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Abstract
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Obsessive-compulsive disorder (OCD) is a debilitating psychiatric condition with a variable clinical presentation. In this chapter, we provide an overview of three empirically supported psychosocial treatments for OCD: cognitive therapy (CT), exposure and response prevention (ERP), and acceptance and commitment therapy (ACT). We first describe symptom presentation and clinical characteristics of OCD and discuss issues related to comorbidity and differential diagnoses. We also provide a list of useful assessment instruments. We then describe the major therapeutic strategies of the three interventions, discuss similarities and differences between them, and review evidence for their efficacy. We end with an illustrative case example and a discussion of how CT, ERP, and ACT can be used as a “toolkit” that allows therapists to provide comprehensive and flexible clinical care for individuals with OCD.
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Clinical Presentation and Classification
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Obsessive-compulsive disorder (OCD) is characterized by obsessions and/or compulsions [1]. Obsessions are repetitive intrusive thoughts, urges, or images that cause distress or discomfort, whereas compulsions are behaviors or mental acts performed to alleviate distress or perceived threat associated with obsessions. The content of obsessions and compulsions varies, although symptoms tend to belong to four broad dimensions: (a) obsessions about contamination and washing/cleaning compulsions; (b) obsessions about accidentally causing harm and checking compulsions; (c) obsessions and compulsions involving exactness or completeness; and (d) taboo obsessions and associated compulsions (e.g., intrusive thoughts involving sexual, violent, or religious matters).

Historically, OCD has been classified as an anxiety disorder in the Diagnostic and Statistical Manual of Mental Disorders (DSM); however, the fifth and most recent edition of this manual [1] includes a distinct Obsessive-Compulsive and Related Disorders chapter where OCD is classified along with body dysmorphic disorder, hoarding disorder, trichotillomania (hair-pulling), and excoriation (skin-picking) disorder.
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Explanatory Models of OCD
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Psychological Factors
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Psychological factors are believed to be involved in the development of OCD symptoms. Maladaptive core beliefs and cognitions may foster perceptions of danger [2] thereby leading to appraisals of one’s intrusions as being important and meaningful. In this manner, a catastrophic misinterpretation of the meaning of one’s thoughts exacerbates and maintains symptoms of OCD [3, 4]. In addition, a number of meta-cognitions are associated with OCD symptomatology, namely the importance of one’s thoughts, the controllability of one’s thoughts, an inflated sense of responsibility for harm, overestimations of threat, perfectionism, and an intolerance of uncertainty [5].
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Biological Factors
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Biological correlates of OCD have also been identified, including abnormal brain circuitry and neurotransmitters. Regarding brain circuitry, studies indicate that individuals with OCD demonstrate hyperactivity in the prefrontal orbital cortex, striatum, and thalamus [6]. Moreover, insufficient levels of the neurotransmitter serotonin, a chemical messenger in the brain, have also been observed in individuals with OCD [7]. Evidence suggests that OCD runs in families, and twin studies have shown that genetic predisposition plays a substantial role in OCD [8, 9]. Finally, there is growing support for the hypothesis that contracting an infection, such as Streptococcus, may contribute to the onset of OCD in children who are genetically predisposed to develop OCD [10]. It is important to note that this subtype of pediatric OCD—Pediatric Autoimmune Neuropsychiatric Disorder Associated with Streptococcus (PANDAS)—appears to be uncommon [10].
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Environmental Factors
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Environmental factors such as pregnancy and traumatic experiences may also influence the development and maintenance of OCD symptoms. Accordingly, pregnancy and childbirth, as well as related stress, may lead new mothers and fathers to begin having unwanted, intrusive thoughts about harming their child [11]. It is important for clinicians to recognize that these types of thoughts are unwanted, do not involve intent or purpose, and are problematic because they are so discordant with the individuals’ values and belief systems. In addition, some individuals who have experienced acute trauma may present with OCD-like symptoms [12, 13].
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Prevalence and Course
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OCD affects approximately 2–2.5% of the population [14, 15]. Females are affected slightly more than males in adult populations, but males are affected slightly more than females in pediatric populations [16]. The course of OCD can be chronic if untreated. Onset may occur at any age, but the most common age of onset is adolescence, or early adulthood. However, onset in childhood is also common [17].
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Comorbidity and Differential Diagnoses
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OCD has a high rate of comorbidity with anxiety and mood disorders, namely unipolar depression (37%), generalized anxiety disorder (31%), agoraphobia or panic disorder (22%), and social anxiety disorder (15%; [18]). Furthermore, obsessive-compulsive and related disorders, such as body dysmorphic disorder, have a high rate of comorbidity with OCD (25%; [19]).

In addition, there is symptom overlap with other psychological disorders that involve intrusive thoughts, images and urges, and repetitive behavior aimed at reducing distress. Examples include: (a) individuals suffering from a preoccupation with a perceived defect in appearance and repeated mirror checking would be better classified as having body dysmorphic disorder; (b) those suffering from excessive worry about real-life concerns may be experiencing generalized anxiety disorder; and (c) clients who are overly preoccupied with having a disease may be better classified with illness anxiety disorder (previously known as hypochondriasis). Further, individuals who engage in repetitive behaviors—skin picking, hair pulling, or stereotyped movements—may be better classified as having excoriation disorder, trichotillomania, and stereotypic movement disorder, respectively [1].
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Diagnostic Interviews
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Structured Clinical Interview for DSM-5 Disorders: Clinician Version (SCID-5-CV; [20])
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The SCID-5-CV is a clinician-administered semi-structured interview, which assesses for wide range of psychiatric disorders according to the DSM-5.
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