arcia had suffered from OCD since
the age of 11, when she’d woken
up one night, panicked that she
might accidentally hurt someone.
She screamed for her mother, who
rushed into her room, stroked her
hair, and told her to “think happy thoughts,”
while reassuring her that she was a kind,
gentle girl, who’d never harm anyone. But
Marcia’s fears continued to spin round and
round in her head.

BY MARTIN SEIF
AND SALLY WINSTON

Breaking the Rules with
Our OCD Clients

Twenty years later, Marcia came to me
(Martin) for help, plagued by fears of acci-
dentally mixing cleaning fluid into her 3-year-
old son’s oatmeal. “There’s one of those nag-
ging thoughts again,” I replied. “They can
certainly be loud.” 1 didn’t point out that
such a mix-up was absurdly unlikely, nor did
I explore the feelings or historical meaning
underlying her distress. I wasn’t interested
in whether she was angry with her son, nor
was I concerned about how bizarre her think-
ing was. My attitude was relaxed and matter-
of-fact, in the vein of yeah, it sounds annoying.
Now what?

You might wonder what happened to the
elements of empathy, reassurance, emotion-
al holding, exploration, rational disputation,
and anxiety-management techniques—all
standard ingredients of what most clinicians
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consider good psychotherapy. Clearly, Marcia
was a client in distress. So shouldn’t I have
offered emotional support and help in under-
standing the meaning of her problem so she
could better cope with it? Well, when it comes
to OCD, we’ve learned that these elements of
treatment aren’t especially useful, and they
often make things worse.

Indeed, over the last 20 years, OCD special-
ists have come to understand the insidious psy-
chological processes that drive this condition
and have developed variations of
cognitive behavioral therapy (CBT)
to treat it. We call this upside-down
therapy, because it’s such a depar-
ture from therapeutic staples. In
fact, we've discovered that it can
be helpful not only with so-called
typical OCD, which features repeti-
tive hand-washing, checking, or oth-
er behavioral compulsions, bur also
with a subtle form of OCD, which
involves only mental compulsions.
This form can look like generalized
anxiety disorder, depression, agora-
phobia, or even PTSD. It can mas-
querade as extreme trouble over
making decisions, constant doubts
about relationships, an inability to
deal with uncertainty, or being a
“control freak” about health or safe-
ty or moral questions. Our upside-
down approach also helps us work
with clients who suffer from intru-
sive thoughts that feel like impuls-
es to do awful things. Horrified and
ashamed, these individuals often
keep these thoughts under wraps, suffering
for decades without getting effective help.

OCD: THE EVOLUTION OF
UNDERSTANDING
Before 1980, there was no agreed-upon best
method to treat people with "“OCD. It was
considered a rare condition, largely unrespon-
sive to traditional psychodynamic approaches.
By the early '80s, however, it was being seen
as far more common than formerly thought.
Regardless of what may have triggered it, treat-
ment needed to bypass psychodynamic thera-
py and its search for underlying causes, and
focus instead on helping clients overcome
their painful, often crippling symptoms.
Around this time, second-wave CBT
approaches were coming of age, supplanting
the first-wave models of Joseph Wolpe and
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B. F. Skinner, which relied on behav-,
joral conditioning. Based on the work
of Aaron Beck, Albert Ellis, and their
colleagues, the thrust of second-wave
CBT was to correct thinking errors
(such as catastrophizing and all-or-
nothing thinking), expose clients to
anxiety-raising situations, and teach
anxiety-management techniques
(such as rational disputation or reas-
suring self-talk) to promote change.
These approaches were highly suc-
cessful with phobias and panic, but
those of us who were treating OCD
found that clients were still getting
caught up in repetitive arguments,
“yes, but” responses, and intractable
symptoms. We could reduce anxiety
temporarily via rational responses,
reassuring self-talk, and relaxation,
but these methods rarely provid-
ed lasting change. Something else
was needed.

That something els€ became a spe-
cific kind of CBT, called exposure
and response prevention (ERP),
developed and empirically validat-
ed in the 1980s by cognitive behav-
ioral researcher Edna Foa and col-
leagues. It was based on a simple
fact: compulsions maintain obses-
sions. Therefore, we need to expose
clients to whatever triggers their
obsessions and then prevent the com-
pulsions. For example, if a person
were obsessed with dirt and con-
tamination, he’d be guided to touch
something dirty. That would trigger
the fearful obsession “What if I'm
contaminated?” At that point, the
therapist would instruct the client to
refrain from performing his hand-
washing compulsion. By tolerating
anxiety without avoiding it, the fear
of contamination would gradually
diminish, and with it, the compul-
sion to hand-wash. ERP was a huge
leap forward in providing therapeu-
tic benefits to the majority of cli-
ents plagued with behavioral com-
pulsions. It often resulted in dramat-
ic improvements in the quality of life
for those who hadn’t responded to
psychodynamic, supportive, and all
other talk therapies, as well as previ-
ous forms of CBT.

Yet as OCD specialists continued

.to work with patients via the ERP

model, we began to notice some-
thing important: the key charac-
teristic of a compulsion wasn’t an
observable behavior, but its ability to
provide relief from distress. In oth-
er words, compulsions could merely
be thoughts. Just as cleaning might
provide temporary relief for some-
one obsessed with dirt and contami-

nation, just thinking about cleaning
provided similar relief. So perhaps it
was the anxiety-lowering function of
the compulsion that mattered most.

In fact, I (Sally) remember the
moment I made this shift in my own
understanding of OCD. Another
therapist had presented a case in
which a client had taught herself to
think the word Palmolive to circum-
vent the need to wash her hands. I
thought, What a creative solution, to
marshal a simple thought that produced
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relief! Unfortunately, this woman
began to constantly repeat Palmolive

in her mind and had trouble paying :

attention to anything else.
As we worked with OCD clients
who suffered from mental compul-

S =

sions only, it became clear to us that

standard ERP wasn’t going to work.
After all, ERP works by triggering the
obsessive thought and then holding
back the compulsive behavior. But

when compulsions are thoughts, how .

do you tell someone not to have a
thought? It’s much easier to lock
the bathroom door so your client
can’t wash her hands than to tell
her “don’t think Palmolive.” We were
continuing to fail*6ur OCD clients.

DOES CONTENT MATTER?

Any therapist who specializes in
OCD has watched people wrestle
with strange mental obsessions,
such as being afraid of stepping on
chicken feces and starting an epi-
demic, or accidentally locking a
toddler in the refrigerator. We've

seen a gentle, young woman ter-

rified that she might have abused
a child while in the grocery store,
and a refined, insightful man near-
ly immobilized by his fear of drop-
ping his heart medicine on the floor
where his dog might eat it and die.
Such individuals come into thera-
py because they’re helpless to quiet
their inner Cassandras. '
For a long time, we continued to
believe that these bizarre and dis-
abling thoughts, with their fasci-
nating details, must point to some-
thing important that needed to be
addressed. I (Martin) remember
seeing a young woman who feared
that she’d accidentally strangle her
baby girl. She acknowledged a trou-
bled marriage and said she’d almost
certainly divorce if not for the child.
I also saw a married man who had an
irresistible impulse to look at male
genitals; he started an affair with
a female coworker, partly to con-
vince himself that he was straight.
In the first case, I wondered wheth-
er the young mother’s repressed
anger was expressing itself in these




gammg hberatmg msxght into their
fears, never seemed to help.
To add to our bewilderment, we

discovered that our clients’ distress
Jevels were often independent of the -
imagined consequences of their fear- *

ful scenarios. It’s not a great stretch
to understand why a person might
react with horror to the thought of
inadvertently poisoning his. or her
spouse. But why does -another per-
son get sequally concerned- about
possibly leaving a spoon in the dish-
washer? What would be the harm?

Then there was the challenge of
dealing with shifting obsessions. I
(Sally) once worked with a mid-
dle-aged woman whose worries
morphed almost weekly. In one ses-
sion, she’d be convinced she had
multiple sclerosis. The following
week, she couldn’t stop worrying
that she might have;asbestos in her
house. The week  after :that, she’d
be preoccupled with new “research”
suggesting that cell phones cause
brain tumors. As we addressed each
concern in turn, I felt as though I
were playing some version of: Whack-
A-Mole. The problem was the way
she, was respondmg to her worries,
tent of each wor-
of our clients’
ons: S WeTe. Arrele-
vant. We were barkingup the wrong
therapeutic tree.

GETTING IT RIGHT

By the turn of the 2lst century, we
understood that we needed to adopt
a form of ERP that encompassed two
additional realities. First, .compul-
sions can be mental as well as behav-
joral. Second, it's not the content of
obsessions or compulsions that's rel-
evant, but rather how clients relate
to them. We didn’t come to these
conclusions by. ourselves. The evolv-
approaches of third-wave CBT
ptance and commitment thera-
indfulness-based cognitive ther-

not the thoughts _hems.‘elves."’

ologlcal research of ~Daniel

“Wegner, who'd studied paradoxxcal
‘effort -(the harder you try mol to

think something, the more. you do)
fit with the experience of people
with OCD.:The effort to vanquish
unwanted thoughts only made them
stronger. In addition, neurobiologi-
cal research by Joseph LeDoux and
others was giving us a better under-
standing of the neurocircuitry of the
fear -response. Evidence from PET
scan studies.in 1996 clearly showed
thwa; ‘s m‘the braln could

interventions in OCD:
:Meanwhile,new treatinent research
plqued our interest. Early outcome
studies’ were ‘validating accef
based - approaches :for.pan
der, depression, phoblas, an
anx1ety The most successful. mter—
ions were those dehvered Ani

mind-—combined with an active will-
ingriess.. perienice the feelings
and sensations that accompanied the
. Could :this approach work
foerCD D too? To find out, some ther-
apists in the field took another step
forward, and by 2005, the ERP treat-
ment process for OCD was modified
to encompass an attitude of accep-
tance, freedom from entanglement
and struggle, and a focus on meta-
cognitive processes, rather than the
content of a person’s thoughts.

GUARDING AGAINST

co- COMPULSING

We came to another realization
too, one equally vital to providing
effective OCD treatment. The rec-
ognition that content doesn’t mat-
ter, and that struggling against the

We further réalized that the psy—'

“and copmvgr 'skllls tomanage anx1ety
-‘only serves to refuel the;obsession by

giving clients the message that their
obsession is important and intoler-
able, and must be fixed. We call this
circular process co-compulsing.

- Providing empathy and reassur-
ance comes naturally to therapists. It’s
tempting to tell aclient who's obsessed
about a mistake he’s made that others
wouild forgive him, or to remind him
compassmnately that we’re all human.
When a client worries constantly that
his wife’s upcomlng surgery will kill
her, it seerns- supportlve d-helpful
to say, “That doctor’s “highly skilled
and has an excellent success rate.” We
can easily miss that we're caught up in
a: never-ending .cycle with-the client.
As we dignify. unanswerable questions
and attempt to provide: ¢ertainty or
empty reassurance, we-drive the client
to create ever more elaborate cogni-
tive compulsions. - &7

Co-compulsing . can- mmally seem
effective. For example,a clientof mine
(Martin) blurted, “I know: this sounds
crazy, butI've become terrified that my
fnend_]udy will be hurtif I'don’t men-
tally recite the William Carlos Williams
poem *The Red. Wheelbarrow’ every
time I-have the thought of her sitting
at her computer.”

If I replied using: tradmonal anx-
iety-management -tools, I might say,
“Doesn’t harming Judy seem incred-
ibly unhkely, Sharon? When was the
Jast time you hurt someone with
your thoughts?” And she might feel
temporarily calmer.” “Of course,”
Sharon might say. “That is pretty
outlandish.” But the act of trying
to argue with the anxiety-provoking
thought gives it gravitas—if I have to
vanquish this thought, it must be a
big deal—allowing it to rush back as
strongly as ever. This is true whether
the -obsession seems consistent with
a person’s values, such -as “Will my
children be happy?” or abhorrent,
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suchas “Wha illed someone
while driving and’didn’t notice?” .+
Are there times:when discussion of
an issue is helpful? Of course! Ifa dis-
cussion leads to a‘decision or action
plan—and is then put to rest—it’s
not an obsession. For example, if a
client is worried that his car’s:trans-
mission is dying but he can’t afford
a new cary a conversation about
resources and budgeting «can result
in an action plan that slows down or
ends the anxjety. But when discus-
sions of a client’s worries go round
and round, session after session, the
content of the worry is likely irrele-
vant, and' it can betr-icky for a ther-
apist to catch. Here’s how Sally got
caught in the web- of co-compulsing.

LOSING ‘
A CRISISO _-D UBT

Daniel was -a:lanky, sandy-haired
man in his 40’s who’d never been in
therapy before, Inour first meeting,
he stated clearly what he wanted to
work on. “F don 't know how-to deal

began. “I'm:tied up in knots over: the
respon51b111ty for thexr souls.”My ini-
tial diagnosis was adjustment disor-
der with anxieus:mood.

Raised by strict fundamentalist
parents, Daniel was currently inter-
viewing pastors at local churches in
hopes of ﬁndmg on¢ w1th>accept—
able teachings, so he:could send
his two chlldren there for Sunday
school. His wife didn’t .much care
which church he chose. “But it’s
a huge problem for me,” he said.
“How can I guide my children if I'm
not sure what I believe?”

I talked with Daniel about how
religious beliefs and spiritual val-
ues often fluctuate over a lifetime,
and how having.kids often prompts
more attention to these issues. “You
know,” I said, “trying to get your own
beliefs completely sorted out before
tending to those of your children
might be unnecessary.”

Daniel nodded, adding that his
wife was becoming increasingly
annoyed with the amount of -time
and effort he was spending on this

issue. Aha, 1 thought, perfectionism.
That meant that Daniel needed to
become more comfortable with lim-
ited aims and imperfect solutions. So
I proposed that we set realistic goals,
emphasizing that there was no flaw-
less answer to complicated questions
and that compromises were okay.
This - approach seemed to relieve
some’ of Daniel’s distress. Together,
we decided to concentrate on find-
ing a “good-enough” Sunday school,
deciding whether to tell his religious
parents about his uncertainties as
they were sending unwelcome Bible
storybooks to his kids, and explor-
ing his own beliefs about who goes to
heaven. He left the office much calm-
er,’and I felt good abott the session.
But the- following week, ‘Daniel
camhe in Iookmg almost dpologetic.
“I'm feeling WOrse, not- bétter,” he
said. “I can’t séem to make any prog-
ress with this.” He was 1nterv1ewmg

additional pastors
““Daniel,”

1 said;
your way,
8 ote) ”_,ard you're itry
his goals had : seemed ; 's6; reason-
able, we began to.explore what feel-
ings ‘or issues might be preventing
him"from 'moving forward, what the
resistance might be. I thought that
loyalty-to+his parents:. might be at
the heart of hmgs :

over dnd: ‘over;
them truly heartfe
ing whether your religious beliefs
and feeling loved by your mom are
all wrapped up together for you,” I
mused out loud. “Maybe a merely
‘good-enough’ church feels like an
act of disloyalty.”

Nodding; Daniel responded,
“Yeah, that makes sense.” He left the
office saymg, “I think we’re domg
good work.” Ithought s0, too.

But several sessions later, -Daniel
had made no headway in choosing a
church or clarifying his own ‘beliefs.
Plus, he was becoming increasingly
agitated. “It feels like I'm thinking
about it even more than before,”
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he said. “Even at work, I'm on the
internet looking for more church
es, I'mean, what if my kids do suffe
eternally and it’s because I screwec
up? He twisted-his hands in his lap
“I can’t stand this.”

Now I was worried. Daniel anc
I were clearly connecting well. He
was highly motivated to change. Ye:
he seemed stuck in place, and may
be even losing ground. Had I been
missing something crucial? I knew
that if Daniel didn’t develop ways tc
cope soon, he was going to give uf
on therapy.

So I decided to give traditional
CBT - behavioral contracting a try,
to which Daniel readily agreed. His
behavioral contract specified (1)
spend no more than one hour per
evening searching for a church;
(2) tell your children “some people
believe this, some people believe
that” to-any question you don’t know
the answer to; (3) don’t upset your
parents by telling them what’s going
on; and (4) try to resurrect your rel-
atively relaxed way of relating to reli-
gious questions that preceded the
current crisis.

The strategy failed..: Damel >kept

,efore hls crisis. He'd
ral books about religion
ported “I'm too panicked to
read- them.” Struggling to contain
my own frustration and self-doubt,
we did a little work on how to relax
his body so he could read. Soon
afterward, his wife suggested that he
terminate therap’y;'?'clai'mir')g:'that it
wasn’t helping—that, in fact, it was
making things worse.

She -was correct. After months of
therapeutic conversations, Daniel
was suffering a cascadlng series of
concerns, doubts, and anxieties
that continued to pop up regularly.
He and I were spinning around on
a- merry-go-round of problem-solv-
ing strategies, :.coping mechanisms,
and insight-chasing, all of which
were backfiring.

Why? Because all this time, I'd been




unwittingly "CO'-Compul'Si'ng
would comein with-an upsetting
obsessive thought, such as,:“Wh
if I'm being punished for: straying
from the religion «of -my yc
I'd get involved in the cont
of his worry and.jump in :wit
solutions. These provided. tempo—
rary relief, but-in theend reins
forced and drove the next cy
of obsession and anxiety. In fact,
my therapeutic recommenda:
tions became new compulsions.

Here’s what finally enabled :me
to grasp the problem. 1 was watch-
ing The Aviator,-a film aboutHoward
Hughes, who suffered from:severe
OCD. One flashback scene showed
Hughes as @ child being scribbed
repeatedly-and roughly in. the ‘bath-
tub. Some people had interpreted
this scene as indicating the “cause”
of his OCGD as childhood dbuse, but
because I knew that OCD is highly
heritable, I understood immediately
that this was Hughes’s mother 'S own
untreated OCD. :

I flashed on Daniel telling -me
about his::own mother’s bedtime
prayer rituals and realized that my
client had OCD. He was wracked by
intrusive doubts. His séarch for:cexr-
tainty was:hopeless. He had a subtle
form of OCD, the kind character
ized by purely mental compulsions.
Because hxs obsesswns made ense

therapy, metacognitive therapy, ‘and

mindfulness-based cognitive the
py- It’s an approach for avoiding the
trap of co-compulsing and:successful-
ly-helping people with subtle OCD. -
Upside-down therapy helps clients
tolerate anxiety-arousing thoughts
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(obsessions) and learn to become
less entangled with them. It doesn’t
delve into meaning, rational dis-
putation, empathic reassurance,
or exploration- of alternative - solu-
tions. It’s about helping clients face
their distressingly. sticky thoughts
and refrain from efforts to fix them.
It ‘focuses -on ‘acceptance without a
struggle. Tt:changes clients’ relation-
ship to “their: thoughts. -Obsessions
become less powerful, and gradually
fade into the background.

"The first task; of course, is to
~make the diagnosis, so often
missed in clients ‘who seem
bsessional but whose compul-
ons are cognmve only with con-
nt'that isn’t necessarily bizarre.
hat looks like 4n issue returns
repeatedly, often <in “miorphing

rms; and -attenipts to explore,
rame; dispute, fesolve, or cope
with ' the -issue*don’t help, then
ubtle ‘OCD may well be ‘present.
It's time to také the following steps.

‘STEP1: Tdentify: the obsessions and

the compulsions. Obsessive thoughts
and images raise anxiety, while com-
pulsive thoughts and actions are
attempts to lowerit. In Daniel’s case,
his - repetitive; unanswerable what-
ifs were clearly obsessions.: What if
I can’t figure out what I truly belicve?
What if my kids’ souls are ]eopardzzed by
my doubts and actions?

What were Daniel’s compulsions?
They were all the ‘ways he tried
to answer these unanswerable ques-
tions to relieve the anxiety trig-
gered by his-obsession. His compul-
sions included ' furthér exploration,
prayer research “on. religion, seek-
ing. reassurance from “his" pastors
and me, reframing and.refuting,
and planning and thinking. He was
searching for‘the “just rlght answer
that would never-come.
~ STEP2: Ediicate the client. I said to
Daniel; “I’'m sorry. I believe I missed
the boat here. Your lack of progress
isn’t your fault. I now understand
that you have a form of'subtle OCD.
Your obsessions and compulsions
aren’tobvious, like-a:germ phobia or
constantly checking that the stove is
turned ‘off. Butthey’re still there.” I
further explained that there was an
inherited factor. “People with OCD
have “a ‘genetic predisposition for
their minds to become sticky under
stress and fatigue,” 1 said. “In your
case, a biologically sticky mind and
your  love for your children have
combined to create the" particular
recurring thoughts-and fears that
are making you so niserable. Here’s
the single most important thing you

need to know about the OCD cycle
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go in one ‘¢ar and out ‘the. other
because. you.:need to ‘keep your
attention -.on the. road. It may be
impossible to tune hem out totally,
but quite possible to.let them gripe
and not get involved. And from
now on, we're going to treat your
worried thoughts as though they’re
squabbling. kids in the back seat—
annoying but not daﬁgerous, and
best left alone until they fall asleep
on their own.” ,
It didn’t matter that the wor-
ries seemed meaningful to .Daniel.

What mattered was that his agony

was being :maintained by his fran-
tic attempts to make the worries go
away. That had.to stop.
STEP 3: Use miodified ERP. Daniel
and I agreed -on a three-part-home-
work program. first, every time he
had an obsessionali hought; such as, 1
have to decide now o ﬁid_s’qouls‘ arein
Jeopardy or What if my-Sufferingis
ishment for my doubts? he’d 1. ‘
it preceded by. the words I'm hiivin,
the thought that. This allowed. him ‘to
label his thought as an obsession, no
a genuine issue. o '
Second, he was to.make a mark
on a sheet .of paper to tally up the
number (not the content) of obses-
sive thoughts -he had each day, and
he wasn’t permitted to try to answer
any what-if questions that came up.
Third, he. got an extra mark for
recognizing any new obsessional
intrusion. He wasn’t to try to make
the thoughts go away or engage with
them in any way, but simply to notice
and count them. “These marks don’t
get you anything:except a different
kind of awareness,” I said. “This will
help you bypass what the thoughts
seems to be about and make you less
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ing. You have tolet their complaints ¢

as I'm responsible for the eternal torture
of my kids or I'll lose my wife over this.
We were, in effect, giving his internal
bully a Bronx cheer, 5
Within ‘weeks, Daniel stopped
thinking he had an urgent need to
solve the issue of his kids’ religion.
On the occasions when intrusive
thoughts and doubts. popped up, he
was able to treat them like meaning-
less hiccups of the mind and let time
pass until they subsided on their
own. He knew they’d continue to
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Y. time to time, but.
no longer.dreaded them. v
We had two sessions with his wife

- ‘one-to explain subtle OCD and 0
.to help her recognize when she w
d " participating in co-compulsing ar

. 'how to affectionately withdraw fro
_the content of Daniel’s concerr

They sent their kids. to a “goo

“énough” Sunday school at a churc
‘where several of their friends wer

They agreed that they’d gently an
kindly decline conversations abos
religion-with his -parents. And the
began doing things just for fun, lik
going to jazz clubs and even takin
an-improv class together. He ws
beginning to live again. A

Daniel ‘knew he’d always have

somewhat sticky:imind and that h:
OGD-jsm,igihg well: find other way
and topics to launch an attack. I
fact, he’d recognized in Tetrospec
an episode of QCD during colleg
when he’d been convinced he ha
meningitis.* But he also knew h.
was prepared with the right attitud
and strategy toward sticky thoughts
don’t get entangled, don’t figh
them, don’t be afraid of them. Dani

responded quickly wn 5
£ ide:dow

) nee - 'we
ht: But Martin’s

“I'M AFRAID PLL HURT HIM”
Let’s return to the story of Marcia,
from the beginning of this arti-
cle, who was terrified of acciden-
tally putting cleaning. fluid in her
son’s oatmeal. People with obsessive
thoughts about harming:others are
desperate for reassurance that they
won’t actually do what they repet-
itively think about; Here’s -how [
avoided co-compulsing while - help-
ing -Marcia cope with :the intruders
in her mind. :

~At our first meeting, I took a
detailed history of Marcia’s symptoms
and then told her, “You have a form
of unwanted intrusive thoughts called
OCD. I know these thoughts are scary
and embarrassing, and you fear that
you might act on them. So you've




want-to murder my son,” s
seems 1mp0551b1e because

it anyway
“Actually,” T said, ‘Only

who abhor violence- get
thoughts Your fears h'-

(e&p on walking. Don'’t

kat him.” ;

T said. “He might frighten

nd there might be a part ¢

hat wants to answer him, but
know that ignoring him gives

u the best' chance of keepmg Him
rom ‘bothering ‘you. anymore Any
inswer will 1y ¢on-;

them Go on w1th what ydu I
We'll go over-more spec1ﬁcs
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reassurance-seeking began to quiet
the engine that.drove Marcia’s obses-
sions. She found it difficult and some-
times frightening to let.go of certain-
ty, but gradually the sticky thoughts
Jessened their power to upset her.

Several months later, ‘while bat-
tling considerable job stress, Marcia
told me that the fear of poisoning
her son was returning with a ven-
geance. I replied, “There’s one of
those nagging thoughts again. They
can certainly be loud.”

“Yeah,” she agreed. “But I haven’t
let them get to me so much this time.”
 “You can be very proud of that,”
I said. “You aren’t changing your
behavior in response -to the bul-
ly in your head.”. Then I added,
“But remember,those thoughts can
always come back. They -will come
back. So you need to leave room
for them. Set a place for-them at
the table. Fighting them only makes
them stickier.” ,

“I’m still having trouble with that,”
Marcia stated. “I'm just not sure
what that means.”

“Remember- that guy who makes
disgusting comments to you on the
street?” I responded. “Well, he’ll
continue to do that, semetimes
more frequently, sometimes -much
Jess. You can’t pretend he’s not
there, but you don’t have to let him
bully you into crossing the street to
avoid him or trying to fight back and
crowd him out. Instead, allow him
room to go right past you, and if he
says something vile and upsgtting
to you, don’t dignify his comments
with a response.” »

Marcia worked hard to allow
these thoughts to go unanswered,
but her harming obsessions felt so
real, so sticky, and so threatening,
that she began to feel overwhelmed
and dispirited.

After two months of this struggle,
I said to her, “Marcia, you're work-
ing hard. You deserve an A-plus;but
now is the right time to consider
medication.” :

“Oh no!” she exclaimed. “Tha

# .
“means I'm hopeless and you’ve giv-

en up on me!” :
“It’s the opposite,” I responded.
“I see how hard you work, and the
right medication can often make
your struggle just a little bit easier.
It can tip the balance in your favor.”
- When she agreed, 1 referred
Marcia to a psychiatrist-who is expe-
rienced and knowledgeable about

“OCD. ‘She started on an SSRI, with

her dosage gradually increasing over
the next two months. She impro_ved
discernibly and suffered few side
effects. In a session last month, she
said, “Now thie -obséssions “don’t
seem .as real. They seem more like
thoughts, not so much like.impulses.
I don’t get quite that whoosh of ter-
ror. Anid after a little while, they kind
of melt away.” . :

| E'VE LEARNED .

Over. the: :past several'de,ca,des, it’s
becomé iclear that OCD is a com-
plex bio ychosoc-ial disorder, with
strong genetic and learning .com-
ponents. It’s a chronic, intermittent
condition, ‘which tends to wax and
wane over a lifetime and increase
during periods of stress, develop-
merital tasks, and change. Recovery
isn’t merely the absence of symp-
toms: .rather, a person has recov-
ered when the occurrence of symp-
toms no longer causes distress, when
a stray, obsessive worry -no-longer
compels a frantic response, when
content isn’t taken too seriously,
and when OCD no longer func-
tions as a bully of the mind because
there’s no struggle or engagement
to fuel it. .

People with milder cases of OCD
can recover in weeks or months, with
or without medication, and can be
inoculated for life if they understand
that thoughts might well return, but
suffering need not. More severe cgs-
es of OCD may require sophisticated
and complex medication manage-
ment and more intense, multilay-
ered psychological treatment. Some
clients may need multigenerational
family therapy or couples work. Not
every individual recovers: some peo-
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ple need intensive residential trea
ment or years of ongoing treatment:
But even the most severely affect-
ed clients are helped when thera-
pists avoid co-compulsing and teach *
them to accept their thoughts and
shrug at them. - _ .

Many OCD: sufferers don’t .even
know they have the condition
because they don’t match the stereo-
type of the compulsive hand-washer "
and detail-checker. Instead, they may
thinkof themselves as inveterate wor- 3
riers or. hypochondriacs or.perfec-
tionists, indecisive or stuck on some
issue théy can’t resolve. But when
they come to understand the way |
OCD works; and-how their attempts
to cope .are -actually maintaining
their suffering, most are eager to
learn how to move beyond it.

As clinicians, ;it can be especially
gratifying to’'treat people with sub- ©
tle forms of OCD.:Many have been
wildly misdiagnosed: and, despite
years of trying to be good thera-
py clients, feel as out-of-control as
ever. Upside-down therapy makes
sense right out of the box and can
seem like a revelation for them. But
the ;approach: is no miracle cure.
While ;'s‘qi"mé .recover quickly, .others
require extraordinary patience, per-
sistence, and personal discipline to
make progress. Helping them means
repeating, reinforcing, and creating
new ways -of teaching the attitudinal
changes that-allow them to move on
with their lives.

To be sure, upside-down therapy
can require clinicians to make a fun-
damental shift of perspective. After
all, it's practically in a therapist’
DNA to want to wrap our client
in understanding and empathy. W
connect, in part, through the pro
cess of pledging to. help them com
prehend-and contest their demons
To some clinical traditionalists, w
may seem to be ignoring or min
mizing their most urgent fears an
needs. But that’s the last thing we’r
doing. We support our clients wit
all our hearts and profoundly syr
pathize with the waking nightma
they’re experiencing, and we te




them -so. We make sure they know
that we recognize the depth of their
suffermg But what we're not doing

the dlsturblng sexual tho
repetitive worries about :
friends and family. Inst
the problem on its h, (
OCD sufferers stop battlmg their
inner terrorists and develop -a gen-
tler and accepting connection with
their minds. The most compas-
sionate path is the one that leads
to recovery. '

As clinicians spec1a1121ng in w01k
with OCD clients, we've learned
what it means to acconipany people
on this sometimes circuitous path.
We get to see them move beyond
the relentless cacophony of intru-
sive, troubling thoughts and the
frantic attempts to change them.
We help them inhabit a calmer
space—one that makes room for
normal pleasures and the ordinary
uncertainties ¢and reasonable risks
of. dally life. @ -
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COle FROM PAGE 31 obsessive worrying, to the point of
being obnox1ous

a name for what was plaguxng me— j

' Iso aitreatment:

wly, the: pressure on my bram

begain"to hft For the ﬁrst t1me in

the overdue need for Seter and me
to talk, to touch/each other, to over-
come our mutyal fears of:.contagion
and ' instead  to learn, anew, ways to
e ! togethe-‘y to comfort and love
‘each other./

As for /my fractures within, I
reflected/that my repeated checkmg
of facts andfears of errors ot of rep-
etitiong or-of clichés ‘had- ‘begun as

sel?otective c_oping mechanisms

ing due‘ls in \my brain that would
last for hours\ The faint slant of

agaipist-my critica
intérnalized self-c
strategies,to esc:
family had ultlmately only led to a
different type of trap..

No, I couldn’t contrdl or. prevent
future tragedles throughtthe act of

er.Assense of perspective
nsteaH of belng crouched
: ge of my, life, I could
now stand back:i 1n dlfferent ‘parts of

acts and passages\with a different
focus and broader viewpoints.

.Only then; after the SSRI had had
enough time:to :calm ‘my thoughtg,
was talk- therapy- abl%»- to "help
begin to take control of the varibus
emotional ~threads of .&ny.-life that
had helped:propel me s\? deep i
the. labyrinth -of OCD. just
needs to reset a brokeén bo Y

could I control my rummat10ns>
In time, I trained yself to refrain
from asking others {(whether Peter
or a friend) for reassufance about
somethmg I'said or wrote. Engaging
in meanmgful dlstractlons—play-
mg the piano, watchmg a mov-
le, becoming engrossed in a good
' book—also help -But: perhaps the
most helpful:thing was learning to
label .my ruminative eruptions as,
well, ertptions. Zoloft allowed me
that clarity-=—and with it, the ‘men-
tal strength to: manage the fright-
ful medlcal ¢risis of Peter’s last ill-
ness, and the ongoing grlef after
his death.

OCD labyrmth
With the worst rumn} tive sy
toms atbay, I-could beg/n to address
the -dynamics in my life that .}
exacerbated my symptoms. Wha}t I
hoped—and needed/—to gain frox
talk -therapy was fthe- additiona

insight, motivation,/and strategies to\
help me revisit old/ emotional issues \LEARNlNG A LESSON

and find new ways to change the \Over time my weekly appomtments
self-defeating, sglf-doubting, self- with Dr.S. “first became monthly
critical talk that jad was now loosen-  sessions and then “well-baby vis-
ing under the dlual impact of Zoloft its? every few months to check on
and my sessions with Dr. S. \mood as well as my medica-

Over the n¢xt weeks, she helped tion\ level. Assessing the efficacy of
me distingjish between being Zoloft was also part of these ses-
meticulous And being obsessive. So smns\through the years. And dur-
when the/editors agreed to put ing the months of my husband’s
in an introductory clause freemg last 1lln\ess, and after his death I

practlcatl logis-

tics confronting me.

dlcated rd gone overboérd in my‘
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