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Abstract 

 The following is a de-identified case study that presents the assessment, diagnosis, and 

treatment of Obsessive Compulsive Disorder (OCD) utilizing Cognitive Behavioral Therapy 

(CBT) and Exposure and Response Prevention (ERP). To protect the client’s anonymity, names 

and other identifying details have been changed. When Simon presented to treatment, this 23-

year-old White male was struggling to manage OCD checking and rearranging behaviors related 

to maintaining a “just right” sensation. He was assessed with a general history interview, the 

Mini-International Neuropsychiatric Interview (MINI 7.0), the Yale Brown Obsessive 

Compulsive Scale (Y-BOCS), and a battery of self-report assessments. Simon solely met criteria 

for OCD and over the course of five months, attended 15 ERP treatment sessions. 

Psychoeducation, self-monitoring, in-vivo and imaginal exposures, response prevention, and 

behavioral strategies were utilized throughout the course of treatment. While treatment was not 

concluded at the submission of this report, this client demonstrated significant improvement in 

the management of his symptoms and his Y-BOCS scores decreased substantially.  
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Treatment of OCD:  

A Case Study of a Man with Checking Associated with Not-Just-Right Experiences  

 Obsessive Compulsive Disorder (OCD) is defined by the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-V; American Psychiatric Association, 2013) as the 

experience of obsessions and/or compulsions that are clinically significant. Obsessions are 

disturbing, recurrent, intrusive thoughts, urges, or images the individual attempts to suppress  

or ignore. Compulsions are repetitive behaviors, or mental acts, a person feels driven to perform 

to reduce anxiety or prevent a feared outcome. Compulsions are often performed to decrease the 

distress prompted by the obsessive thought. Individuals with OCD spend significant time 

engaging in obsessions and/or compulsions and must experience distress and/or related 

impairment from their symptoms. 

 The DSM-V does not require an individual to have both obsessions and compulsions to 

meet criteria for diagnosis; however, the incidence of cases without both is very low. In a study 

where the Yale-Brown Obsessive Compulsive Scale checklist (Y-BOCS; Goodman et al., 1989) 

was used to diagnose individuals, only 4% of the 431 participants did not have both obsessions 

and compulsions, and just 2% were identified as primarily having obsessions (Foa et al., 1995). 

In fact, current research suggests “pure obsessional types” do not exist and previous research was 

incorrectly omitting mental rituals and reassurance seeking as compulsive behaviors, likely due 

to the fact that mental rituals (e.g., counting) are not as obvious to researchers as behavioral 

rituals (e.g., handwashing; Williams et al., 2011). That is, when mental rituals and reassurance 

seeking were included as compulsions, all individuals with Y-BOCS scores that met the cut-off 

for OCD had an identifiable compulsion. 
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 In 2017, the World Health Organization (WHO), published Depression and other 

common mental disorders wherein they listed anxiety disorders, including OCD, as the sixth 

largest contributor to non-fatal health loss globally, with OCD also appearing in the top 10 

causes of years lost to disability in all WHO regions. OCD is a severe and chronic disorder 

frequently associated with considerable functional impairment as well as broad impairments in 

executive functioning such as encoding information, switching from task to task, and impulse 

control (Jacoby et al., 2014; Snyder et al., 2015). OCD also causes interference in daily 

functioning. The National Comorbidity Survey found that in a sample of 2,013 individuals who 

reported lifetime OCD, people engaged in and were occupied by their obsessions for 5.9 hours 

per day and their compulsions for 4.6 hours per day, on average (Ruscio et al., 2010). 

Additionally, 90% of individuals with OCD have a comorbid diagnosis, most commonly anxiety 

disorders (e.g., generalized anxiety disorder) followed by mood disorders (e.g., major depressive 

disorder), impulse control disorders (e.g. trichotillomania), and substance use disorders (Ruscio 

et al., 2010). 

 The estimated 12-month prevalence of OCD in the United States is approximately 1.2% 

with estimates of lifetime prevalence varying between 1.9 to 3.3% (Coles et al., 2018; Ruscio et 

al., 2010). While research suggests age at onset (AAO) is important for predicting the clinical 

course of OCD, there is a lack of agreement on a clear definition for AAO as there is much 

variability in what constitutes the beginning of OCD symptoms in addition to what should be 

considered a threshold for ‘adult-onset’ phenotypes (Dell’Osso et al., 2016; Sharma et al., 2015; 

Taylor, 2011). AAO for OCD has been shown to be bimodal, with peaks around the age of 14 

and then again in early adulthood. In a recent epidemiological study that included 431 

individuals with OCD, 57% reported onset prior to 18 years of age (Dell’Osso et al., 2016).  
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 While the incidence of OCD is equal in males and females, the literature indicates gender 

differences related to age at onset. Females typically experience a later onset and are affected at a 

higher rate during adulthood. Males appear to be more frequently affected in childhood, with 

25% of cases appearing prior to age 10 (APA, 2013; Ruscio et al., 2010). An international, 

epidemiological study found significant gender differences between pre-adult (before age 18) 

and adult-onset groups which resulted in an adulthood ratio of 33.2% males and 66.8% females 

(χ2 = 10.9, p < .001). Further analyses uncovered additional gender incongruence when age at 

onset was greater than or equal to 40, with 15 of the 18 patients who experienced delayed onset 

being female (Dell’Osso et al., 2016). Simon’s presentation aligns with these findings, as he 

reported symptom onset occurred around the age of 12 or 13.  

Theoretical Foundations of Obsessive-Compulsive Disorder 

 The clinical presentation of OCD is complex and is often said to be heterogenous due to 

its variable presentation of symptoms and broad range of comorbidities (Markarian et al., 2010; 

Mataix-Cols et al., 2005; Ruscio et al., 2010). Since its first appearance in the DSM-III (APA, 

1980), the etiology and maintenance of OCD has been conceptualized by several different 

models, with the cognitive and behavioral perspectives being particularly influential.  

Cognitive Components of Obsessive-Compulsive Disorder 

 Several psychological theorists have postulated cognitive conceptualizations of mental 

disorders, including OCD. Early on, Beck asserted his classic cognitive theory (1967) that stated 

individuals’ distorted thinking patterns affect the interpretation of their environment, which 

ultimately impacts their behavior and emotions. More specific to OCD, Rachman (1997) 

elaborated on Beck’s ideas and suggested catastrophic misinterpretations about the importance of 

one’s intrusive thoughts, images, and impulses are central to obsessions; if these catastrophic 
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misinterpretations are not weakened or eliminated, the obsessions are maintained. Several studies 

demonstrated the normalcy of intrusive thoughts in non-clinical populations (Rachman, 1997; 

Rachman & De Silva, 1978; Rassin et al., 2007). Since intrusive thoughts are a normal part of 

life, the cognitive model asserts that it is the misinterpretation of them as important, dangerous, 

or shameful that distinguishes people with OCD from mentally healthy individuals who are able 

to effectively dismiss or manage intrusive thoughts.  

Therefore, the cognitive model posits that when an individual with OCD experiences a 

harmless thought (e.g. thinking about harming others with knives), they engage in a cognitive 

misappraisal (e.g., I must want to harm other people; I am a terrible person for having these 

thoughts). The individual then tries to suppress the distressing thought, but research shows that 

this strategy is vastly ineffective and often increases the frequency and salience of the 

unwelcome intrusions (Purdon & Clark, 1993). A common example used to illustrate the 

inefficacy of thought suppression is instructing someone to not think of a white bear, which 

inevitably causes them to think of a white bear. Finally, according to the cognitive model, 

avoidant (e.g., getting rid of all knives as to avoid that trigger) and/or compulsive behaviors, (e.g. 

praying) arise in an attempt to lessen anxiety and decrease the probability of the feared outcome 

(e.g. actually harming someone with knives).  

 Factor analytic studies by the Obsessive-Compulsive Cognitions Working Group (2005) 

have facilitated a deeper understanding of cognitive factors that underlie maladaptive appraisals 

and are quintessential in the development of OCD. The group identified three categories of 

dysfunctional belief systems. First, “inflated responsibility and overestimation of threat” (p. 

1528) is described as the individual believing they are solely responsible for preventing their 

feared outcome(s). Second, “perfectionism and need for certainty” (p. 1528) involves individuals 
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who fear small errors and believe they cause catastrophic outcomes leading to a low tolerance for 

uncertainty which, like intrusive thoughts, is a very normal part of life. Lastly, “importance and 

control of thoughts” (p. 1528) contributes to misinterpretation of obsessive thoughts and is 

associated with thought action fusion. Thought action fusion occurs when individuals believe 

simply having a thought is the same as carrying out the thought or makes the action they obsess 

about more likely to occur. Ultimately, these developments in the conceptualization of OCD 

serve as the foundation of treatments which are consistent with the cognitive model, attempting 

to address maladaptive belief systems by providing psychoeducation on avoidance/thought 

suppression, the normalcy of intrusive thoughts, and cognitive restructuring (Rachman, 1997).  

Behavioral Component of Obsessive-Compulsive Disorder 

 Prior to 1966, obsessive compulsive disorder was seen as mostly behavioral, and 

conceptualized as such in initial models. For example, Mower’s (1960) Two Factor Theory 

suggested OCD is developed through classical conditioning, and the principal mechanism 

responsible for maintaining symptoms is negative reinforcement (operant conditioning). The 

classical conditioning model of OCD suggests a stimulus that naturally causes anxiety—labeled 

the Unconditioned Stimulus (UCS)—becomes associated with an experience or thought that is 

otherwise inherently harmless—labeled the Neutral Stimulus (NS). Once the association between 

the UCS and NS has been established through singular or repeated pairing, the previously neutral 

stimulus will continue to provoke anxiety for the individual whenever they interact with it and 

becomes the Conditioned Stimulus (CS). In hopes of avoiding the feelings of anxiety and 

discomfort, the individual then engages in a compulsive behavior or ritual that only leads to 

short-term relief.  
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Operant Conditioning has been used to explain how relationships between obsessions and 

compulsions are maintained. Through a process of negative reinforcement, the removal of the 

anxiety acts as the reinforcing agent that makes the person more likely to continue engaging in 

this ritual in the future in order to feel the same anxiety reduction. Because the compulsions 

become habitual in nature, extinction of the irrational fear is not able to occur as the individual 

cannot learn that the experience or thought (obsession) is not dangerous. Figure 1 below 

demonstrates Mower’s (1960) proposed model demonstrating the relationship between classical 

and operant conditioning in the initiation and maintenance of OCD symptoms, using Simon’s 

presentation as an example. 
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Figure 1  

Mower’s Two-Factor Theory 
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Emotional Processing Theory 

Foa and Kozak (1986) also proposed a learning model within emotional processing 

theory. This theory proposed two types of fear structures in memory: a normal/adaptive structure 

and a pathological/maladaptive structure. The normal/adaptive structure contains learned 

associations that are based in reality and fear of stimuli which are innately dangerous. For 

example, an individual knows bears are dangerous to humans, so seeing one in the woods 

activates the fear structure which, in turn, leads to the adaptive response of slowly backing away 

from the bear. On the other hand, maladaptive structures are not based in reality and include 

associations that cause avoidance of safe stimuli. These structures are the underlying mechanism 

of not only OCD, but all anxiety disorders (Foa & Kozak, 1986; Foa et al., 2006). For example, 

an individual with OCD might believe that stepping on a crack in the sidewalk will cause a loved 

one to die, which could result in the maladaptive response of avoiding sidewalks altogether. 

Because this person always avoids sidewalk cracks, and no loved ones ever die, this mere 

coincidence becomes misinterpreted as causal.  

 Emotional processing theory suggests that in order for treatment to be effective, the 

individual must activate the maladaptive fear structures through exposure. During exposure, the 

theory stresses the importance of within and between session fear reduction (i.e. habituation) 

(Arch & Abramowitz, 2015; Foa et al., 2006). Foa and colleagues (1986) suggest habituation 

allows memory structures to be modified, resulting in the extinction of the conditioned, irrational 

fear, as well as eliminating previously learned compulsive behaviors/anxiety responses to 

obsessional stimuli. In essence, the anxiety no longer occurs or becomes more manageable, and, 

therefore, the individual is able to resist engaging in the avoidance/compulsion that previously 

aided in reducing and maintaining their anxiety.  
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However, more recent research has shown that some of the basic assumptions of 

emotional processing theory are not well supported (Craske et al., 2008, 2012). Researchers have 

primarily focused on the emotional processing principles of systematic desensitization and 

habituation in explaining fear extinction; however, these principles do not explain spontaneous 

recovery or reinstatement of fear which can often occur within treatment. They also do not 

account for the context dependency of extinction or rapid reacquisition of the fear. Recent 

research is demonstrating that an inhibitory model of fear reduction shows more promise in 

supporting the long-term mitigation of fear and anxiety (Craske, 2012). 

 Early conditioning models were helpful in contributing to the development of effective 

treatment protocols for OCD, such as exposure and response prevention (ERP). However, 

current research suggests that behavioral theories do not fully explain the etiology and 

maintenance of OCD. Many individuals suffering with this disorder do not appear to have a 

history of conditioning experiences that would have caused their obsessional fears (Taylor et al., 

2007). In addition, classic behaviorism suggests that creating new associations through exposure 

and the resulting habituation should consistently lead to a reduction in symptomology, but this is 

not supported by the research. Several studies have demonstrated successful habituation does not 

predict long-term treatment outcomes and early trials of exposure treatment found OCD 

symptoms remained surprisingly persistent (Foa et al., 1983).  

Treatment of OCD: Mechanisms of Exposure and Response Prevention 

 The most empirically supported treatment for obsessive compulsive disorder is exposure 

and response prevention (ERP), developed based on the behavioral understanding of OCD 

(Berman et al., 2017; Rector et al., 2019). ERP was originally developed from learning theory 

with the efficacy of the treatment being understood through an emotional processing theory lens 
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(Foa & Kozak, 1986; Foa et al., 2006).  More recent research, however, suggests the mechanism 

of this treatment is best conceptualized within the inhibitory learning model (Craske et al., 2012).  

 The inhibitory learning model has furthered our understanding about the establishment 

and extinction of learned associations. Individuals with OCD and other anxiety disorders are 

considered to have deficits in inhibitory learning; therefore, these advances are relevant for 

enhancing the efficacy of exposure therapy (Craske et al., 2012). Furthermore, the inhibitory 

learning model postulates the association between the Conditioned Stimulus (CS) and the 

Unconditioned Stimulus (US) that leads to a fear response is not eliminated during extinction as 

previously posited (Bouton, 1993). Alternatively, secondary inhibitory learning about the CS-US 

relationship develops. Specifically, the CS now contains two meanings: the new-found inhibitory 

meaning (CS-no US) and the initial excitatory association (CS-US).  

While exposures do not result in extinction of the original association, individuals do 

learn the conditioned stimulus no longer predicts the unconditioned stimulus. Someone with 

OCD, for example, might start treatment with the learned association that stepping on a crack in 

the sidewalk will cause harm to a loved one. Engaging in exposures designed to violate the 

overestimation of threat, such as purposefully stepping on the cracks, does not eliminate this 

association but allows for the development of a new, non-threatening association. This new 

association might be something like “stepping on a crack is not dangerous to family members.” 

The original association is not unlearned, but through exposure new learning happens, resulting 

in a non-distressing belief being developed (Law & Boisseau, 2019).  

 Exposures are categorized into three primary types: in vivo (real life) exposure, imaginal 

exposure (primary and secondary), and interoceptive exposure. The type(s) of exposure used 



TREATMENT OF OBSESSIVE-COMPULSIVE DISORDER 14 

 

is(are) typically based on the individual’s fears as well as the characteristics of the given disorder 

with clinicians often using several types of exposure concurrently (Foa & Mclean, 2016).  

As described by Abramowitz and colleagues (2011), in-vivo exposures involve coming 

into contact or confronting anxiety provoking situations or stimuli in the “real life” 

environmental contexts in which they typically occur. Overall, in vivo exposures are the most 

frequently employed type of exposure in treating OCD and have been shown to be the most 

effective in disproving feared outcomes and increasing tolerance for distress and uncertainty 

leading to a reduction in symptoms (Williams et al., 2013). An example of an in vivo exposure 

for someone who has obsessions containing worries about getting sick get might involve 

touching door knobs that many other people have touched. 

Imaginal exposures involve purposefully invoking feared thoughts or situations in the 

client’s imagination in order to confront fears that cannot be re-created in real life. Typically, 

imaginal exposures involve the client and clinician working together to create a written 

account/story of the feared thoughts (i.e., script). The individual would then repeatedly read their 

written account while actively picturing the situation and leaning into fears when they occur 

during the imagining.  This procedure represents primary imaginal exposure. Secondary imaginal 

exposures are often used in tandem with in vivo exposures to aid patients in better engaging with 

fears prompted by an in vivo exposure without avoiding. Secondary imaginal exposures scripts 

are shorter than primary imaginal exposures and involve visualizing the feared outcomes of the 

in vivo exposure or focusing on uncertainty associated with the possible occurrence of feared 

outcomes.  

Finally, Abramowitz and colleagues described interoceptive exposures as having 

individuals engage in an exercise/activity that simulates feared physiological symptoms (e.g., 
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dizziness, pounding heart, hyperventilation, dissociation). Interoceptive exposures are typically 

used most effectively to treat Panic Disorder; however, they can be incorporated in conjunction 

with other types of exposures during OCD treatment if the client also presents with panic like 

symptoms when anxious.  

The inhibitory learning model informs our understanding of how new learning occurs 

during exposures and has strong practical implications for clinicians when designing exposures 

that will have maximum effectiveness and generalizability for individuals with OCD. Craske and 

colleagues (2012) outlined several methods for maximizing exposures such as: 1) designing 

exposure trials so they dispute existing beliefs; 2) varying stimuli, duration, and intensity of the 

exposure; and 3) maintaining high levels of anxiety during exposures by removing safety 

signals/behaviors. However, within this model, habituation is not emphasized during in-session 

exposures. Continuing with the stepping on cracks example, ways in which an in vivo exposure 

for this fear could be maximized include directly stepping on cracks and evaluating what 

happens as a result to help dispute their belief that something bad will happen; gradually 

increasing how many cracks are stepped on or stepping on cracks in different locations, and 

eliminating safety behaviors such as closing their eyes or engaging in breathing exercises which 

would reduce anxiety level. Within each exposure, response prevention is also important in 

ensuring that learning is maximized and that fear/anxiety reduction cannot be attributed to a 

compulsion or ritual. 

The response prevention (RP) component of CBT + ERP, involves instructing the client 

to not engage in compulsions or rituals of any sort. This is important because clients perceive the 

rituals as preventing the feared outcome from occurring (Williams et al, 2013). Only by stopping 

the rituals can clients learn that rituals do not protect them from their obsessional concerns. 
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Treatment for OCD includes implementing response prevention both during exposures as well as 

individual RP goals outside of exposure. At the beginning of treatment, it can be helpful to begin 

implementing response prevention goals to target disproving their necessity, even before 

implementing exposures. For example, for someone whose OCD involves contamination 

concerns, an early response prevention goal could include resisting handwashing outside of times 

it would be deemed appropriate (e.g. after using the restroom, before preparing food). In this 

example, the clint is not engaging in exposure as they are not purposefully bringing on anxiety 

by touching something they view as contaminated, but are simply asked to resist an OCD urge 

that commonly occurs. Once exposure work begins, specific RP goals are set for each exposure 

to ensure its efficacy.  

Not Just Right Experiences (NJREs) 

Traditional presentations of OCD consist of repetitive behaviors or compulsions which 

are performed to alleviate an obsession, or thought, that prompts anxiety. However, some 

patients with OCD, such as Simon, also report compulsions preceded not by obsessions but by an 

uncomfortable, distressing subjective experience (Ferrão et al., 2012). These sensory phenomena 

have previously been referred to as “premonitory urges,” “sensory tics,” “just right perceptions,” 

“sensory experiences,” and “feelings of incompleteness” and were initially described in 

Tourette’s syndrome (Ferrão et al., 2012; Prado et al., 2014). More recently they have been tied 

to OCD and termed “not just right experiences” or NJREs (Coles et al., 2003; 2005). The term 

“incompleteness” is included within NJREs and is described more specifically as the sense that a 

behavior has not been fully executed. Research has shown that NJREs most commonly occur in 

association with symptoms related to ordering, arranging, checking, and symmetry and can be 

less responsive to CBT/ERP than more traditional presentations of OCD (Coles et al., 2003; Foa, 
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et al., 1999). Simon fits with this description of NJREs as he could often not articulate a negative 

outcome that is prevented by performing rituals, rather the performance of the ritual feels “just 

right.” In this case, the function of the ritual is to reduce anxiety or discomfort, and the disastrous 

consequence is psychological, such as not being able to handle the discomfort or rather being 

driven to perform even more compulsions (Williams et al., 2013). 

Empirical Support for Treatment 

 Since 1966, Cognitive Behavioral Therapy (CBT) has become the most commonly used 

treatment for OCD due to the large amount of empirical support for its efficacy (Arch & 

Abramowitz, 2015; Law & Boisseau, 2019; McKay et al., 2015; Rector et al., 2019). CBT for 

OCD targets behavior through Exposure and Response Prevention (ERP) combined with 

elements of Cognitive Therapy (CT) for a well-rounded approach. Multiple meta-analyses have 

found both ERP and CT to be equally effective on their own (Eddy et al., 2004; Rosa-Alcázar, et 

al., 2008; Ost et al., 2015).  Controlled clinical trials, however, have repeatedly shown CBT can 

significantly reduce OCD symptoms beyond what has been found when applying CT or ERP by 

themselves (Anderson & Rees, 2007; Bolton & Perrin, 2008; Franklin & Foa, 2002; Rufer et al., 

2006). Consequently, the combination of CT and ERP (i.e. CBT) has become the treatment of 

choice for OCD to ensure a cohesive and comprehensive approach that increases the likelihood 

of effectively reducing symptoms and increasing life satisfaction (NICE, 2006).  

Cognitive Behavioral Therapy (Integrated Treatment: ERP + Cognitive Therapy) 

 Rosa-Alcázar et al. (2008) conducted a meta-analysis to evaluate the benefits of 

cognitive-behavioral treatment for individuals with OCD when comparing ERP and cognitive 

restructuring (CR), both alone and combined. They evaluated 19 studies published between 1980 

and 2006 and found large effect sizes with ERP alone (d = 1.127), CR alone (d = 1.090), and 
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ERP combined with CR (d = 0.998). Based on these results, patients showed improvement 

within each treatment modality and would likely benefit equally from ERP/CR alone or 

combined. The study also showed that therapist-guided exposure was superior when compared to 

therapist-assisted self-exposure and a combination of in-vivo and imaginal exposure was better 

than in-vivo alone.  

Olatunji et al. (2013) conducted a meta-analysis that included randomized controlled 

trials (RCTs) that provided CBT to individuals confirmed to have OCD and compared treatment 

outcomes to a control group (e.g., psychological placebo, waitlist, pill placebo). The 16 studies 

included in the meta-analysis had a total sample size of 756 participants. The use of CBT 

produced a large effect size (g = 1.39), and out-performed control conditions on primary OCD 

symptom outcome measures at post-treatment and at follow-up (g = 0.43). In addition, 

participants’ comorbidities, such as depression, also demonstrated improvement for the CBT 

condition (g = 0.5).  

 An even more extensive meta-analysis was conducted by Ost et al. (2015) comparing 

several treatments and their efficacy for OCD. They evaluated CBT/ERP, CT alone, 

pharmacological treatment, and combined type where psychological and pharmacological 

interventions were employed simultaneously. The analysis examined 37 studies totaling 2,041 

participants. They found every treatment produced statistically significant improvement in OCD 

symptoms, but CBT/ERP produced the largest effect sizes when compared to both waitlist (g = 

1.31) and placebo conditions (g = 1.33). Finally, CBT/ERP was found to be significantly more 

effective than antidepressants alone (g = 0.55).  

  A very recently published conducted a randomized control trial designed to evaluate the 

efficacy of ERP alone versus an integrated treatment that utilized both ERP and CT continued 
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the trend of research support (Rector et al. 2019). While both conditions saw significant OCD 

symptom reduction, the ERP + CT condition showed greater improvement than the condition 

with ERP alone (effect sizes of 1.89 and 1.05, respectively). Reaching “mild illness status,” 

which is indicative of clinically significant improvement, was achieved by 65.4% of participants 

in the ERP + CT condition, while only 45.5% in the ERP alone group reached this status.  

 Overall, meta-analyses and RCTs have consistently demonstrate the efficacy of 

combining exposure and response prevention with cognitive therapy, as well as their efficacy 

individually, for treating obsessive-compulsive disorder. This treatment includes exposures as 

well as psychoeducation about unhelpful cognitions, the nature of intrusive thoughts, and 

common thought distortions. Research studies have emphasized how treatments that include 

exposures need to vary in difficulty, duration, content, and violate threat expectancy while 

remaining client specific. Clinicians need to provide active guidance while identifying and 

addressing potential safety or avoidance behaviors that might impact the efficacy of exposures. 

Completing treatment can help individuals with OCD get back to leading a more complete and 

fulfilling life not controlled by anxiety. 

Efficacy of CBT/ERP Delivered via Telehealth 

 While CBT has been shown to be highly effective treatment for anxiety and related 

disorders, many individuals may lack access to empirically supported treatments for reasons such 

as distance, lack of transportation, time, and cost (Acierno et al., 2016; McHugh & Barlow, 

2010; Rector, 2019). Telehealth has been promoted as a means to allow a wider range of clients 

to access high quality treatments. Telehealth includes a number of treatment modalities (i.e., 

web-based groups, videoconferencing, internet self-help treatment; Krupinksi et al., 2002). 

Utilizing telehealth approaches allows clinicians to reach more clients and increase access to 
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efficacious treatments with the reduction of logistical barriers and stigma (Brand & McKay, 

2012).  

 Research supports the use of telehealth for delivery of CBT and has been shown to be an 

effective substitute to face-to-face treatment. Brand and McKay (2012) reported encouraging 

findings when they compared the efficacy of CBT/ERP for obsessive-compulsive disorder when 

delivered in person compared to via telehealth. Based on their findings, telehealth treatment for 

OCD appears to be an efficacious alternative to face-to-face treatment (effect sizes of 1.41 and 

0.91-2.32, respectively). In wake of the Covid-19 pandemic, wherein treatment delivery relied 

heavily on telemedicine technologies, a more recent meta-analysis from Krzyzaniak and 

colleagues (2021) demonstrated similar findings in comparing telehealth to face to face treatment 

for anxiety disorders. They included 5 RCTs, with three utilizing video and two utilizing 

telephone for telehealth services. Overall, they found comparable treatment outcomes including 

improved functioning, satisfaction with treatment, and working alliance.  

 Research has not merely shown telehealth to be comparable to face-to-face services in the 

treatment of OCD but suggests telehealth may be the preferred format for some client 

presentations. Specifically, utilizing telehealth to treat OCD allows access to treatment within the 

client’s environment where symptoms are often the most disruptive (e.g., at home). That is, when 

treatment is administered in the specific setting where symptoms occur, its efficacy is 

significantly enhanced as exposures are more salient (McKay et al., 2010). Lovell et al (2006) 

compared ERP conducted over the telephone to face-to-face ERP for 72 patients with OCD and 

found both treatments to be similarly effective for the treatment of OCD. Four follow-ups were 

conducted by researchers (immediately after treatment, and at one, three, and six months) which 

included the administration of the Y-BOCS Severity Rating to measure clinical outcomes. Scores 
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were equivalent for both groups at each follow-up. Similarly, several RCT’s for prolonged 

exposure delivered via telehealth (synchronous videoconferencing) showed telehealth did not 

reduce efficacy of treatment when compared to in-person services (Acierno, Gros, Ruggiero et 

al., 2016; Acierno, Knapp, Tuerk, et al., 2017). Overall, current available literature points to the 

efficacy of exposure treatment via telehealth and demonstrates equal treatment outcomes when 

compared to traditional face-to-face treatment.  

Empirical Support for Treatment of Not Just Right Experiences (NJREs)  

 Foa et al. (1999) examined the efficacy of CBT/ERP for treating individuals with typical 

presentations of OCD, which include specific obsessions and feared outcomes, versus 

individuals with OCD who could not articulate a specific feared outcome, such as those with 

NJREs. They found that the patients who could articulate their feared outcomes had lower Y-

BOCS scores after treatment when compared to individuals who could not articulate a feared 

outcome. They concluded that improvement in OCD symptoms is mediated by a decrease in 

exaggerated likelihoods associated with feared consequences as a result of repeated 

disconfirmation of the expected harm during exposures. While CBT has shown lower efficacy in 

treating NJREs when compared to other individuals with OCD, it has still demonstrated overall 

improvements in symptoms after treatment.  

Coles and Ravid (2016) examined the clinical presentation of NJREs in patients with and 

without OCD diagnoses and evaluated the efficacy of CBT/ERP treatment. They found 

individuals with OCD reported both significantly more, and being more distressed by, NJREs 

compared to anxious and unselected controls, confirming the association between feelings of 

incompleteness/NJREs and OCD. They also found that, after completing treatment, patients with 

OCD reported significantly fewer NJREs and experienced less distress associated with them 
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when compared to before treatment. Therefore, while exposure-based therapy is often used to 

demonstrate the low likelihood of a feared outcome occurring and typically demonstrates better 

treatment outcomes in these cases, it can also be effective in treating OCD that is maintained by 

discomfort associated with NJREs/incompleteness. 

Presenting Problem and Relevant History 

Identifying Information 

 For the purpose of protecting the client’s anonymity, the name “Simon” is used in this 

document rather than the client’s real name. Simon is a White male in his early 20s who lives 

with his parents in a midsize city in the Midwestern United States. He works as a software 

engineer at a large corporation, and his income places him in the SES category of middle class.  

Presenting Problem 

 Simon presented for treatment during the fall of 2021 with chief complaints related to 

repeated checking and “just right” behaviors present since middle school but had worsened in the 

few months leading up to his initial appointment. He also reported spending long periods of time 

adjusting items in his environment until they are in the “just right” place/positions, excessively 

making to-do lists, and repeating things in his head or out loud until they feel just right. He cited 

stress of graduating college and beginning full-time work as a possible stressor leading to 

worsening symptoms. Simon noted telling a friend on New Year’s Eve one year during early 

adolescence that he was going to be “perfect.” While Simon could not recall exactly what 

prompted this need to be perfect, he reported symptoms have been present since. While Simon 

stated these symptoms do not cause much interference with work or relationships, he reported 

the symptoms cause significant amounts of emotional distress and take up most of his time 

outside of work, thus not allowing for him to relax or engage in any hobbies.  
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Psychiatric/Medical History 

 Simon presented to a group practice setting that specializes in the treatment of anxiety-

related disorders. He had previously received treatment for symptoms related to OCD from a 

psychologist within his pediatrician’s office in middle school for about a year. The only specific 

therapy technique Simon remembered from this experience was a behavioral plan instituted by 

his parents to help incentivize resisting compulsions. His recollection was that this intervention 

did not help reduce his OCD symptoms. Simon denied a family history of mental illness. He also 

reported no significant medical history.  

Education and Work 

 Simon recently graduated with a bachelor’s degree from a large public university. He 

began working as a software engineer after graduating, which is the first job he has ever had. 

Prior to college, Simon reported a strong academic history having maintained a high GPA 

throughout all of high school. He also reported being highly involved with sports in high school. 

He enjoys spending time with family and friends, watching television, and playing video games.  

Assessment 

Diagnostic Interviews 

 In addition to a general clinical interview, Simon was administered the Mini International 

Neuropsychiatric Interview version 7.0.2 (MINI-5; Sheehan, 2015) and the Yale Brown 

Obsessive Compulsive Scale (Y-BOCS; Goodman et al., 1989). Following the initial diagnostic 

interview and assessment, Simon received the clinic’s standard set of self-report measures via 

email, which he completed and returned prior to beginning treatment.  

Mini International Neuropsychiatric Interview 
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  The Mini International Neuropsychiatric Interview (MINI; Sheehan, 1998) is a broad-

based diagnostic interview containing questions designed to identify the presence of most of the 

major psychiatric disorders. The most recent version, 7.0.2 (MINI-5; Sheehan, 2015), was 

utilized in this case study as a diagnostic tool since it has been recently revised to reflect the 

diagnostic criteria in the DSM-5. The MINI-5 consists of 17 modules to assess for disorders such 

as anxiety and depressive disorders, obsessive-compulsive and related disorders, trauma 

disorders, substance-related disorders, etc. The interview consists of a series of closed-ended 

questions administered by a clinician, with the client’s Yes/No responses indicating the presence 

or absence of symptoms. Each module opens with a screener question. If the client’s response 

indicates symptoms are present in that disorder-specific section, the clinician continues 

administration of the module until it is completed or until the client responds with a “no” that 

would indicate they do not meet criteria for the disorder for which the module is assessing. Once 

the modules have been administered in their entirety, the clinician designates whether the client 

is expected to meet criteria for each DSM-5 disorder assessed in the interview. While this 

measure is self-report in that the questions are simple yes/no answers, it is administered in an 

interview format and is used for the purpose of diagnosing individuals in an efficient and precise 

manner. Clinicians are responsible for asking follow up questions to provide clarifications or 

examples pertaining to specific symptoms to help assess severity of symptoms and to 

differentiate between diagnoses.  

The MINI-5 has demonstrated strong psychometric properties, specifically when 

assessing for OCD. It has been shown to have excellent inter-rater reliability of kappa = 1.00 and 

test/retest reliability of kappa = 0.85 when administered after two days (Sheehan et al., 1998). 

Strong convergent validity for the MINI-5 has also been reported with kappa = 0.63 when 
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compared to the Structured Clinical Interview for DSM-III-R Patients (SCID-P) for diagnoses of 

OCD (Sheehan et al., 1998). Additionally, sensitivity and specificity for the MINI-5 when 

diagnosing and differentiating those with and without OCD was good to excellent. For 

specificity, 98% of the 349 individuals with non-OCD diagnoses were correctly identified as not 

having OCD (Sheehan et al., 1998). Sensitivity was lower, with 62% of the 21 individuals in this 

sample known to meet criteria for OCD correctly identified (Sheehan et al., 1998).  

On the MINI-5, Simon endorsed symptoms warranting a primary diagnosis of OCD. He 

reported recurrent, intrusive thoughts/impulses, attempting to suppress or neutralize obsessions, 

obsessions recurring when attempting to ignore/suppress, feeling driven to do something 

repeatedly in response to an obsession, and utilizing excessive rituals to reduce distress. His 

symptoms caused significant distress and consumed more than one hour per day. He also 

demonstrated good insight into his symptoms regarding how they are maintained as well as how 

they are interfering with his life. Simon did not endorse any other symptoms assessed by the 

MINI-5 as he did not make it past for the first question for any other modules, and thus did not 

meet criteria for any other clinical diagnoses. See Appendix A for guidance on how to access the 

MINI-5. 

Yale-Brown Obsessive-Compulsive Scale (Y-BOCS) 

 The Yale-Brown Obsessive-Compulsive Scale (Y-BOCS; Goodman et al., 1989) is the 

clinician-administered, semi-structured interview considered the gold standard for assessing the 

presence and severity of clients’ obsessive-compulsive symptoms. Rather than being a diagnostic 

tool, it is primarily used to establish baselines pre-treatment and then as a measure of progress in 

treatment. The first part of the Y-BOCS is the symptom checklist, which includes 67 items 

pertaining to obsessions, compulsions, and avoidance. The symptom checklist is not scored but is 
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used by the clinician to determine the client’s primary obsessions and compulsions. The second 

part is the severity scale, which includes 10 items (e.g., “How hard do you try to stop the 

thoughts or ignore them?”) which are rated by the clinician on a 5-point scale based on the 

client’s response. The response options vary to best fit how each question is worded; however, 

the most common response option is on a 5-point Likert scale format where 0 = none and 4 = 

extreme. Half of the severity questions address obsessions, and the remaining five address 

compulsions. Both types of questions identify time spent, interference, resistance, degree of 

control, and distress. The Y-BOCS is scored by summing the 10 items from the severity scale 

and producing a score that ranges from 0 to 40, with higher scores indicating more severe 

symptomology.  

While the Y-BOCS is not a diagnostic tool, there are clinical cutoffs that are well-

established from the research (Goodman et al., 1989) and can be used to assign a severity level, 

as well as to help track treatment progress. These cutoffs are 0-7 (Subclinical), 8-15 (Mild), 16-

23 (Moderate), 24-31 (Severe), and 32-40 (Extreme). Furthermore, a post-treatment Y-BOCS 

score of ≤ 14 has been shown to be the best predictor of symptom remission, and a score of ≤ 12 

the best predictor of wellness when compared to clients’ scores on measures of symptom 

severity, life satisfaction, and adjustment (Farris et al., 2013).  

The Y-BOCS’ psychometric properties are strong across the literature. Several studies 

have shown good internal consistency (α = .87), good test-retest reliability after 48.5 days (rs= 

0.81-0.97), and excellent interrater reliability (rs = .93 to .99). (Frost et al., 1995; Goodman et 

al., 1989; Kim et al., 1990; Woody et al., 1995). Refer to Appendix B to view a copy of the Y-

BOCS Severity Rating.  
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On the Y-BOCS Symptom Checklist, Simon endorsed obsessive thoughts and 

compulsive behaviors from several content areas. His primary obsessions were the need to 

remember and the fear of losing things. Simon’s primary compulsions involved excessive 

checking of lists and ordering/arranging items until they feel “just right.” For the Y-BOCS 

severity rating, Simon’s pre-treatment score of 26 placed him in the severe range. The Y-BOCS 

severity scale was administered monthly to track treatment progress. Table 1 below illustrates the 

substantial progress Simon experienced in treatment, as his Y-BOCS score was reduced to a 

Moderate level of severity after only two months of treatment, eventually obtaining Mild severity 

after five months of treatment.  

Table 1 

Y-BOCS Scores Throughout Treatment 

Time Score Interpretation 

Baseline 26 Severe 

Month 2 21 Moderate 

Month 3 19 Moderate 

Month 4 15.5 Moderate 

Month 5 11 Mild 

 

Self-Report Measures 

 Following the diagnostic interview, Simon filled out the clinic’s standard battery of self-

report measures to aid in confirmation of diagnosis and treatment planning. He completed these 

measures again at the mid-point. Scores on all self-report measures can be found in Table 2.  
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Depression, Anxiety, and Stress Scale (DASS) 

 The short form version of the Depression, Anxiety, and Stress Scale (DASS-21; 

Lovibond & Lovibond, 1995) is a self-report measure that assesses the occurrence and severity 

of depression, anxiety, and stress within the past week. This measure consists of three subscales: 

depression (e.g., “I was unable to be enthusiastic about anything”), anxiety (e.g., “I felt I was 

close to panic”), and stress (e.g., “I found it hard to wind down”). The items are evenly 

distributed into these subscales and rated on a 4-point Likert scale ranging from 0 = did not apply 

to me at all to 3 = applied to me very much, or most of the time. The score for the DASS-21 is 

calculated by summing items within each subscale and multiplying by two, thus producing a 

range of 0-42, with higher scores indicating more severe distress surrounding the symptoms 

experienced in that subscale over the last week.  

 Different cutoffs have been established for each subscale within the DASS-21. Lovibond 

and Lovibond (1995) identified the following cutoffs for the depression subscale: 0-9 (normal), 

10-13 (mild), 14-20 (moderate), 21-27 (severe), 28+ (extremely severe). The anxiety subscale 

has cutoffs of: 0-7 (normal), 8-9 (mild), 10-14 (moderate), 15-19 (severe), 20+ (extremely 

severe). Finally, cutoffs for the stress subscale are: 0-14 (normal), 15-18 (mild), 19-25 

(moderate), 26-33 (severe), and 34+ (extremely severe). 

 All three subscales on the DASS-21 have demonstrated good internal consistency with 

coefficient alphas = 0.97, 0.92, and 0.95 for depression, anxiety, and stress, respectively (Antony 

et al., 1998). The DASS has also displayed good convergent validity, with the anxiety scale 

being strongly correlated with the Beck Anxiety Inventory (r = .85) and depression scale being 

strongly correlated with the Beck Depression Inventory (r = .79; Antony et al., 1998). Refer to 

Appendix C to view the DASS-21. To see Simon’s scores on the DASS-21, refer to Table 2. 
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Sheehan Disability Scale 

 The Sheehan Disability Scale (SDS; Sheehan, 1983) was developed to measure how 

current psychological symptoms contribute to functional impairment in three different areas: 

work, social life, and family. Respondents are required to designate to what degree symptoms 

have disrupted their activities in the previous week. The measure consists of three items, one per 

domain, which are rated from 0 = no disruption in activities to 10 = extremely disrupted. The 

three items are then summed to produce an overall score from 0 (unimpaired) to 30 (highly 

impaired) which indicates functional impairment. In addition, another two items, which also 

refer to the last week and are not included in the final score, inquire about the number of days of 

work and/or school missed due to symptoms and how many symptoms led to them feeling 

unproductive.  

There are no formal norms or cutoff scores for the SDS; however, Sheehan (1983) 

recommended that scores of 5 or greater in any area should receive special attention as they 

indicate significant functional impairment in that area. The SDS has demonstrated good internal 

consistency reliability (α = .89) in a sample of primary care outpatients who were assessed for 

psychological disorders (Leon et al., 1997). Convergent validity has been demonstrated by strong 

relationships with other measures of functional impairment, while divergent validity has been 

evidenced by a moderate correlation with a measure of treatment ambivalence in a sample of 

Chinese individuals seeking psychotherapy (Zeljic et al., 2020). Refer to Appendix D to view the 

SDS self-rated questionnaire. To see Simon’s scores on the SDS, refer to Table 2.  

Obsessive Compulsive Inventory-Revised (OCI-R) 

 The Obsessive-Compulsive Inventory-Revised (OCI-R; Foa et al., 2002) is a self-report 

questionnaire developed to evaluate the presence and level of distress caused by OCD symptoms 
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in the following dimensions: washing (e.g. “I wash my hands more often and for longer than 

necessary”), checking (e.g. “I repeatedly check gas and water taps and light switches after 

turning them off”), ordering (e.g. “I get upset if others change the way I have arranged things”), 

obsessing (e.g., “I am upset by unpleasant thoughts that come into my mind against my will”), 

hoarding (e.g., “I have saved up so many things that they get in the way”) and mental 

neutralizing (e.g., “I feel I have to repeat certain numbers”). The OCI-R contains 18 self-report 

items rated on a 5-point Likert-type scale where 0 = not at all distressed and 4 = extremely 

distressed. Total scores computed by summing rating across all items produces a score between 0 

and 72, with a higher score indicating higher levels of distress.  

Foa and colleagues (2002) found the OCI-R to be useful as a diagnostic screening tool 

due to its efficacy in discriminating between OCD and other anxiety disorders. Sensitivity (65.6) 

and specificity (63.4) of the OCI-R were used to determine clinical cutoffs. The mean score for 

persons with OCD has been established at 28.0 (SD = 13.53), and the suggested clinical cutoff 

score is 21. Therefore, scores above 21 are suggestive of the presence of OCD. Current scientific 

literature has established good psychometric properties for the OCI-R. Foa and colleagues (2002) 

reported a high two-week test-retest reliability (rs = .74 to .91). Abramowitz and Deacon (2006) 

reported high internal consistency for persons with OCD (α = .83) and moderate convergent 

validity when comparing OCI-R total scores to the Y-BOCS and the Beck Depression Inventory 

(rs = .41). Refer to Appendix E to view the OCI-R. To see Simon’s scores on the OCI-R, refer to 

Table 2. 
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Table 2 

Self-Report Measures 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Measures Pre-Treatment Month 5 

DASS-21 

Depression 

Anxiety 

Stress 

 

12, Mild 

6, Normative  

16, Mild 

 

16, Moderate 

4, Normative 

24, Moderate 

SDS 

Work 

Social 

Home 

Total 

 

5, Clinical 

2, Normative 

2, Normative 

9, Clinical 

 

3, Normative 

2, Normative 

5, Clinical 

10, Clinical 

OCI-R 

Washing  

Checking 

Obsessions  

Mental Neutralizing  

Ordering  

Hoarding  

Total  

 

0, Normative 

7, Elevated 

3, Normative  

1, Normative 

10, Elevated 

1, Normative 

22, Moderate  

 

0, Normative 

4, Normative 

5, Normative 

2, Normative 

8, Elevated 

2, Normative 

21, Moderate 



TREATMENT OF OBSESSIVE-COMPULSIVE DISORDER 32 

 

Subjective Units of Distress (SUDS) and Exposure Hierarchy 

Within treatment for OCD and other anxiety related disorders, clinicians often use an 

exposure hierarchy (Gillihan et al., 2012). Creating an exposure hierarchy involves collaboration 

with the client to create a list of feared situations pertaining to obsessions and/or compulsions. 

Hierarchy creation occurs early in treatment in preparation for completing exposures to the 

situations listed. When creating the hierarchy, the client and clinician start by discussing what 

daily functioning is impaired to facilitate creating a list of anxiety provoking situations. It is 

important for hierarchy items to be specific (e.g., touching doorknob in the hall bathroom). Items 

are then rated and ranked, based on the level of anxiety associated with each item. 

 When assigning anxiety ratings, the client and clinician used a tool known as the 

Subjective Units of Distress Scale (SUDS; Wolpe & Lazarus, 1967). This scale is 0-10 and 

includes the following anchor points: 0 = no distress, 5 = anxiety is definitely bothersome, but 

individual is able to cope, and 10 = worst anxiety the individual has experienced or can imagine 

experiencing. SUDS ratings are used to order the anxiety provoking situations to create the 

hierarchy. Once exposures begin, SUDS rating are also used to gauge how anxious the client is 

before, during, and after the exposure. SUDS ratings and the exposure hierarchy are helpful tools 

for treatment planning, monitoring progress throughout treatment, and to measure individual 

treatment outcomes.  

 In developing an exposure hierarchy for Simon, a list of anxiety provoking situations and 

respective SUDS was generated during the session following the initial assessment. This list was 

used to direct initial in-session exposures and as treatment progress, additional exposure targets 

were identified. Table 3 represents his exposure hierarchy. 
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Table 3 

Exposure Hierarchy 

Situation        Pre SUDS            5-Month SUDs 

 

Imaginal script about losing or forgetting items or 

tasks. 

 

 

3 

 

0 

Eliminating items off of to do list that won’t be 

forgotten (e.g. eat dinner). 

 

4 2 

Leaving items off to do list that need to be done. 5 

 

3 

Deleting less important lists (e.g. books to read). 6 1 

Go to work with room disorganized. 8 4 

Leaving items in room in the “wrong place” in 

perpetuity. 

10 6 

Deleting daily to do list. 10 8 

 

Diagnosis 

300.3 (F42) Obsessive Compulsive Disorder, with good or fair insight 

Differential Diagnosis 

301.4 (F60.5) Obsessive Compulsive Personality Disorder (OCPD) Although OCD and OCPD 

have similar names and can often times be comorbid, the clinical manifestations of these 
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disorders are quite different (APA, 2015; Coles, et al., 2008). During the clinical interview, 

Simon endorsed a pattern of preoccupation with orderliness and perfectionism at the expense of 

flexibility as indicated by his worries and behaviors surrounding rules, lists, order, and 

organization that could potentially indicate an OCPD diagnosis. However, OCPD is not 

characterized by intrusive thoughts, images, or urges or by repetitive behaviors that are 

performed in response to these intrusions. Rather, OCPD involves a persistent and pervasive 

maladaptive pattern of extreme perfectionism and rigid control that creates dysfunction within 

the context of interpersonal relationships (APA, 2015). Simon’s difficulties with inflexibility 

were clearly driven by intrusive thoughts leading to compulsive behavior that resulted in internal 

psychological distress. He was able to derive satisfaction from interpersonal relationships, stating 

he had several close friends and family and therefore, a diagnosis of OCD was the best fit for his 

presentation. 

Case Conceptualization 

Etiology 

 Individuals with a biological predisposition to a mental disorder will tend to experience 

an exacerbation in symptoms which can be prompted by stress. A diatheses-stress model of 

anxiety-related disorders involves the interaction between genetically determined vulnerability 

factors and significant environmental influences that ultimately leads to the expression of a 

disorder (Barlow, et al., 1996; Adams et al., 2018; Bey et al., 2017). Research has indicated that 

for OCD, periods of psychological distress affect symptomology in three ways where: stress can 

cause an exacerbation of existing symptoms, lead to a re-emergence of symptoms following a 

period of latency, or precipitate the initial expression of OCD (Adams et al., 2018). A diatheses-
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stress model of OCD would suggest that when environmental stressors exceed a threshold, an 

individual with a genetic vulnerability would present with the disorder.  

 While Simon reported being unaware of any family history of mental illness, it is likely 

Simon has a biological predisposition to developing an emotional disorder. Simon reported he 

first began to experience symptoms of OCD in early adolescence when he felt the need to be 

perfect. Throughout adolescence and into early adulthood, OCD symptoms fluctuated in severity 

and were especially low when Simon was in college. However, upon graduating and entering the 

work force, Simon noticed a dramatic increase in symptoms with the increased stress of working 

full time as a software engineer. This appears to be what activated the diathesis as his position 

requires diligence in completing tasks and maintaining organization and thus increased the 

frequency with which he encountered situations in which his need to feel organized and in a just 

right state was tested.   

Maintenance 

 When Simon presented for treatment, there were several factors maintaining his 

symptoms. When feeling anxious or uncomfortable, it is a natural response to attempt to get rid 

of that feeling as quickly as possible. However, for individuals with OCD, attempts to get rid of 

anxiety or reduce discomfort serve to maintain symptoms. Engaging in avoidance, reassurance 

seeking, and compulsive behaviors work to reduce anxiety, but only short-term; these behaviors 

prevent the individuals from learning anxiety will eventually pass, will not be as bad as expected, 

they can continue to function despite anxiety, and/or feared outcomes are likely worse than the 

actual outcome (Abramowitz et al., 2011).  

Consistent with this conceptualization, Simon engaged in a variety of behaviors to reduce 

distress and discomfort associated with not just right experiences, but these behaviors served to 
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maintain his symptoms. Simon frequently checked his many lists, repeated conversations in his 

head, checked and scanned rooms, arranged items, and gave himself reassurance. His 

compulsions served to reduce anxiety that he would forget something as well as get things back 

to a “just right” state and reduce the discomfort associated with items or lists being unorganized 

or incomplete. He would also often suppress his thoughts for several hours during the day, which 

demonstrated the inefficacy of thought suppression as discussed by Harsányi, et al. (2014), 

causing an eventual uptick in obsessions and compensatory compulsive behaviors in the evening.  

 Consistent with the cognitive model, distorted cognitions, misinterpretations, and 

attention biases also contribute to the maintenance of symptoms (Rachman, 1997). When an 

intrusive thought occurs for a person with OCD, he or she tends to pay significant attention to the 

thought and may erroneously interpret the thought as especially important or even dangerous. 

Simon had strong insight into his symptoms and was able to recognize his intrusive thoughts 

were not dangerous; however, he still paid significant attention and labeled his intrusive thoughts 

as important. Simon’s intrusive thoughts were focused on fears of possibly forgetting important 

information as well as maintaining organization and a “just right” sensation. Typical of 

individuals with OCD, Simon displayed thinking errors within his intrusive thoughts. For 

example, underestimating his ability to cope with uncertainty (e.g. “I won’t be able to handle 

feeling like my surroundings are disorganized) and overestimating the likelihood of feared 

outcomes (e.g. “If I don’t check where items are located, I will lose them and have to spend 

hours looking for them”).  

 Cognitions (e.g. “I will forget something important,” “The location of that object does not 

feel ‘just right’”) influenced how he felt physiologically (e.g. anxiety and discomfort; stomach in 

knots) and influenced his behavior (e.g. checking lists, rearranging, and ordering items). When 
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noticing his stomach feeling like it was in knots, he would consistently label this as anxiety and 

would pay even more attention to his thoughts or engage in compulsive behaviors. By engaging 

in compulsive behaviors, Simon did not have the chance to experience new learning (e.g. my 

anxiety will decrease without compulsions) and symptoms were maintained. 

Treatment Goals and Plan 

Assessment 

• Diagnostic evaluation  

• Monitor symptoms using the Y-BOCS Severity Rating 

Feedback and Psychoeducation  

• Provide psychoeducation on OCD, anxiety, & CBT/ERP  

Exposure with Response Prevention   

• Face fears and avoided activities using a graduated, systematic approach 

• Reduce distress/life interfering behaviors 

Relapse Prevention  

 

• Create plan to further generalize and maintain improvements independently  

 

Booster sessions 

 

• Monitor continued application of strategies post treatment 

• Offer extra therapeutic direction when necessary 

Course of Treatment 

Simon was seen over the course of 5 months and attended a total of 15 CBT/ERP 

sessions. Most of these sessions were conducted via televideo due to clinical utility of 

completing exposures in his home environment. After several months of treatment, Simon found 

it helpful to have more practice with exposure homework between sessions; thus, session 
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frequency was spaced out to every other week. Treatment was initiated with a diagnostic 

interview and subjective assessments, followed by treatment interventions which included self-

monitoring, psychoeducation about OCD and ERP, identifying and creating goals for response 

prevention, in-vivo and imaginal exposures, and establishing opportunities for self-directed 

exposures.  

Assessment & Psychoeducation 

The first two sessions were centered on assessment, psychoeducation, and introducing 

self-monitoring forms. Following the assessment, Simon received psychoeducation regarding the 

basics of CBT/ERP and how this treatment could be applied to his presentation. When he 

initially presented for treatment, Simon was familiar with OCD, having received a diagnosis in 

his teens. However, he was largely unfamiliar with contemporary theoretical conceptualizations 

of OCD, or the CBT and ERP-based treatment approaches. Additionally, psychoeducation was 

given throughout treatment when needed. During the second session, Simon was introduced to 

self-monitoring forms wherein he was asked to track situations, SUDS, intrusive/obsessive 

thoughts, and the compulsion/behavior he engaged in. Reviewing this self-monitoring aided in 

the establishment of initial response prevention targets to help reduce compulsions. Self-

monitoring was also used throughout treatment to record adherence to response prevention goals 

and daily exposure practice.  

Cognitive Behavioral Therapy with Exposure and Response Prevention 

 Simon and clinician collaborated to design exposures that would systematically and 

gradually challenge OCD fears and discomfort as well as to create response prevention goals to 

increase frequency of resisting compulsions. Consistent with the inhibitory learning model, in-

vivo and imaginal exposures were implemented and designed to vary in content, duration, and 
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intensity and included the gradual removal of safety behaviors and compulsions. Following 

assessment and psychoeducation, weekly sessions were focused on designing and completing in-

session exposures and subsequently repeating these exposures as homework independently, as 

well as creating and modifying response prevention goals. Most of Simon’s independent 

exposures occurred at home, as this is the area where most compulsions were occurring. 

Throughout treatment, Simon displayed excellent adherence and consistently completed nearly 

all assigned exposures.   

In-Vivo Exposures 

 In-vivo exposures were frequently used throughout treatment to allow Simon to directly 

confront discomfort associated with not just right experiences and uncertainty and eliminate 

compulsions. Simon completed in-vivo exposures in session, as well as independently in his 

home and work environments as a part of his treatment homework. In-session exposures focused 

on increasing tolerance of not just right experiences and uncertainty while reducing, delaying, or 

eliminating compulsions. For example, many exposures focused on disorganizing items in his 

bedroom by putting them into places that felt “not just right” and delaying the compulsion of 

putting them back in the “correct” location. These exposures first consisted of delaying the 

compulsions by several hours with the ultimate goal of Simon being able to leave items in his 

bedroom disorganized until the end of treatment. Within these exposures he was also instructed 

to resist engaging in any checking behaviors such as scanning his room or engaging in mental 

checking to remember where items were placed. Other exposures focused on disrupting Simon’s 

several lists while reducing or eliminating the associated checking behaviors or redoing of lists to 

make them feel “just right.” For example, several in-session exposures consisted of Simon 

deleting “less important” lists, such as books to read or activities to do with friends. He focused 
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on the fear that he might forget what was on these lists, while resisting remaking the lists or 

engaging in mental checking to ensure he would not forget the items that were deleted. During 

in-session exposures, Simon presented as engaged and willing to take on difficult exposures and 

was eventually able to design exposures almost independent of clinician guidance.  

Imaginal Exposures 

 Imaginal scripts were utilized throughout treatment to allow Simon to confront fears of 

forgetting or losing items/thoughts. A primary imaginal exposure script was developed during 

the sixth session and repeated for homework for several weeks following. This script depicted 

what a day might look like if Simon was not able to engage in any checking or rearranging 

compulsions, causing him to lose objects, be distracted at work, forget several important tasks, 

and fall behind with work. The script also included the general discomfort Simon feels when 

compulsions are not completed to increase the salience of this feeling and ultimately increase his 

tolerance for the discomfort associated with NJREs. Simon reported difficulty engaging with the 

primary imaginal exposure script as he felt it was not realistic.  He reported that he mostly 

engages in compulsions to reduce discomfort and NJREs, rather than to avoid a catastrophic 

feared outcome that was integrated into the script.  

 Secondary imaginal scripts were frequently used in tandem with in-vivo exposures to 

promote engagement with thoughts and face uncertainty associated with resisting a ritual. The 

session ten transcript (See Appendix F) depicts how a secondary exposure script was developed 

and incorporated as a part of treatment. Simon was instructed to engage in secondary exposure 

scripts when completing exposures for homework as well. Secondary exposures scripts were 

especially helpful, as they ensured Simon could not engage in mental compulsions, distraction, 

or self-reassurance that could make the exposure less effective.   
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Response Prevention Goals   

Goals for response prevention were identified throughout treatment. Response prevention 

goals were identified for individual exposures such as resisting putting items in their “just right 

location” or mentally checking and reviewing lists. In addition to identifying response prevention 

goals prior to individual exposures, daily ways to challenge anxiety were also identified. 

Examples of some of Simon’s daily response prevention goals included limiting the number of 

times a to do list is checked in a day, eliminating checking and scanning of areas of his house 

and office, and limiting the number of items added to his daily to do list. Each week, session 

consisted of reviewing a resist/submit log within which Simon would log how often he was able 

to engage in the established goals. After demonstrating several weeks of consistency with a goal, 

that response prevention target was set as an expectation for his behavior moving forward and no 

longer needed to be tracked. New goals were then established. At any given time, Simon was 

responsible for engaging in and tracking 2-4 daily response prevention goals.  

Evaluation of Treatment Outcomes and Disposition 

While treatment was not concluded at the time of submission for this report, Simon 

demonstrated consistent progress and the ability to manage his symptoms. His progress is 

especially notable given his rather unique presentation of symptoms. Typical OCD presentations 

that include a concrete feared outcome that is easily disproven with exposures often respond 

more quickly to ERP. However, given Simon’s feared outcomes were more ambiguous and 

likely to occur, his treatment moved more slowly, focusing on increasing his tolerance for 

discomfort and NJREs, as well as increasing his flexibility and allowance for uncertainty. 

Through the use of exposure and response prevention, Simon was able to reduce frequency of 

compulsions, especially regarding checking and rearranging. The remainder of treatment will 
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continue to focus on reducing compulsions to normative levels in the hopes that, as compulsions 

continue to decrease, obsessive thoughts will as well. 

The Y-BOCS is the gold standard for assessing severity, progress, and success in treating 

OCD. Farris and colleagues (2013) collected data from four treatment outcome trials (N=288) to 

identify criteria for determining response, remission, and wellness in individuals with OCD using 

Y-BOCS scores. They determined a reduction from pre to post treatment Y-BOCS scores of 35% 

was indicative of treatment response. A score of 14 or less at post-treatment was the best 

predictor of symptom remission. A score of less than or equal to 12 was the best predictor of 

wellness. From pre-treatment to 5 months, Simon’s Y-BOCS decreased by 57% (pre-treatment = 

26, moderate; post-treatment = 11, mild). This 57% decrease and score of 11 is indicative of a 

positive treatment response, high level of wellness, and substantial symptom remission. Despite 

this low score and his report that compulsions cause zero interference, at the 5-month mark, 

Simon still felt there were several areas he wanted to work on before terminating treatment, such 

as continuing to reduce reliance on lists and hoped to see a greater reduction in obsessive 

thoughts, and thus, treatment continued. 

In addition to completing the 5-month YBOCS in session, Simon also completed the 

remaining self-report measures at home. Simon’s self-report OCI-R score (21, moderate) went 

down one point from pre-treatment which is inconsistent with the much larger reduction in his 

Y-BOCS scores. However, within the OCI-R, his scores for checking and ordering both 

decreased, with checking moving into the normative category. The reduction in these scores is 

indicative of treatment progress as they are the two primary areas of OCD that had been focused 

on thus far in treatment. Slight increases in his scores within the obsessions, mental neutralizing, 
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and hoarding scales lead to a nearly equivalent pre to post OCI-R, however, these scales 

remained within the normative range.    

Simon’s self-report SDS increased by one point from pretreatment to 5-month check in. 

This result is inconsistent with treatment progress and Simon’s verbal report of symptoms 

causing little interference in daily life. The subscale related to symptom interference at work 

decreased into the normative range which is notable as the beginning of treatment was focused 

on reducing compulsions at the work place; this decrease denotes that success. Regarding the 

home subscale increasing, it would appear this result may be due to his difficulties experiencing 

more obsessive thoughts in the evenings now that he is able to delay compulsions during the day 

while at work.  

His 5-month DASS scores appear to reflect continued distress. Treatment thus far has 

focused on OCD symptoms, which the DASS does not directly measure; thus, this score would 

not necessarily be expected to decrease significantly. The subscale for anxiety, which would be 

most related to OCD symptoms, decreased by two points and was in the normal range at 5-month 

check-in. 

As he progressed through treatment, Simon continued to report OCD becoming more 

manageable and easier to ignore. At the 5-month check-in, Simon reported generally being able 

to get through his day without giving into many compulsions. He continued to struggle, however, 

with resisting compulsions in the evening, as anxiety builds from resisting compulsions 

throughout the day, which results in a release of compulsions in the evening. Treatment 

continues to focus on reducing compulsions as much as possible, in hopes of ultimately leading 

to less obsessive thoughts overall. Simon also reported worries that OCD will increase once he 

moves out of his parents’ house and into his own space, and thus future treatment will be focused 
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on generally increasing flexibility to make this transition easier and less likely for OCD 

symptoms to increase. Booster sessions will be available as needed to support Simon as he 

transitions into a new living situation to support relapse prevention. 

Transcript: Self Evaluation 

 This case study includes a transcription of the tenth session (See Appendix G). The 

transcript includes additional comments highlighting areas of clinical strength, relating to aspects 

of the session to the theory, and reflecting on areas of improvement. This session was conducted 

via televideo and involved reviewing homework assigned in the previous session and developing 

and completing two in vivo exposures. 

What I Did Well 

 The treatment outcomes in this case and the procedures implemented during the sample 

session indicate my strong grasp of the theorical models which underlie ERP. When reviewing 

the transcribed session, I was able to reflect on specific areas where I exhibited effective 

therapeutic skills. For example, when developing response prevention goals, I was integrating 

knowledge from previous sessions and Simon’s success with goals, his presentation of 

symptoms, and the theory underlying how to implement response prevention goals to create 

objectives that would reduce compulsions and ultimately lead to symptom reduction. 

Additionally, when creating these goals, I allowed for Simon’s input not only to increase rapport, 

but also to continue helping him build his skill and knowledge of ERP so that once treatment is 

complete, he feels more able to apply these techniques independently and effectively. 

Furthermore, designing exposures is an integral part of an ERP protocol. Creating multiple in-

session exposure targets allowed for us to address multiple difficulties in one session and helped 

progress treatment. When creating these exposures, I was able to clarify what fears or 
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discomforts arise and how compulsions are implemented to decrease those sensations in order to 

design an exposure that directly triggers those fear structures. I was also able to provide feedback 

to Simon when going through the secondary exposure script to increase the salience of fears. 

Addressing core fears is a vital part of an ERP protocol, and completing these in-session 

exposures, in addition to daily implementation of exposure and response prevention goals, 

allowed for Simon’s core fears to be continuously and systematically addressed in a way that 

ultimately led to drastic symptom reduction. 

Needs Improvement 

Reviewing the transcribed session also allowed me the opportunity to reflect on areas 

where I can continue to improve as a clinician. Throughout the session, I could have increased 

collaboration with Simon by having him more directly lead and design exposure homework, thus 

further increasing his independence and knowledge of ERP. I also noticed that I could have let 

him sit with each exposure longer to allow for more reduction in anxiety and discomfort as well 

as to do a more extensive cognitive debrief after each exposure. It is helpful to discuss what is 

learned after completing an exposure to allow clients to reflect on the experience and compare it 

to their expectations from before completing the exposure, thereby concretizing the adaptive 

changes. Often times we find that if clients are surprised by the outcome of an exposure (e.g. it 

was easier than expected) they benefit more. Absent active and purposeful reflection on the 

outcome of the exposure they might not realize an expectancy violation has occurred. Reflecting 

upon this case in its entirety, I also could have used more salient measures for tracking progress, 

such as the Not Just Right Experiences Questionnaire, to help better evaluate the progress made 

within realms that were a greater focus of treatment.  
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Appendix A 

The Mini International Neuropsychiatric Interview (MINI-5; Sheehan, 2015) is a copyrighted 

measure that cannot be reproduced. A detailed description of the measure, including information 

for obtaining copies of the standard MINI as well as specific modules, can be accessed using the 

information provided below. 

Sheehan, D. V. (2015). Mini International Neuropsychiatric Interview 7.0. Jacksonville, FL: 

Medical Outcomes Systems. 

https://harmresearch.org/product/mini-international-neuropsychiatric-interview-mini-7-0-2-13/ 
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Appendix B 

Yale Brown Obsessive Compulsive Scale (Y-BOCS)  
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Appendix C 

Depression, Anxiety, and Stress Scale (DASS-21) 
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Appendix D 

Sheehan Disability Scale 
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Appendix E 

Obsessive-Compulsive Inventory-Revised   
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Appendix F 

Session 10 Transcript 

T: Hey, how are you? 

C: Good, how are you doing? 

T: Good, thanks. Alright so I’m thinking pretty typical session for today, although it might be 

possible we fit in two exposures just because we typically have a little extra time at the end and 

obviously will review homework here at the beginning. Anything you wanted to add to our 

agenda for today? 

Per standard CBT session structure, I set an agenda for session and solicit client input. 

Attending to homework each session also positively reinforces homework compliance, making 

his compliance more likely in the future and helps to emphasize the importance of work outside 

of session time.  

C: Nope, that sounds good. 

T: Awesome, alright so talk to me about how homework went. I was just going over your 

tracking so let's talk about response prevention first. How did it go with the To Do List? I know 

that's one of our newer goals. 

For this session, Simon had the following response prevention goals that he had been tracking 

daily over the past week via a shared Google Sheets document: 1) Resist checking daily to do list 

more than 10 times, use maybe, maybe not when noticing urge to check to do list 2) Recognize 

urge to “organize my thoughts”, use “maybe, maybe not”/script and mental flash cards to resist 

checking. 3) Use mental undoing when giving into compulsions e.g. “Even though I checked I 

probably forgot something, my memory isn’t reliable.” Goal 1 was set to reduce the amount of 

checking of his to do list, as before treatment he was checking his to do list upwards of 50 times 

each day. Goal 2 refers to a mental compulsion Simon often engaged in that he called 

“organizing his thoughts.” This was a checking compulsion that he used to make sure he had not 

forgotten anything important such as conversations or tasks. Given it is hard to control thoughts, 

he implemented a cognitive task (mental flash cards) to make it more difficult to engage in the 

mental compulsion and increasing the uncertainty that he would forget. Goal 3 is a tactic that he 

would implement when a compulsion has already happened to help continue fighting OCD by 

using a short uncertainty script to help “undo” the compulsion, lean into uncertainty, and 

minimize relief from completing the compulsion. 

C: Yeah, so this was a tough week definitely kinda have a lot more checks in terms of 

submitting. Yeah, I just had a lot of anxiety this week I don’t know specifically why but yeah it 

was just harder to fight don’t really know what was going on but yeah definitely was not as 

successful.  

T: Yeah, I think it's fair if we notice our anxiety is higher from the week it's gonna be harder to 

do things that are gonna bring on anxiety so that makes total sense. I noticed that we had a 

couple days where we were resisting. On the 1st and the 30th you marked those as resist so I'm 

wondering what felt different about those days or anything you noticed? 

Validation of the client’s difficulties over the week to help build rapport while also pointing out 

successful attempts at response prevention to reinforce those efforts. 

C: Hold on let me pull that stuff up. You said on what days?  

T: So it looks like on the first and the thirtieth we had some success with resisting the checking 

more than 10 times. 

C: Oh yeah yes so yeah, I think a lot of the anxiety started on Thursday. 

T: OK. 
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C: Yeah, before then I was doing pretty good. I felt good about everything I think yeah there 

wasn't any real specific reason on that day on those days why I did any better. I think I was just 

feeling better at that point about everything. 

T: Yeah, gotcha. Well and I think what I was also thinking about is like decision fatigue. So, I 

imagine that's kind of happening with this where it's like if we give in or we have so long of a 

day and so later on in the day do we notice it's harder to resist that as well just because like we've 

had to resist all day?  

C: Mhmm, definitely. 

T: Yeah, so I think with that we kind of want to think about like trying to have some early wins 

earlier in the day, like almost like we’re playing savies with like when we can check just to help 

make those decisions later in the day easier. So, if in the morning we're having like more wins 

with resisting checking I think that'll make it easier for later in the day because I imagine we're 

seeing more checking at that time. 

C: Could you say that one more time? 

T: Yeah so I think I'm just saying if we are trying our best in the mornings to try to keep that as 

like the lowest time of day where we're gonna be successful and resist I think it'll help with later 

on in the day because we'll have like right now we'll probably keep our goal to 10 so if we're able 

to resist and only check like two times in the day that might make it easier for in the evening 

'cause we know we have more ability to check later in the day and there's also like gotten some 

wins in so that we know we can do it later on in the day. Does that make sense? 

C: Yeah, I see what you’re saying. 

T: So I think just like mornings are important for this goal and it's like if we're trying really hard 

in the morning, not that you're not always trying really hard, but I think that'll actually help it and 

make it easier for later in the day. 

C: Yeah, giving me a little more leeway. 

T: Yeah exactly. So that kind of might be our focus for this week because I really want to stick 

with this goal. We're also just going to start trying to do exposures with the lists and that also 

might increase anxiety but help with kind of the checking stuff. Sound good? 

C: Yeah. 

T: OK and then we had our other goal. Looks like that one kind of was harder this week too 

probably due to stress? 

This is referring to the second goal of response prevention of resisting “organizing his thoughts” 

which is a mental checking behavior that he often engages in to ensure he hasn’t forgotten 

something important. 

C: Yeah I think yeah everything just kind of fell apart for a while just 'cause yeah I don't really 

have any particular reason I just had a lot of anxiety this week. 

T: Well it might have been because our exposures too. That's my best guess since we really 

upped the ante with that this week with including that during the work day. So that being said tell 

me how exposures went this week. 

His exposure homework that was reviewed in the session was to disorganize his room each 

morning and make it so that items aren’t in their “just right” location and delaying the 

compulsion of putting them back until the end of the work day. Delaying compulsions is helpful 

when completely eliminating them feels too difficult for clients to help them build confidence that 

they can resist and still allowing time for habituation.  

C: Yeah so the exposures too they were tough. I got them all done but especially I think it was 

last like Thursday or Friday was very anxiety provoking, I think I put a 9 or something and I was 
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yeah I had to lay down to just kind of breathe through some things I was feeling very stressed but 

yeah I think it was just all a higher level of anxiety. I got through work but it definitely did its job 

it caused a lot of anxiety.  

T: So that was definitely to be expected and why we really tried to build up to the work day 

because we knew it would just increase our overall anxiety for sure but I'm glad to hear that we 

got through it and we got to a nine, which is probably the highest that we've ever gotten to. So, 

what did you notice when you were at a nine? 

C: I mean I was just couldn’t think about anything. My mind was very focused on trying to put 

them back where they were supposed to be and yeah I just kind of had to lay down couldn't 

really think about anything else and was just trying to get through it. 

T: Yeah well really good job getting through it and we're still resisting that urge to put things 

back where they go. I think that's awesome that we upped the ante and you were still able to get 

through it and tolerate that anxiety so I think those are big things to keep in mind this week. OK 

well great job this week and I know it's very stressful so we'll talk about homework at the end 

and how we can keep things the same or modify them where we feel necessary. So, I know I 

mentioned the possibility of two exposures today so we can kind of talk about what we think is 

doable. So given that we had high levels of anxiety with exposures this week we have a couple 

options. What I was thinking is the next step with the exposures that we have been doing is really 

rearranging stuff in our room with the goal of we're not going to put them back to like the place 

that they go until like the end of treatment really so that would be kind of the next step with the 

exposures that we have been doing. I think ultimately that like just extended period of time 

would kind of eliminate or help to eliminate the compulsions associated with checking and 

rearranging but I know we had harder exposures for this week with doing it during the work day 

so I'm wondering if we feel ready for that or if want to keep with trying the same exposure we 

did last week for this week. What are your thoughts? 

Again adding in validation and complementing the client on being able to complete the 

exposures despite high anxiety. Here I should have engaged in more cognitive work to allow for 

consolidation of learning by having him reflect on the exposure more with his ability to resist 

despite anxiety and what happened as a result of delaying the compulsion.  

C: Yeah, I think that’s definitely too big of a jump. That feels like a lot especially after how 

anxiety fueled this past week was I think I would definitely feel more comfortable just kind of 

sticking with the same and trying to trying to do the same exposures and yeah not freaking 

myself out too much after already having a tough week. 

It is important to get the client’s input and collaboration on exposures given they know what they 

can and cannot handle. Simon often demonstrated a strong ability to challenge himself with 

exposures up to this point and had a good understanding of how to develop exposures. Here, we 

begin to calibrate two exposures. The first we are discussing here is regarding the exposure he 

had been doing for homework over the past week and how to increase the difficulty in a way that 

feels doable. Our goal was to continue increasing the difficulty of the exposure by delaying 

compulsions for longer amounts of time each week, to ultimately get to a point where he would 

leave items in the “just wrong” location in perpetuity, to increase his flexibility with where items 

can be placed.  

T: OK, fair. So yeah so, I think since we kind of know how that exposure works we’ll probably 

save that for the end. I'll have you rearrange stuff for the next work day and go through the script 

for a little bit but I'll let you kind of finish that off after our session if that sounds good just since 

you're kind of a pro with that you've been doing it all week you know what the deal is. But then I 
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kind of wanted to start in on To Do List exposures so maybe doing one of those together today to 

kind of dip our toes in that pool. So what I was thinking is, definitely multiple things that we 

could, my thinking is just kind of going through some of our less challenging to do lists and like 

deleting some items from those as an exposure for today. 

C: Yeah, I think maybe not, like deleting would be fine, but also like I told you last week like a 

big problem with that is kind of going through and like adding things to the weekly list and 

adding things to the daily list. So I think a big a big part of that would also just not only deleting 

things but kind of like adding something to the weekly list that doesn't need to be on the weekly 

or having something that should be on my daily list that I know I need to do today but just not 

including it on that list. I think those since my biggest struggle with the list definitely seems to be 

the fact that I have to go back and check to rearrange what time I'm supposed to do items I think 

that might be very helpful for kind of getting a real feeling of a true exposure in there. 

T: Okay, yeah, I love that idea so kind of what you're thinking for today is maybe going on to 

our daily To Do List and deleting an item that we know that we need to do and sitting with that 

discomfort and uncertainty. 

Here we develop the second in session exposure and the first exposure in treatment to directly 

target his to do lists. His to do lists caused a significant amount of interference with constant 

checking and rearranging compulsions. This first exposure attempts to increase the uncertainty 

that he might forget the item that is deleted off the list as well as reduce the “just right” 

sensation that he is tries to maintain with his to do list. I am also allowing for collaboration 

within the session so that the client feels like he has independence and to foster skills for 

developing exposures in the future independently. 

C: Yeah and I mean I guess I should also clarify like with my To Do List like not everything gets 

deleted at the end of the day so I mean some things are like…they hang on there for a while so 

like I'll need to do a task in them with that day but I might not be completely done with it so I'll 

just take it off of that list but not delete the item fully. 

T: Gotcha yeah and will you actually just tell me what the app is that you use so I can look into it 

and be a little bit more? 

C: Microsoft to do. 

T: Microsoft to do, alright. 

C: Yeah and when I say weekly list you'll see there's a starred list in a my day list so the weekly 

list I star things that should be on my week and then my day is everything for the day. 

T: Gotcha that makes sense. And, when we're thinking about like when we're checking our list 

what is usually the thought that typically prompts that check to happen? 

C: Well the most common and what's actually done is like when like I'm done with something 

that's on my list and I'm just going there to update its status, delete it or take it off my day, take it 

off my week or whatever if I've completed a task. Or if I'm not doing anything I'm sitting and I'm 

not sure what to do next then checking it to see what to do next so those are like the real kind of 

uses for the To Do List. The reasons that I check them. And then yeah the other one is kinda that 

whenever I get in that kind of reorganizing, scanning kind of mode that I do. Again the scanning 

has been a lot better recently because of what we've worked on. It used to be kind of that same 

thing whenever I got that feeling that things aren't just right then I would go through kind of 

rescan the rooms and then recheck the list. Especially in the morning I'll do my To Do List and 

then it's completed and then I feel like well that doesn't look that long maybe I should be doing 

something else today or that looks crazy long maybe I don't need to do this many things today 

then I'll go back through the list and try to remove items and add items again and oftentimes 
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when I redo it, it ends up being the same except maybe I might have changed like one little tiny 

thing. I spent 30 minutes redoing my lists but I only changed one tiny thing that didn't really 

matter. 

T: Yeah so it's kind of like the practical ones are like OK yeah I've completed a task I'm gonna 

go check it off or I just finished something and I don't know what I need to do next so I gotta 

check it for that but then it's also like oh I feel like unorganized or things aren't just right so we 

check it or feeling like I should be doing something but I don't know what. Is that kind of a good 

synopsis of all of that? 

Here I am clarifying what compulsions look like and the reason for doing them to make sure that 

exposures are targeting the fear.  

C: Yeah those are those are good descriptions of those. 

T: OK yeah so think that's helpful for also like when we're trying to engage in that response 

prevention is like noticing when we start to feel that way and either like doing some maybe 

maybe nots, diverting our attention to something else to just help with resisting the checking can 

all be kind of helpful things like when we're noticing oh I'm probably it's gonna get to that point 

trying to like do something different. 

The phrase “maybe, maybe not” refers to using that when noticing an obsessive thought such as 

“I forgot something important.” Responding it with “maybe, maybe not” can help clients lean 

into uncertainty while resisting compulsions.  

C: Mhmm. 

T: Cool. Yeah so, I think today would be good to go through and delete something off of our 

daily To Do List. I think since we're gonna be continuing with the exposures I think one thing 

that might be helpful that we could add in as a response prevention then is like the same thing 

but like response prevention would be to resist adding one thing that we need to do to our To Do 

List for the week since we're gonna delete it for our exposure. Does that seem like a good way to 

follow up with this exposure from session? 

C: So like something comes up that I need to do and then just don't add it to the list, is that what 

you're saying?  

T: Yup! 

C: Yeah that's fine. 

T: OK sounds good. Alright so let's get out our To Do List. What worries are coming up when 

thinking about completing this exposure? 

C: That I will forget to do something. 

T: Yeah, anything else? 

C: Um… yeah that I just kind of get out of that… it's just more of a worry that like I'll be out of 

that kind of just right state. 

T: So like it won't feel right. 

C: Yeah, I mean I've got the way…the way everything with my list is like everything that I need 

to do that day is on the list. I really use the list to like help me keep track of all the things that I'm 

gonna do. Like especially what it's really useful for…what I use it for is like when I can't… I’m 

trying to think how to put it. A lot of times if I add something that day and I need to do it that 

day it's in a situation where like it's not something that I can do until that evening like if I'm at 

work I need to do something at home then it's great to put it down so I don't have to keep track of 

that thought in my mind I can just rely on my list to have it. So it’s almost like a trust has kind of 

been broken by deleting things. If I get my notes in like a bad state then there's almost a little bit 

of like I feel like it's an extension of my memory of things that I need to do so there's a little bit 
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of like trust broken in there and I feel very disorganized because I feel like my memory is off and 

then that kind of causes me to go back and try to think through things again do the other thing 

that we've been doing for the response prevention, stuff like that. 

T: Right yeah so we're juggling a lot of different worries, a lot of different propulsions that are 

associated with checking our lists or adding things to it. 

C: Mhmm. 

T: And it sounds like some of it is just that like I can't trust myself to remember to do that thing. 

Here I am summarizing what the client is saying into a short statement to let him know that I 

understand what he is saying. 

C: Yes, exactly that's a big part of it is yeah I don't trust myself to remember things.  

T: Yeah so I think that's all stuff to keep in mind for once we delete it we’ll obviously kinda do 

our normal script. So what's our fear that if we forget to do something, what would happen? 

C: Um…yeah I don't really know. Again yeah it's just more of a worry that I'll forget to do 

something. I don't worry that something bad will happen that because I didn't do. I’m just a 

completionist and just want wanna do everything I'm supposed to do. 

T: So, it’ll be like we haven’t gotten it done that will be just really anxiety provoking and we 

may or may not be able to handle it may or may not be able to resist compulsions. Is that maybe 

part of it too, is that it increases other compulsions? 

C: Yeah, I mean a lot of times yeah my that's the part that causes my whole redo mode, I think a 

lot of times there'll be situations, things that are anxiety provoking, something that gets 

misplaced or whatever that'll cause me a lot of stress and I almost hit like a breaking point when 

things hit a certain point then I just wanna start from scratch and do everything over again. So I'll 

scan all my rooms. I’ll do all that. I'll think of things to add to the list. As I'm scanning the room 

I'll add things to my list. I'll keep going through I'll keep thinking of things. I'll probably sit there 

for 15 minutes and continue to think after I've looked through everything and then try to 

reorganize those lists completely. So it's a whole kinda reset pretend nothing is organized reset 

organize everything and so, sorry I'm kind of rambling. 

T: No I know what you mean. Yeah it just shows that it's kind of like a tidal wave like it's just 

like kind of all or nothing it feels like and so that's what we're gonna be trying to like dive into is 

challenging whether it has to be all or nothing. 

Identifying cognitive distortions with his list making.  

C: Yeah exactly I feel like when especially yeah the list getting out of a good state out of that just 

right state is definitely the times that it causes the most anxiety and I have to feel like I've gotta 

redo everything. It doesn't happen so much with like physical objects it's just because the To-Do 

list is how I keep track of things so if one thing gets messed up on there then I feel like 

everything is messed up and I gotta redo it all.  

T: Totally, that makes that makes sense. OK so what's our anxiety level thinking about deleting 

an item off of our daily to do list. 

Getting SUDS ratings is an important part of exposures to ascertain difficulty level and when 

habituation has begun to occur.  

C: Umm…5.  

T: Okay. So let's uh…do we have it open? 

C: Yeah.  

T: Alright so I want us to pick an item that feels risky but I know it's our first To Do List 

exposure so it doesn't have to be the hardest item on the list. So, what do you think that might be 

when you're looking at it? 
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Just like with the rearranging items in his room, we are using a graduated approach with this 

exposure, with the intention to increase difficulty in the future by deleting more important items 

or more total items. At the end of treatment, the hope would be that Simon is able to use his lists 

in a more normative way which would likely look like not checking excessively, not remaking the 

list multiple times a day, and only using the list when he needs to check what to do next or mark 

an item off of the list. The hope for this exposure is to make the list feel not just right and lean 

into that discomfort. Previous to this exposure, we had already limited the behavior of adding 

items to the list that he likely wouldn’t forget (e.g. “brush teeth” or “eat dinner.” 

C: I think a good thing might be I have a couple to-do items to help me plan my ski trip that's 

coming up here in January. That might be a good thing because yeah it's more important than 

just some of these things that like I knock out today but it's not like of the utmost importance. I 

wouldn’t forget about that kind of stuff. 

T: OK well we don't know, we might forget about it right? 

Here I help Simon lean back into the uncertainty that he could forget as telling himself he 

wouldn’t forget is a form of self-reassurance that we are trying to eliminate.  

C: That's true. 

T: OK so yeah let's go ahead and delete that item off the list. 

C: OK it is deleted.  

T: Alright so sorry you said it was like a notification to prompt you to work on planning your ski 

trip. 

C: Yeah. Yeah which also my To Do List you said notification so just to clarify with that I know 

a lot of people do when they have like to do items and stuff they have reminders to set them to 

remind them to do things. I don't use my To Do List like that. My calendar has things that remind 

me of places to be and things like that but my To Do List is not reminders it's just all I always 

like manually and check it. I mean my To Do List is my most used app on my phone. It's always 

open, I'm always checking it so I don't really need notifications to remind me about the things. 

T: Right gotcha. OK so we deleted that item, what's your anxiety level?  

C: 7. 

T: OK so go through a script with me. I know we talked about feeling like you'll forget 

something, that's totally possible, or I feel like your memory can't be trusted by deleting things 

and it also might cause you to have to redo everything. So yeah walk me…walk me through that 

script. 

C: Yes, so I just deleted an item off of my To Do List. I'm worried that I will forget to do the 

thing.  

T: So let’s word that a little bit differently. So I might forget it. 

Here I am providing gentle feedback on his script. It is helpful to eliminate the phrase “I’m 

worried that”and more directly lean into the certainty by stating that the feared outcome might 

happen.  

C: Yeah, I might forget to do the task and I might have to…because I forgot the task I might 

spend an hour trying to redo the lists and think back through things that I need to do and redo 

everything. All that is kind of causing me anxiety but I'm just gonna sit with it.  

T: What's out anxiety level now? 

C: Probably an 8. I think it's moved up a little bit. 

T: OK, keep going. 

Here I am pushing him to continue with the exposure despite high anxiety level.  
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C: Yeah so I just deleted an item off my To Do List. I might forget to do that item now or in the 

future. Also, because that item is gone, I’ll feel like my whole list is disorganized and I might 

spend an hour trying to redo my list and think through all the tasks that I need to do and that's 

causing me anxiety but I'm just gonna sit with that. 

T: I want us to kind of add into this like I can't trust my memory to help me remember to do the 

item. 

More gentle feedback to make the list more salient to common fears he experiences. 

C: Okay so I just deleted an item off my list. I might forget to do that task. I also feel like I need 

to redo all of my entire list and think through all the tasks that I need to do again because it is 

disorganized. I feel like I can't really trust my memory to remember those things to do and so all 

of this is giving me anxiety but I'm just going to sit with it. 

T: Nice, let’s keep going with that. You’re doing great. 

C: So I just deleted an item off of my To Do List. I might forget to do the item and I feel like I 

have to redo my entire list in every… all of my tasks because I feel like my list is disorganized. I 

don't think that I can trust my memory to remember to do all these things so that is all wasted 

time trying to remember how to do all those. So I could spend that time doing something more 

productive and all that is giving me anxiety I'm just gonna sit here. 

T: Nice. You still at an 8? 

C: Um maybe a 7. It’s gone down just a tad. 

T: Let's keep going. 

C: So I just deleted an item off of my To Do List. I might forget to do it. I also feel like I need to 

redo all my lists because just the one items missing and I feel like I'm forgetting to do things. I 

might spend an hour trying to remember what I need to do to refill the list because I don't feel 

like I can trust my memory of the things that I need to do and all this is giving me anxiety but I'm 

just going to sit. 

T: Alright, again. 

C: So I just deleted an item off of my To Do List. I might forget to do it. I also feel like I might 

forget to do the other things that are on my list and that it's disorganized so I need to go back 

through and think through the things that I need to add the list. I don't trust my memory to 

remember all of these tasks that I have to do. So all this is giving me anxiety but I'm just going to 

sit.  

T: We still at a 7? 

C: I think it's kind of gone back up to an 8. 

T: Okay, what do you think made it go up? 

C: I don't know when I just..the last time I said it when I started saying it I just started feeling a 

knot in my stomach. 

T: Mhmm the physical feelings of anxiety. 

C: Yeah it just kind of goes up and down throughout the process. 

T: Yeah, let's keep going. 

C: So I just deleted an item off my To Do List. I might forget to do it and it's causing me to feel 

like I'm completely disorganized and I need to redo all of the items on my list because I don't 

trust my memory to remember the things that I need to do. All of this is giving me anxiety but 

I'm just going to sit with it. 

T: Keep going. 

C: So I just deleted an item off of my To Do List. I might forget to do it and it's causing me to 

feel like all of my entire list is disorganized and that I'm forgetting to do things. I don't trust my 



TREATMENT OF OBSESSIVE-COMPULSIVE DISORDER 73 

 

memory to remember all of these tasks that they need to do so I might spend an hour trying to 

redo my list and that's time that could be better spent doing something else. So all this is giving 

me anxiety and I'm just going to sit with it. 

T: Alright, still at an 8? 

C: Yeah. 

T: Alright, keep going. 

C: So I just deleted an item off my To Do List. I might forget to do it and that's causing me to 

think that I am forgetting other tasks too because I don't trust my memory to remember all of 

these things that I needed to do. So I feel like I might spend an hour trying to redo the list, to 

redo all of my To Do Lists and that's causing me anxiety that I'm just going to sit with. So I just 

deleted an item off of my list. I might forget to do it and that's causing me to feel like everything 

on my list is disorganized and because of that I might spend an hour trying to reorganize all my 

entire list and everything on it so that I can remember what I need to do. But all of this is giving 

me anxiety and I'm just going to sit with it. 

T: OK. Are still at an 8? 

C: I think it's dropped down to a five. 

T: OK so uhm awesome. I think yeah I think it's hard with…so a lot of times with exposures we 

want…you know our anxiety to go way down during the exposure. I think with a lot of the 

exposures that we design for your it's just like it's just a longer process because we're not gonna 

put the item back on and we're probably gonna have to keep resisting our compulsions 

throughout the day so it's kind of…don't always expect it to go down a bunch like while we're in 

session together kind of like how you probably noticed with your at home exposures it takes 

longer than just like 15 minutes to let it go down. But notably it does always go down which is 

really nice.  

Here I am demonstrating my general knowledge of habituation as well as what this looks like for 

his presentation. Given that Not Just Right experiences take longer to habituate, most exposures 

in session did not see a large decrease in SUDS and the most important part was continuing to 

resist compulsions outside of session. In spite of that, a drop in SUDS from an 8 to a 5 is a nice 

decrease.  

T: So yeah awesome job with that. So what do you think this might look like for response 

prevention this week? I know we talked about resisting adding one item so what do you think 

that'll look like? 

Again, allowing for the client to apply the skills he has learned to formulate his treatment 

homework. 

C: I would say in the morning when um I'm making my list something that I know that I need to 

do that day just not adding it to the daily list. 

T: Yeah and I think it'd be good to kind of switch it up each day with what type of item needs to 

or to keep off the list. So things that are riskier, things that we have to do at work, or things that 

we have to do at home we can kind of just change it up each day since we are hoping to 

generalize that over time. Does that sound good?  

Continuing to allow for a graduated approach within this response prevention goal and setting 

more clear expectations for what that should look like during the week.  

C: Yeah. 

T: OK so and then like we said let's kind of just set ourselves up for the week of repeating 

exposures from last week. So what did that look throughout the week with what items we 

arranged? 
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High use items tended to be more difficult for Simon to put out of place as this increased the fear 

that he wouldn’t be able to find them when he needed to use them, so it was important to move to 

those more difficult items and continue leaning into that uncertainty. 

C: Yeah, I my goal was to get to my night stand and to get things moved out of my night stand 

but again because of the high anxiety levels I did not end up getting there. But everything else 

like the second toughest place in my closet I did all that. In my desk drawer that's also tough did 

that. So there are some of the more tough things that I did. The toughest being my nightstand did 

not get to go through but I got through everything that I did do.  

T: Yeah awesome so I think that just sets us up perfectly for this week since we are repeating it 

we have the time to get to those more difficult areas. So yeah I think let's just go ahead and 

rearrange some stuff, specifically items in your night stand, and sit with our script like we 

normally do and then we'll finish up and talk about homework for the week like we normally do. 

C: Alright. 

T: So what did we rearrange? 

C: Yeah so I moved some clothes around in my closet to where they're not supposed to go and 

took items out of my nightstand. I took a few things out of my dresser and then I moved things 

around in my desk drawers.  

T: Alright so walk me through our exposure script for a few minutes. 

C: I just disorganized my room. Things are not where they're supposed to be and I'm worried that 

I will forget where they are or what to do because the items are misplaced. That feeling of 

forgetfulness is causing me anxiety and I feel like I want to I go through my room, rescan, figure 

out where everything goes. I might spend an hour trying to remember where things are or what to 

do and that's time that could be better spent doing something else and so all that is giving me 

anxiety but I'm just going to sit with it. 

T: What’s our anxiety level? 

C: Probably a 6. 

T: Okay. 

C: So I just disorganized my room. Moved things in my dresser, my closet, in my desk drawer, 

and nightstand. Disorganized them and I might forget those things and I might forget to do 

something because those items are misplaced. I'm worried that I'll spend a bunch of time trying 

to remember where to put those things or trying to remember something to do because those 

items are misplaced and that's time that can be better spent doing something else and so all this is 

giving me anxiety but I'm just going to sit with it. and  

T: Let's remember what we talked about last time. We talked about the kind of the worries too 

with like work the next day how about how it might be distracting at work or anything that's 

related with that kind of how we're extending it to the end of the work day. 

Continuing to add more items into the script to make it more salient to worries.  

C: Yeah so I just disorganize my room and there are things in my dresser, my closet, and my 

desk drawer that I moved around. I might have forgotten where things go and I feel like I've 

forgotten to do things because those items are misplaced. I'll probably spend an hour or a long 

time trying to remember where things go or things to do because those are misplaced. Especially 

I might spend that time worrying and trying to remember at work where I need to be productive 

with my time so all of this is giving me anxiety but I am just going to sit with it. 

T: What’s our anxiety level? 

C: Probably 7. 

T: Alright let’s keep going. 
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C: So I just disorganized my room. I moved things out of my dresser and my closet and my desk 

drawers. I might have forgotten where things go. I am also worried that I'll forget to do 

something because those items are misplaced and I might spend an hour or longer trying to 

remember where things go or trying to remember something to do because those items are 

misplaced and that time could be better spent doing something else. Especially at work where 

I'm trying to think through the things in my house that's time that I need to be very productive so 

all of this is giving me anxiety but I'm just going to sit with it.  

T: Nice. 

C: So I just disorganized my room. I moved things out of my dresser, my closet, and my desk 

drawers. I might forget where something is. I also worry that I'll forget to do something because 

the items aren't misplaced and I'll probably spend an hour or longer trying to remember where 

things go or trying to remember a task to do because those items are gone and that is time that 

could be better spent doing something else especially when I'm at work and have no control over 

the things at home and that's a time that I need to be very productive. So all this gives me anxiety 

but I'm just gonna sit with it. 

T: Let’s go through it a few more times. 

C: So I just disorganized my room. I moved things out of my dresser, my closet, and my dresser 

drawers. I might forget where things are. I'm worried that I'll forget to do things because those 

items are misplaced and because of that I might spend hours trying to remember where things are 

or remember something to do because those items are gone. This is time that could be better 

spent doing something else, especially at work when I have no control over the organization at 

home and it's time that I need to be very productive. So all of this is giving me anxiety but I'm 

just going to sit with it. 

T: What’s our anxiety level?  

C: Probably still a 7. 

T: Alright, I'll have you do it two more times. 

C: So I just disorganized my room. I moved things out of my dresser, my closet, and my desk 

drawers. I might have forgotten where something is. I also may have forgotten to do something 

because the items are misplaced. I also feel like I will spend an hour longer trying to remember 

where the items are or remember to do something because the items are gone and this is time that 

could be better spent doing something else. Especially at work when I have no control over the 

organization at home and it's time that I need to be very productive. So all of this is giving me 

anxiety but I'm just going to sit with it. So I just disorganized my room. I moved things out of 

my dresser, in my closet, and in my desk drawers. I may have forgotten an item and I might have 

forgotten something to do because those items are misplaced I might spend an hour or longer 

trying to remember where things um where things are or remember something to do because 

those items are misplaced. Due to all this I think…sorry I got confused. I might spend an hour 

trying to remember where things are or what to do because the items are misplaced this is time 

that could be better doing something else. Especially when I'm at work because I have no control 

over the organization at home and that's time that I need to be very productive so all of this is 

giving me anxiety but I'm just going to sit with it. 

T: Nice. What’s our anxiety level? 

C: Uhh 6 maybe. 

T: Alright so um let's talk about homework. So, I think it's pretty much the same as last week so 

we have really trying to resist our checking our daily To Do List more than 10 times. I think 

again kind of keeping in mind like in the morning maybe trying to get our early wins in there to 



TREATMENT OF OBSESSIVE-COMPULSIVE DISORDER 76 

 

make the whole day easier in general. And then I think just due to difficulties with our goal of 

resisting organizing our thoughts from this past week we will stick with that goal. Has it still felt 

like mental flash cards are helpful with resisting checking or do we wanna like switch up what 

we do? 

C: No I think that's very helpful. It's done a pretty good job of just keeping my mind occupied. 

T: Yeah alright and then I think with that too we just want to keep in mind that like it's to keep 

our mind occupied but it also it can help us lean into the fear of like I'm doing something else so 

I might forget what needs to be done. So we really wanna make sure we're like leaning into those 

worries like anytime that we are able to. 

Providing additional rationale for why this particular goal is important. Throughout treatment, 

we were trying to increase his overall engagement with uncertainty to help increase 

generalization. 

C: Mhmm 

T: And then the thing I added was our To Do List so resisting adding one item that needs to get 

done in our daily To Do List when we like going through it in the morning? Cool, and I already 

added that to your tracking form so that's just like our third goal for the week. And then our 

exposure. So same as last week with daily exposure of disorganizing items in your room and 

then resisting putting them back until after work the following day and then just making sure 

we're sitting with our scripts for 15 minutes after we disorganize everything.  

C: Yeah sounds good. 

T: Alright yeah that is all I have for you. We got through a lot of good stuff today and I think it'll 

be helpful that we're starting in on the to-do list since it seems like that's like something that 

takes up a lot of our time with OCD. 

C: Yeah I mean when I say like when I give you those values for the YBOCS or whatever where 

like my time spent the majority of that time is spent going through my to-do list. That's what 

sucks up most of my time for sure. 

T: Yeah so I think plan for next week is to if we I think even if it's still pretty hard with the 

exposure that we're doing this week that we did last week I think it would be great to try to move 

to this organizing things and then leaving them be. It'll probably be hard at first and then we'll get 

to the place where that feels pretty comfortable I think and then then when we get to the end of 

treatment we can kind of decide how we can put those things back in a non OCD way and we 

can kind of discuss what that might look like more next week as well. 

C: That sounds good. 

T: So, to just mentally prepare you, I think I wanna give us a good challenge next week not that 

you haven't been doing really hard stuff already because you're doing so awesome but I think 

that'll just kind of put the nail in the coffin for like that portion of our treatment. 

C: OK cool sounds good. 

T: Alright and I assume same time next week works for ya? 

C: Awesome and we can talk about next week too like holiday scheduling and I know you have 

your trip to so we can talk about what future sessions’ appointments scheduling and stuff like 

that. 

C: Yeah sounds good. 

T: Alright well then I will see you next week and good luck with your homework. 

C: Yeah see you later. 

T: Bye, thanks! 
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