERP 

Connecting your ERP work to your deepest values can strengthen motivation and give each 

exposure greater meaning. Use the prompts below to explore what truly matters to you. 

Step 1: Clarify Your Values 

Reflect on the following questions and write down your answers: 

• What kind of person do I want to be? 

• What qualities do I admire in others? 

• What relationships do I want to nurture? 
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• What activities bring me a sense of meaning or joy? 

• If OCD was no longer in control, what would I do more of? 

Step 2: Choose Value-Based Goals 

Based on your answers above, list 3–5 concrete goals that reflect your values. Examples: 

• Spend more spontaneous time with my children without checking or avoiding. 

• Travel to new places even if intrusive thoughts arise. 

• Be more present and affectionate with my partner. 

• Pursue a hobby or career move that matters to me without overanalysing. 

Step 3: Connect Goals to ERP Exposures 

For each goal, write down an exposure exercise that would help you move toward it. Example: 

• Goal: Spend more time playing with my children. 

• Exposure: Sit on the floor and play without washing hands repeatedly or seeking 

reassurance. 

Step 4: Reflect and Revisit 

After exposures, reflect on how doing them connects you to your values. Ask yourself: 

• What did I learn about myself? 

• How did this move me closer to the life I want? 

• How can I remind myself of these values during future exposures? 
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Final Thought 

When exposures feel tough, remember: you’re not just facing fears — you’re stepping toward a 

life guided by your values, not by OCD. 
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Introduction to Your ERP Example Record 

Exposure and Response Prevention (ERP) is about gradually facing your fears (exposures) and 

resisting the urge to do your usual safety behaviours or compulsions (response prevention). 

Each example you’ll see below is linked to a different type of OCD — your own exposures and 

SUDS (Subjective Units of Distress) ratings may look very different, and that’s completely okay. 

The principles are what matter most: 

• Noticing habituation — seeing how anxiety can reduce on its own over time. 

• Identifying your specific exposures — facing what you fear directly, rather than avoiding. 

• Resisting compulsions — choosing not to do safety behaviours, checking, or mental 

rituals. 

Remember: if your SUDS (anxiety level) doesn’t go down during an exposure, that’s okay. You can 

still learn that you can tolerate the discomfort and survive it. Sometimes, SUDS don’t drop 

because subtle compulsions or safety behaviours are interfering — this is normal and something 

you can troubleshoot in therapy or through self-reflection and problem-solving. 

The key is repetition. The more ERP you do, the more your brain learns. Start gradually and build 

up — exposures should feel challenging but also doable. 

Think of ERP like building a muscle: the more you train it and nourish it, the stronger it gets. The 

truth is, you already have the capacity to overcome OCD within you — ERP helps you practice so 

you can truly believe it. 
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Day/ Time Triger/ Exposure Response/ Compulsion to 
resist  

SUD Ratings (0-100) 

Before exposure 

15 mins 30 mins 60 
mins 

Learning From My ERP 

Monday 

10AM  

Touch kitchen bin 
and sit on sofa 
without washing 
hands 

Resist washing hands, resist 
mentally reviewing what I 
touched 

70 

60 

35 

30  

“I noticed the urge peaked 
quickly then faded. 
Discomfort is manageable. 
Didn’t contaminate anything” 

Tuesday 

2PM 

Say aloud “I might 
harm someone I 
love” while holding 
a knife (cooking) 

Resist seeking reassurance or 
mentally checking if I’m a 
good person 

70 

75 

40 

20 

“The thought felt intense at 
first but didn’t lead to action. 
Shows I can tolerate scary 
thoughts.” 

Wednesday 
12PM  

Leave the house 
without checking 
the door is locked 
more than once 

Resist going back to check or 
mentally reviewing 

70 

65 

20 

10 

“Anxiety faded without 
checking. I made it through 
the day with no issues. This 
builds trust in myself.” 

Thursday 
4PM 

Think a 
“blasphemous” 
thought during 
prayer and don’t try 
to correct or 
neutralise it 

Resist praying again or 
mentally correcting the 
thought 

80 

90 

60 

30 

“The world didn’t end. Letting 
the thought be helped me feel 
freer spiritually. Still 
uncomfortable but tolerable.” 

Friday  

5PM 

Look at an 
unflattering photo 
of partner and don’t 
analyse feelings 

Resist testing feelings or 
comparing them to others 

70 

65 

60 

20 

“Felt guilt at first, but learned 
feelings are complex and 
don’t mean I don’t care. 
Important practice.” 

Saturday  

7AM 

Holding a kitchen 
knife while 
imagining harming 
a loved one 

Not avoiding the knife or 
engaging in mental rituals to 
"neutralise" the thought. 

75 

90 

80 

20 

This was upsetting but having 
a violent thought doesn’t 
mean I’ll act on it, and if I 
don’t do compulsions, my 
anxiety will fade on its own." 

Sunday  

4PM 

Spending time 
alone with your 
baby while allowing 
intrusive thoughts 
to arise. 

Not avoiding caring for the 
baby or compulsively 
checking if harm has been 
caused. 

60 

60 

20 

10 

" I can be alone with my baby 
and allow scary thoughts to 
come without avoiding or 
checking, and learn that I can 
stay safe and my anxiety will 
ease naturally." 
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Day/ Time Triger/ Exposure Response/ Compulsion to 
resist  

SUD Ratings (0-100) 

Before exposure 

15 mins 30 mins 60 
mins 

Learning From My ERP 
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Overcoming Barriers, Problems, and Setbacks in ERP 

Exposure and Response Prevention (ERP) is highly effective for treating OCD (Foa & Kozak, 1986; 
NICE, 2005; APA, 2022), but like any meaningful change, the path is rarely smooth. It’s common 
to face challenges along the way — including times when anxiety doesn’t reduce, compulsions 
creep back in, or motivation dips. These aren’t signs of failure. They’re opportunities for deeper 
learning and growth. 

Here are some common barriers — and what to do when they show up: 

1. “My anxiety isn’t going down” — When SUDs don’t drop 

One of the most common concerns during ERP is when distress (SUDs) stays high throughout 
the exposure. This can feel discouraging — but it’s not a failure. Here’s why: 

• ERP is not about reducing anxiety in the moment — it’s about building tolerance for 
anxiety without compulsions. 

• Sometimes anxiety doesn’t reduce during the exposure itself, but habituation occurs 
between sessions (Craske et al., 2008). This is called inhibitory learning — your brain 
learns: “I can feel this and nothing bad happens.” 

• If anxiety doesn't reduce, but you resisted compulsions and stayed present — that’s 
success. That’s rewiring. 

What helps: 

• Stay in the exposure until the urge to ritualise drops — not just the anxiety. 

• Reflect afterwards: What did I learn? Did the feared outcome happen? What does this say 
about my strength? 

Note: If you experience consistently high SUDs with no reduction and intense distress, 
exposures may be too high on your hierarchy. Step back and build up confidence with lower-
rated tasks (Abramowitz, 2006). 

2. “I slipped and did a compulsion” 

This is very normal. Slips are part of recovery — not the end of it. Most people with OCD do 
compulsions automatically, so catching it even after is still progress. 

What helps: 

• Reflect, don’t ruminate. Ask: What led to the compulsion? What could I try next time? 

• Re-do the exposure if possible — without the compulsion. e.g. put your hands in the bin, 
say the thought aloud, imagine something horrible happening to someone you care for.  

• Use the experience to build awareness of patterns or triggers. This builds your ERP toolkit. 

 

 

 



42 
 

3. Avoidance sneaks in 

Avoidance can be sneaky — you might change your behaviour slightly to feel safer (e.g. using 
hand sanitiser just after the exposure, subtly reassuring yourself, or avoiding eye contact during 
a feared thought). These are safety behaviours, and they dilute the learning. 

What helps: 

• Review: Am I fully facing the fear, or am I still avoiding part of it? 

• Ask yourself: What would Theory B do right now — the version of me living freely and with 
courage? 

• Consider doing a compulsion audit with your therapist — or reflect independently to 
explore subtle safety behaviours. 

4. Motivation dips 

ERP is demanding, and motivation will ebb and flow. Some days you’ll feel brave. Other days 
you’ll feel overwhelmed. That’s human. We don’t need to be fearless — just willing. 

What helps: 

• Reconnect with your values. Why are you doing this? What kind of life are you reclaiming? 

• Celebrate the process, not just the outcome. 

• Practice self-compassion (Neff, 2003): “This is hard, and I’m doing my best. Setbacks 
don’t erase progress.” 

5. Mental compulsions or rumination 

Unlike physical compulsions, mental compulsions (e.g. analysing, reviewing, neutralising, self-
reassurance) can be harder to spot. They can keep OCD cycles going even if no outward rituals 
are visible.  

• Label these as “just more compulsions.” Bring awareness to them, drop the struggle and 
focus your attention on the present 

Summary: Setbacks Are Stepping Stones 

ERP isn’t linear. Like climbing a mountain, you might slip, pause, or take a detour — but each 
step builds strength. If you’re showing up, you’re making progress. 

Be curious, not critical. Keep moving toward your values, one exposure at a time. Even imperfect 
exposures rewire your brain. That’s courage. That’s recovery. 

 

 

 

 

 

 



43 
 

References  

Abramowitz, J. S. (2006). The psychological treatment of obsessive-compulsive disorder. The 
Canadian Journal of Psychiatry, 51(7), 407–416. https://doi.org/10.1177/070674370605100703 

Abramowitz, J. S., McKay, D., & Taylor, S. (2009). Obsessive-compulsive disorder. The Lancet, 
374(9688), 491–499. https://doi.org/10.1016/S0140-6736(09)60240-3 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders 
(5th ed.). Arlington, VA: American Psychiatric Publishing. 

American Psychological Association. (2022). Clinical practice guideline for the treatment of 
obsessive-compulsive disorder. https://www.apa.org/about/policy/obsessive-compulsive-
disorder-guideline.pdf 

Clark, D. A. (2004). Cognitive-behavioral therapy for OCD. In R. O. Frost & G. Steketee (Eds.), 
Cognitive approaches to obsessions and compulsions (pp. 89–113). Elsevier. 

Craske, M. G., Kircanski, K., Zelikowsky, M., Mystkowski, J., Chowdhury, N., & Baker, A. (2008). 
Optimizing inhibitory learning during exposure therapy. Behaviour Research and Therapy, 46(1), 
5–27. https://doi.org/10.1016/j.brat.2007.10.003 

Craske, M. G., Treanor, M., Conway, C. C., Zbozinek, T., & Vervliet, B. (2014). Maximizing exposure 
therapy: An inhibitory learning approach. Behaviour Research and Therapy, 58, 10–23. 
https://doi.org/10.1016/j.brat.2014.04.006 

Foa, E. B., & Kozak, M. J. (1986). Emotional processing of fear: Exposure to corrective 
information. Psychological Bulletin, 99(1), 20–35. https://doi.org/10.1037/0033-2909.99.1.20 

Foa, E. B., & McNally, R. J. (1996). Mechanisms of change in exposure therapy. In R. M. Rapee 
(Ed.), Current controversies in the anxiety disorders (pp. 329–343). Guilford Press. 

Kaczkurkin, A. N., & Foa, E. B. (2015). Cognitive-behavioral therapy for anxiety disorders: An 
update on the empirical evidence. Dialogues in Clinical Neuroscience, 17(3), 337–346. 
https://doi.org/10.31887/DCNS.2015.17.3/ebfoa 

LeDoux, J. E. (1996). The emotional brain: The mysterious underpinnings of emotional life. Simon 
& Schuster. 

National Institute for Health and Care Excellence. (2005). Obsessive-compulsive disorder and 
body dysmorphic disorder: Treatment (NICE Guideline CG31). 
https://www.nice.org.uk/guidance/cg31 

Pittig, A., Treanor, M., LeBeau, R. T., & Craske, M. G. (2018). The role of associative fear and 
avoidance learning in anxiety disorders: Gaps and directions for future research. Neuroscience 
& Biobehavioral Reviews, 88, 117–140. https://doi.org/10.1016/j.neubiorev.2018.03.015 

Rachman, S., & de Silva, P. (1978). Abnormal and normal obsessions. Behaviour Research and 
Therapy, 16(4), 233–248. https://doi.org/10.1016/0005-7967(78)90022-0 

Salkovskis, P. M. (1985). Obsessional-compulsive problems: A cognitive-behavioural analysis. 
Behaviour Research and Therapy, 23(5), 571–583. https://doi.org/10.1016/0005-7967(85)90105-
6 

https://doi.org/10.1177/070674370605100703
https://www.apa.org/about/policy/obsessive-compulsive-disorder-guideline.pdf
https://www.apa.org/about/policy/obsessive-compulsive-disorder-guideline.pdf
https://doi.org/10.1016/j.brat.2007.10.003
https://doi.org/10.1016/j.brat.2014.04.006
https://doi.org/10.1037/0033-2909.99.1.20
https://doi.org/10.31887/DCNS.2015.17.3/ebfoa
https://www.nice.org.uk/guidance/cg31
https://doi.org/10.1016/j.neubiorev.2018.03.015
https://doi.org/10.1016/0005-7967(78)90022-0


44 
 

Salkovskis, P. M. (1999). Understanding and treating obsessive-compulsive disorder. Behaviour 
Research and Therapy, 37(S1), S29–S52. https://doi.org/10.1016/S0005-7967(99)00049-2 

Salkovskis, P. M., & Wahl, K. (2003). The importance of behavior in the maintenance of anxiety 
and panic: A cognitive account. Behavioural and Cognitive Psychotherapy, 31(2), 193–198. 
https://doi.org/10.1017/S1352465803002082 

Shapiro, D. (1965). Neurotic styles. Basic Books. 

Volans, P. J. (1976). Styles of decision-making and probability appraisal in selected obsessional 
and phobic patients. British Journal of Social and Clinical Psychology, 15(3), 305–317. 
https://doi.org/10.1111/j.2044-8260.1976.tb00041.x 

 

 

https://doi.org/10.1016/S0005-7967(99)00049-2
https://doi.org/10.1017/S1352465803002082
https://doi.org/10.1111/j.2044-8260.1976.tb00041.x

