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Introduction: OCD Wants an Answer 
Hello! I’m Dr. Alexandra Schilling, a licensed clinical psychologist with extensive training in the 
treatment of Obsessive-Compulsive Disorder (OCD). I created this book because I felt there 
was something missing from many existing OCD resources: a simple, relatively short, and 
accessible explanation of three important approaches to OCD treatment all in one place: 
Exposure and Response Prevention (ERP), Inference-Based Cognitive Behavioral Therapy 
(I-CBT), and Acceptance and Commitment Therapy (ACT). 

My hope is to give you a brief introduction to each approach, how it can help with OCD, and a 
clearer picture of what treatment and recovery can look like. 

OCD and Treatment Overview 

OCD is characterized by a cycle of obsessions and compulsions. Obsessions are intrusive 
thoughts, images, urges, sensations, or doubts that create distress or a sense that something 
needs to be resolved. Compulsions are the actions, physical or mental, we use to try to reduce 
that distress, prevent something bad from happening, gain certainty, or make something feel 
“right.” Although OCD can take many different forms, the cycle is remarkably consistent: 
something feels threatening, uncertain, or not quite right, and you feel compelled to do 
something about it. 

OCD wants an answer. 

It wants to know whether you are absolutely certain the door is locked, whether you are 
completely sure you didn’t hurt someone, whether your hands are truly clean, whether you really 
love your partner, whether an intrusive thought says something important about who you are, 
whether you remembered something correctly, or whether you made the right decision. When 
the answer doesn’t feel sufficient, OCD tells you to keep going. Check again. Think about it 
again. Ask someone. Search online. Review the memory. Avoid the trigger. Confess. Wash. 
Compare how you feel. Try one more time to get the answer that will finally allow you to move 
on. 

This does not mean that people with OCD simply need to accept that they can never know 
anything with certainty. We know things all the time using our senses, memory, available 
evidence, experience, and ordinary judgment. You can see that you locked the door, follow 
reasonable hygiene practices, rely on an appropriate medical evaluation, or recognize that there 
is no evidence something has gone wrong. The difficulty arises when OCD refuses to let 
reasonable knowledge be enough.  

You may have watched yourself lock the door, but OCD asks whether you were paying close 
enough attention. You may remember driving home safely, but OCD asks whether you could 
have hit someone without noticing. You may have received an appropriate medical evaluation, 
but OCD asks whether something could have been missed. Once the standard becomes 
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eliminating every possible alternative, there is almost always another hypothetical possibility to 
consider. 

The problem is not uncertainty itself. The problem is that OCD will not let information we 
know through our senses, memory, and ordinary judgment be enough. 

There is another important distinction that will become especially relevant when we discuss 
Inference-Based Cognitive Behavioral Therapy (I-CBT). Sometimes OCD is not asking for 
greater certainty about a doubt that arose from the situation in front of you. Instead, the doubt 
itself began in imagination. Nothing happened to suggest that you hit someone with your car, 
for example, but your mind produces the possibility that perhaps you did and somehow failed to 
notice. Because the scenario can be imagined, it begins to feel as though it deserves 
investigation. OCD can create problems both by demanding an unreasonable degree of 
certainty and by making imagined possibilities feel relevant when there was little or no reason to 
question reality in the first place. 

The “answer” OCD is looking for rarely lasts. Checking may settle the question temporarily, 
reassurance may provide a moment of relief, and another internet search may seem to resolve 
the concern, but eventually another exception or doubt appears. Over time, the attempt to 
resolve these questions can consume increasing amounts of time and attention. Treatment is 
not about learning that we can never know anything. It is also not about finding better and better 
answers to every question OCD produces. It is about learning to recognize when we have 
sufficient information, when genuine uncertainty cannot be eliminated, and when an imagined 
possibility never needed to be investigated in the first place. 

What if getting better doesn’t require answering every question OCD asks? 

This book explores three evidence-based approaches to treating OCD: Exposure and Response 
Prevention (ERP), Inference-Based Cognitive Behavioral Therapy (I-CBT), and Acceptance and 
Commitment Therapy (ACT). Let us summarize each briefly:  

ERP 

ERP is currently widely known as the “gold standard” treatment for OCD. It focuses on what 
happens when an obsession triggers distress and creates an urge to respond compulsively. 
Rather than repeatedly strengthening that pattern through rituals and avoidance, ERP provides 
opportunities to experience a trigger while refraining from the compulsive response. 
Contemporary approaches to ERP emphasize new learning: distress can be allowed without 
automatically escaping it, genuine uncertainty can sometimes remain unresolved, and an 
intrusive thought or urge does not automatically require a behavioral or mental response. In this 
sense, ERP is a form of experiential learning, targeting parts of the brain that learn especially 
well through experience rather than thought alone. The brain is given opportunities to 
experience the alarm without repeatedly responding to it in the same way. 

4 



In ERP, success is not measured solely by how quickly anxiety disappears. A person can 
still feel uncomfortable and have a successful exposure because the important change is 
learning that distress, uncertainty, or an urge can be experienced without automatically 
responding with a compulsion.  

I-CBT 

I-CBT brings our attention further upstream by examining how obsessional doubt develops in 
the first place. OCD can take something that is merely imaginable and make it feel relevant, 
plausible, and deserving of investigation. As imagined possibilities become increasingly 
convincing, a person may begin to distrust information already available through their senses, 
circumstances, memory, and ordinary understanding of reality. I-CBT helps identify this 
reasoning process and recognize when an obsessional narrative has begun to take priority over 
what is actually happening in the here and now. 

Imagine, for example, that you are watching a movie and a character suddenly has a heart 
attack. Your senses tell you that you are sitting on the couch watching a movie, and there is no 
direct evidence that anything is wrong with your own heart. Then the OCD pattern introduces an 
imagined possibility: What if I’m having a heart attack too? Once that possibility feels relevant, 
additional questions can follow. How do I know for sure? What if I’m missing a symptom? What 
if this sensation means something? You may begin checking your pulse, monitoring your 
breathing, scanning your chest for sensations, or searching for information that might settle the 
question. 

What matters in this example is where the doubt originated. There was no evidence of a 
medical emergency that initially required investigation. The doubt began with an imagined 
possibility. OCD then treated that possibility as though it deserved the same consideration as 
information coming from the actual situation. I-CBT helps us recognize this shift and distinguish 
between something that can be imagined and something that has a basis in what is happening 
here and now. This is an important counterbalance to the idea that OCD treatment is always 
about “accepting uncertainty.” Sometimes we do have enough information to know what is 
happening, and repeatedly abandoning that information in favor of hypothetical possibilities is 
part of the OCD process. 

Something being possible in your imagination does not automatically make it relevant to 
what is happening in reality. 

ACT 

ACT approaches the problem from another direction and is often incorporated into other 
treatments. Rather than making the elimination of unwanted thoughts and feelings a 
prerequisite for living, ACT helps us develop a more flexible relationship with our internal 
experiences. Distress and a thought can exist without becoming a problem that must 
immediately be solved. When uncertainty genuinely exists, we can learn to carry some of it with 
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us rather than postponing life until we have achieved a level of certainty that may not be 
available. 

ACT tells you that you do not have to wait for your internal experience to become 
comfortable before you can participate in your life. 

Bringing It Together 

These approaches ask us to pay attention to somewhat different things. ERP examines the 
response to OCD’s alarm and the compulsions that follow it. I-CBT asks how the obsessional 
doubt came to seem relevant in the first place and whether imagination has displaced 
information available in reality. ACT asks whether attempts to control thoughts, feelings, and 
uncertainty have begun to interfere with living according to what matters. The approaches differ, 
but each can help loosen the degree to which OCD determines where our attention goes and 
what we do next. 

Throughout this book, you will find diagrams, examples, highlighted concepts, key points, and 
practical reflection exercises intended to make complicated psychological concepts easier to 
understand and apply. They are not intended to become another set of rules that must be 
followed perfectly. OCD is remarkably capable of turning recovery itself into something to 
analyze, check, and get “right.” You can begin wondering whether you accepted uncertainty 
correctly, whether a response was secretly compulsive, whether you used the right therapeutic 
phrase, or whether you trusted your senses enough. For that reason, flexibility will remain 
important throughout everything that follows. 

Key Points 

●​ OCD creates questions that feel like they require a response. Thoughts, images, 
sensations, memories, or imagined possibilities can suddenly feel important enough to 
investigate, prevent, neutralize, or resolve. 

●​ OCD does not mean that nothing can be known. We can rely on reasonable 
evidence, our senses, experience, and ordinary judgment. 

●​ OCD can demand more certainty than a situation reasonably requires. The problem 
is often not uncertainty itself, but the inability to let reasonable certainty be enough. 

●​ Not every imaginable possibility deserves investigation. Something being 
theoretically possible does not automatically make it relevant to the situation in front of 
you. 

●​ Compulsions attempt to resolve the problem OCD has created. Checking, washing, 
reviewing, researching, reassurance seeking, avoiding, confessing, and analyzing may 
provide temporary relief while keeping the pattern going. 

●​ ERP helps change the compulsive response through new learning, I-CBT 
examines how obsessional doubt was created, and ACT helps us continue living 
without requiring our internal experience to change first. 
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●​ Recovery requires flexibility. Sometimes we can trust what we know, sometimes 
uncertainty must remain, and sometimes the question itself does not require 
investigation. 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

7 



Chapter 1: Understanding the OCD Cycle 
and The Brain 
Neurobiology of OCD 

Just a quick note on neurobiology as it is not the focus of this book. Research suggests that 
OCD involves differences in brain circuits responsible for detecting potential threats, recognizing 
when something may be wrong, and deciding when a response is complete. One commonly 
studied network involves connections between the frontal areas of the brain and deeper 
structures such as the striatum, sometimes referred to as cortico-striato-thalamo-cortical (CSTC) 
circuitry. In OCD, these systems may have difficulty signaling that a potential problem has been 
sufficiently addressed, which can contribute to the persistent feeling that something still needs 
attention. Importantly, these brain patterns are not fixed, and effective treatment can 
change how the brain responds to OCD over time. 

Obsessions and Avoidance Patterns 

Human minds regularly produce strange, unwanted, inappropriate, violent, sexual, 
embarrassing, irrational, or simply meaningless thoughts. Someone standing on a train platform 
might suddenly imagine falling onto the tracks. A loving parent might experience a disturbing 
image involving their child. Someone in a committed relationship might suddenly wonder 
whether they truly love their partner or question their sexuality. Our minds produce all kinds of 
weird thoughts, and the existence of an unwanted thought does not, by itself, tell us very much 
about the person having it. 

The difficulty often begins when a thought, image, sensation, or doubt gets flagged as important 
or threatening (which is briefly explained in the neurobiology section above). Instead of passing 
through like countless other thoughts, it grabs our attention and begins to feel like something 
that needs to be resolved. Why did I think that? Does this say something about me? Could I 
secretly want this? What if this feeling is important? What if I am overlooking a genuine danger? 

Once something feels threatening, anxiety and discomfort increase, along with the urge to do 
something about it. This is where compulsions enter the cycle. We might check, review, 
research, seek reassurance, analyze, avoid, mentally retrace events, or perform another ritual in 
an attempt to reduce the distress or feel more certain. 

Imagine that you leave your house and begin wondering whether you locked the front door. You 
return and check it, which initially seems completely reasonable. A few minutes later, however, 
you begin wondering whether you actually paid attention when you checked. You picture 
yourself touching the lock without properly verifying it, so you return again. After the second 
check, another possibility occurs to you: perhaps the lock looked secure but was not fully 
engaged.  
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At this point, checking is no longer simply about locking the door. It has become a way of 
escaping the anxiety and uncertainty created by the doubt. When you check again, the anxiety 
may decrease and you may briefly feel more certain. And, temporarily, it works. 

That relief is an important part of the cycle. The brain learns from what happened: I felt 
threatened, I performed the compulsion, and then I felt better. That means the 
compulsion must have protected me. The next time a similar thought or doubt appears, the 
brain is more likely to sound the alarm again and urge you toward the same response. This is 
the OCD avoidance cycle: something triggers an alarm, the alarm creates distress, a 
compulsion provides temporary relief, and that relief teaches the brain to rely on the compulsion 
again in the future. 

Diagram: A simplified OCD cycle 
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Key Points 

●​ Intrusive thoughts are common; the OCD cycle involves what happens around them. 
●​ Obsessional doubt often becomes powerful when the mind treats it as requiring 

resolution. 
●​ Compulsions produce short-term relief but can strengthen long-term dependence on 

compulsions to manage the anxiety (no new learning is happening). 
●​ The problem is frequently not the presence of uncertainty but the belief that uncertainty 

must be removed. 
●​ OCD does not mean that nothing can be known with certainty. The problem arises when 

reasonable evidence is no longer enough and OCD demands an impossible guarantee 
before allowing you to move forward. 

●​ Recovery involves changing the relationship between doubt and response. 
●​ Brain patterns associated with OCD can be changed over time with treatment 
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Chapter 2: Recognizing Compulsions, 
Including the Invisible Ones 
Many people recognize compulsions such as excessive handwashing, repeated checking, 
arranging objects, or repeating physical actions. But observable compulsions are not the only 
ones that show up in OCD. It is also very common for people to have invisible compulsions 
going on inside their own minds as they try to find relief. Some people perform very few obvious 
rituals while spending hours each day engaged in mental compulsions that can be just as 
disruptive. 

Mental reviewing is one common example. After a social interaction, someone might replay the 
conversation over and over, trying to determine whether they said something offensive. They 
may inspect the other person’s facial expressions in their memory, analyze the exact wording of 
a sentence, reconstruct what happened immediately before and afterward, and compare the 
interaction with previous conversations. The purpose of all this reviewing is to obtain enough 
certainty to neutralize the obsessional doubt. 

The diagram below explores some of the more common behavioral (visible) and mental 
(invisible) compulsions. 

Diagram: Visible and invisible compulsions 
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Reassurance seeking can function in a similar way. A person might ask a partner whether the 
relationship is okay, ask a parent whether they remember a childhood event, ask a doctor 
repeatedly whether a symptom is dangerous, or describe an intrusive thought to friends in the 
hope that someone will confirm it does not reveal anything terrible about their character. 
Reassurance can also be sought through internet searches, books, online communities, 
mental-health videos, and repeated questions to therapists. 

The important question is not simply what the behavior looks like, but what job the 
behavior is performing. 

Compulsions can also disguise themselves as responsible behavior. A person may tell 
themselves they are simply being careful when they check an appliance repeatedly, morally 
conscientious when they confess every questionable thought, thorough when they research a 
decision for six hours, or self-aware when they analyze their feelings dozens of times each day. 

A helpful question is not simply, “Is this behavior normal?” but, “What am I trying to accomplish 
by doing this right now?” If you are repeatedly doing something to remove obsessional 
uncertainty, neutralize a thought, get a particular feeling, prevent an imagined consequence, or 
convince yourself that you are safe, the function of the behavior deserves attention. 

Key Points 

●​ Many of the most disruptive compulsions occur mentally. 
●​ Reviewing, analyzing, testing, researching, and self-reassurance can be considered 

mental compulsions. 
●​ Ordinary behaviors can become part of OCD when they are repeatedly used to 

neutralize obsessional distress. 
●​ Look at the function of a behavior, not only its appearance. 
●​ Avoid turning "Is this a compulsion?" into another endless certainty-seeking exercise. 
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Chapter 3: ERP and New Learning 

ERP Overview 
Exposure and Response Prevention (ERP) is a specialized form of cognitive behavioral therapy 
and is widely considered a first-line psychological treatment for OCD. ERP involves intentionally 
encountering situations, thoughts, images, sensations, or other triggers associated with 
obsessional distress while reducing or refraining from the compulsive behaviors that would 
ordinarily follow. 

ERP is not simply exposure to fear. The important learning comes from experiencing a 
trigger without automatically completing the old compulsive response. 

For example, someone with contamination obsessions who repeatedly washes their hands after 
touching ordinary household objects might gradually approach appropriate triggers while 
resisting the additional washing rituals OCD demands. Someone with checking OCD might 
practice leaving home without returning repeatedly to inspect an appliance. A person with 
primarily mental compulsions might experience an intrusive thought without spending the next 
hour reviewing memories, analyzing intentions, or constructing arguments against the feared 
interpretation. 

ERP is planned and graded. It does not require abandoning ordinary judgment, genuine health 
precautions, legal obligations, or sensible risk management. 

Habituation and Inhibitory Learning 

Older descriptions of ERP often emphasized habituation, which refers to the tendency for 
distress to decrease after remaining in contact with a feared stimulus for a period of time. From 
this perspective, an exposure might be considered successful when anxiety rises and then 
eventually comes back down. 

Habituation can certainly occur during ERP, and many people find that their distress decreases 
with repeated practice. However, contemporary approaches place less emphasis on anxiety 
reduction as the goal of an exposure. If success depends on feeling calm by the end, a person 
may begin closely monitoring their anxiety and waiting for it to disappear. This can 
unintentionally reinforce a familiar OCD rule: I need to get rid of this discomfort before I can 
move forward. 

Inhibitory learning theory offers a different way of understanding what happens during exposure. 
Rather than requiring the original fear association to disappear, ERP creates new learning that 
can compete with older threat-based learning. The brain may have learned something like, 
“If I feel uncertain, I need to do something about it.” Through ERP, it has opportunities to learn 
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something different: “I can experience uncertainty without automatically performing a 
compulsion.” 

This changes how we measure a successful exposure. Imagine that someone begins an ERP 
exercise with distress at 60/100 and ends the exercise still at 60/100. The exposure has not 
necessarily failed. If the person encountered the trigger, refrained from the usual compulsion, 
and discovered that they could continue despite the discomfort, meaningful learning still 
occurred. 

A successful exposure does not have to end with, “Now I feel safe.” It may 
end with, “I still feel uncertain, and I chose not to perform the ritual.” 

Clinicians may help reinforce this learning by asking questions such as, “What did you learn?” or 
“What surprised you about that experience?” The focus shifts away from “Did my anxiety go 
down enough?” and toward what the person discovered by responding differently. 

The older fear association may not disappear completely. This helps explain why an old OCD 
trigger can sometimes feel powerful again, particularly during stress or in a new situation. A 
return of anxiety does not necessarily mean that previous learning has been lost. 

This is also why practicing ERP across different situations can be helpful. If an exposure is 
practiced only in one setting or under one set of circumstances, the new learning may become 
closely tied to that situation. Practicing in different settings and circumstances can help make 
that learning more flexible and accessible. 

Diagram: New Learning Occurring with ERP 
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Short-Term Relief Versus Long-Term Freedom 

Compulsions can provide short-term relief, which is part of what makes them so difficult to 
resist. Unfortunately, that relief can also reinforce the OCD cycle by teaching the brain to rely on 
the compulsion again the next time distress appears. 

ERP asks you to practice something different. It may feel harder in the short term, but each 
opportunity to respond differently helps build greater freedom from having to do what 
OCD demands. 

Diagram: Short-term relief versus long-term freedom 

 

Key Points 

●​ ERP targets the connection between obsessional distress and compulsive behavior. 
●​ Response prevention is as important as exposure. 
●​ Habituation may occur, but anxiety reduction is not the primary goal. 
●​ ERP should involve appropriate, planned exposure rather than reckless behavior. 
●​ Progress can mean learning that discomfort does not require a ritual. 
●​ Inhibitory learning focuses on developing new associations rather than eliminating the 

original fear response. 
●​ A successful exposure can still feel uncomfortable. 
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●​ Learning occurs when distress or uncertainty is experienced without automatically 
performing a compulsion, escaping, or seeking certainty. 

●​ Over time, repeated practice can strengthen the ability to respond differently when the 
OCD alarm is activated. 

●​ Compulsions may provide short-term relief. Long-term freedom can mean allowing 
things to feel harder now so that OCD has less control over your life in the future. 
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Chapter 4: I-CBT and Obsessional Doubt 
Inference-Based Cognitive Behavioral Therapy (I-CBT) approaches OCD from a different 
starting point. Rather than beginning primarily with exposure to feared situations, I-CBT pays 
close attention to the reasoning process through which an obsessional doubt comes to feel 
relevant and convincing. A central concept is inferential confusion, in which imagined 
possibilities begin to receive greater credibility than information available through ordinary 
perception, context, and common sense. 

Consider someone driving home who suddenly wonders whether they might have struck a 
pedestrian without noticing. There was no visible person in the road, no sound of impact, no 
unusual movement of the vehicle, and nothing else in immediate experience suggesting an 
accident. Nevertheless, the mind produces a possibility: perhaps the driver was distracted for a 
moment. That possibility generates another possibility: perhaps someone stepped into the road 
during precisely that moment. The person then imagines failing to notice an impact and begins 
experiencing the imagined scenario as though it deserves the same attention as an event 
supported by direct evidence. 

Diagram: From reality to obsessional narrative 
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The important point is not that unusual events are literally impossible. Almost any scenario can 
be described as theoretically possible if enough hypothetical conditions are added. The I-CBT 
perspective asks how the doubt became relevant in the first place and whether the person has 
moved away from information grounded in the situation into an imagined narrative constructed 
from possibilities. 

Something being imaginable does not automatically make it evidentially relevant. 

This is where inferential confusion comes in. A person may begin distrusting their senses, 
memory, ordinary knowledge, or direct experience because an imagined possibility feels more 
compelling. They may reason that because memory is imperfect, a feared event could have 
occurred; because accidents sometimes happen, one might have happened here; or because 
other people have made serious mistakes without realizing it, they might have done the same. 

Diagram: Two sources of information 

 
 

I-CBT attempts to help the person recognize this reasoning process and distinguish obsessional 
doubt from ordinary doubt. Rather than debating every feared scenario indefinitely, the person 
learns to identify the point at which they have crossed from information grounded in the 
situation into an imagined sequence of possibilities. 
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The purpose is not to prove that the feared scenario is impossible. The 
purpose is to recognize when imagination has been promoted above reality 
without sufficient reason. 

It is important not to turn this approach into another certainty-seeking exercise. The objective is 
not to construct an airtight intellectual argument against every obsession. That would simply 
create another endless debate with OCD. 

Key Points 

●​ I-CBT focuses heavily on how obsessional doubt is constructed. 
●​ Inferential confusion involves giving imagined possibilities excessive credibility over 

present information. 
●​ Theoretical possibility and evidence are not the same thing. 
●​ I-CBT does not require proving that a feared event is impossible. 
●​ The aim is to return authority to reality-based information rather than the obsessional 

narrative. 
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Chapter 5: ACT. Living Without Waiting for 
Your Distress to Leave 
Acceptance and Commitment Therapy begins with a problem that will be familiar to many 
people with OCD: the more desperately you try to control certain thoughts and feelings, the 
more your life can become organized around them. You may spend enormous amounts of time 
trying not to feel anxious, trying to eliminate intrusive thoughts, trying to obtain certainty, or 
waiting until something feels completely right before allowing yourself to move forward. 

ACT does not require you to like intrusive thoughts or resign yourself to suffering. Instead, it 
questions the assumption that unwanted internal experiences must disappear before meaningful 
action can occur. 

You do not have to resolve every uncertainty before you can choose how to live. 

If anxiety is present, can you still participate in a conversation? If uncertainty about your 
relationship is present, can you still behave according to the kind of partner you want to be? If 
an intrusive thought appears while you are playing with your child, can the thought remain in the 
background while you return your attention to your child? 

Diagram: The ACT shift 
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Cognitive Defusion: Seeing Thoughts as Thoughts 

One important idea in ACT is cognitive defusion, which involves changing the relationship you 
have with thoughts rather than continually arguing about whether each thought is true. A 
thought such as "I might be dangerous" can feel like a verdict requiring immediate investigation. 
Defusion helps you recognize that your mind is producing a thought, prediction, image, memory, 
or story. 

You might have the thought, What if I contaminated someone? and immediately begin reviewing 
what you touched. You might think, What if I do not really love my partner? and start checking 
your feelings for evidence. Or the thought What if I lose control? may trigger an urgent attempt 
to determine whether you are capable of doing something terrible. 

In ACT, becoming entangled with the content of a thought in this way is often called cognitive 
fusion. When you are fused with a thought, it can become difficult to distinguish between having 
a thought and needing to respond to what the thought says. 

Cognitive defusion involves changing this relationship. Rather than trying to prove that the 
thought is false, you practice noticing it as something your mind is producing. 

Instead of: 

“I might be dangerous.” 

you might notice: 

“I am having the thought that I might be dangerous.” 

This small shift is not meant to secretly reassure you that you are safe. The second statement 
does not settle whether the first one is true or false. It simply describes what is happening in the 
present moment: your mind has produced a thought. 

This distinction matters in OCD because attempts to determine whether an intrusive thought is 
true can easily become another form of compulsive checking, analyzing, or reassurance 
seeking. Defusion offers another possibility. The thought can be present without being turned 
into a question that must immediately be answered. 

The goal is not to make the thought disappear, make it feel less frightening, or convince yourself 
that it is meaningless. Sometimes distress decreases when you practice defusion, and 
sometimes it does not. Either outcome is compatible with the exercise. What matters is whether 
you can allow the thought to exist without automatically organizing your behavior around it. 
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Diagram: Fusion versus defusion 

 
 

ACT also places considerable emphasis on values. OCD tends to narrow life by making threat 
reduction the central priority. Decisions become organized around avoiding triggers, preventing 
anxiety, obtaining certainty, or making sure nothing goes wrong. Values provide another 
direction. 

Values do not tell you how to eliminate OCD. They help you remember what 
you want your life to stand for while OCD is present. 

A person might care about friendship, parenthood, creativity, education, spirituality, health, 
adventure, community, compassion, or independence. These values do not eliminate OCD, but 
they can help answer a different question: if I were not required to solve this obsession first, 
what would I want to be doing with this moment? 

The result is a gradual shift from symptom-centered living toward values-centered living. 
The question becomes less about whether you managed to feel calm and more about whether 
you were able to participate in your life. 

This brings us to the primary goal of ACT: Psychological flexibility. 
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Psychological Flexibility: Making Room for More Than OCD 

Defusion, acceptances, and values guided living are part of a broader ACT concept called 
psychological flexibility. Psychological flexibility is the ability to remain in contact with your 
present experience while choosing behavior that serves what matters to you. 

OCD often encourages the opposite pattern. It says that before you continue with your day, you 
must first become certain. You must first check. You must first understand why you had the 
thought. You must first get rid of the uncomfortable feeling. 

Psychological flexibility creates another option: The thought can be here, the uncertainty can 
be here, and I can still choose what I do next. 

Imagine that you are spending time with someone you love when an intrusive thought appears. 
A psychologically inflexible response might involve leaving the interaction mentally or physically 
in order to analyze the thought until it feels resolved. A more flexible response does not require 
suppressing the thought or forcing yourself to feel calm. You can notice the thought, make room 
for the discomfort it brings, and gently return your attention to the person in front of you. 

This is why psychological flexibility is closely connected to values. Defusion creates some space 
between a thought and your response to it. Acceptance allows uncomfortable internal 
experiences to remain without making their removal the immediate goal. Values help determine 
what you would like to do with the space that opens up. 

The aim is not to become so detached from your thoughts that nothing bothers you. It is to 
become more flexible in how you respond to them. 

OCD says: “Deal with this thought first, then return to your life.” 

ACT asks: “Could this thought come with you while you return to your life now?” 

Key Points 

●​ ACT does not require unwanted thoughts or feelings to disappear before action can 
occur. 

●​ Cognitive defusion helps create distance from thoughts without having to disprove them. 
●​ Acceptance is not agreement, approval, or resignation. 
●​ Values provide a direction beyond the immediate goal of reducing anxiety. 
●​ Meaningful action can occur while uncertainty remains present. 
●​ Psychological flexibility allows you to return to living your values instead of centering 

your life around your symptoms 
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Chapter 6: When Recovery Strategies 
Become Compulsions 
One of the more frustrating features of OCD is its ability to attach itself to almost anything, 
including treatment. A person can learn several useful therapeutic ideas and then discover that 
OCD has transformed them into another set of rules. Instead of asking whether the door is 
definitely locked, they may start asking whether they performed response prevention correctly. 

Therapeutic phrases can also become rituals. Someone might learn to respond to an obsession 
with a phrase such as "maybe, maybe not" and initially find it helpful because it interrupts 
compulsive debate. Later, however, they may discover themselves repeating the phrase twenty 
times until they feel calmer. This is also why moving away from habituation in ERP is important. 
We do not want to reinforce the avoidance of distress patterns but, rather, move towards the 
new learning of tolerating discomfort that occurs as we create competing responses.  

A recovery tool can become compulsive when its purpose shifts from increasing 
flexibility or new learning to producing certainty or immediate relief. 

The same problem can occur with mindfulness, grounding, acceptance, or sensory attention. A 
person may repeatedly check the present moment to prove that an imagined danger is not real, 
meditate until an intrusive thought disappears, or attempt to "accept correctly" until anxiety falls. 

A useful recovery principle is flexibility. You do not need to respond to every intrusive thought 
with the same sentence, complete a five-step process whenever anxiety appears, or determine 
which therapy model applies before returning to your day. 

Recovery techniques should help you become more flexible, not create a new set of 
rules that OCD insists you perform correctly. 

There isn't a perfect therapeutic response to an intrusive thought. If you find yourself searching 
for exactly the right thing to say or do, OCD may have simply found a new question to solve. 

Key Points 

●​ OCD can attach itself to therapy techniques. 
●​ Coping phrases can become rituals if repeated for reassurance or relief. 
●​ Mindfulness and acceptance practices can also be used compulsively. 
●​ Flexibility is more important than perfect technique. 
●​ The goal is to return to life, not to complete a flawless therapeutic routine. 
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Chapter 7: Returning to Your Life 
By this point, we have looked at OCD from several different angles: how intrusive thoughts and 
obsessional doubts become significant, how compulsions keep the cycle going, how the mind 
can become pulled into imagined possibilities, and how efforts to get rid of distress can 
gradually take up more and more space in a person’s life. We have also explored how treatment 
can interrupt these patterns in different ways. 

Together, ERP, I-CBT, and ACT offer different ways of loosening OCD’s grip: ERP helps you 
change how you respond to OCD’s urges, I-CBT helps you recognize when obsessional doubt 
has moved away from reality and into imagination, and ACT helps you make room for difficult 
internal experiences while returning your attention to the life you want to live. 

Diagram: The 3 Approaches to OCD Summarized 

 

Ultimately, though, recovery is about more than understanding OCD or becoming skilled at 
therapy techniques. It is about giving OCD less authority over your time, attention, choices, and 
behavior. There may still be intrusive thoughts. There may still be moments of uncertainty, 
discomfort, or convincing doubt. The difference is that these experiences do not have to 
determine what happens next. 
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Recovery often shows up in ordinary moments. You leave a question unanswered and finish 
breakfast. You notice the urge to review a conversation and return your attention to what you 
were doing. You recognize that your mind has created a hypothetical problem and choose not to 
investigate it. You feel uncertain and continue with your day anyway. 

These moments may not feel dramatic, but they represent an important shift. The goal is not to 
reach a point where OCD never produces another question. It is to reach a point where those 
questions no longer have the power to repeatedly pull you away from your life. 

OCD may still ask the question, but you get to decide what happens next. 

 

Diagram: From OCD-Centered Living to Life-Centered Living 

 

 

Key Points 

●​ OCD can gradually pull time, attention, and behavior away from ordinary life and toward 
resolving doubt. 

●​ ERP, I-CBT, and ACT are different approaches to treat OCD  
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●​ An obsession does not automatically create an obligation to respond. 
●​ Recovery is not dependent on eliminating intrusive thoughts, uncertainty, or discomfort. 
●​ Many meaningful changes happen in ordinary moments when you choose not to 

organize your behavior around OCD. 
●​ The larger goal is not to become better at answering OCD’s questions. It is to build a life 

in which those questions no longer get to determine what you do next. 
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Further Reading and Professional Support 
If you would like to learn more about OCD or the treatment approaches discussed in this book, 
the resources below are a good place to continue. You can also find additional information and 
support through reputable OCD organizations and clinicians who specialize in OCD such as the 
International OCD Foundation (IOCDF.com). 

If you are looking for a therapist, consider asking about their specific experience treating OCD 
and their training in ERP, I-CBT, ACT, or other OCD-specific approaches. 

Recommended Reading 

1.​ Treating Your OCD with Exposure and Response (Ritual) Prevention Therapy: Workbook 
(Treatments That Work) by Elna Yadin, PhD, Edna B. Foa, PhD, and Tracey K. Lichner, 
PhD 

2.​ Getting Over OCD: A 10-Step Workbook for Taking Back Your Life by Jonathan S. 
Abramowitz, PhD 

3.​ Freedom from Obsessive-Compulsive Disorder: A Personalized Recovery Program for 
Living with Uncertainty by Jonathan Grayson, PhD 

4.​ Stop Obsessing!: How to Overcome Your Obsessions and Compulsions by Edna B. Foa, 
PhD & Reid Wilson, PhD 

5.​ The Mindfulness Workbook for OCD by Jon Hershfield, MFT & Tom Corboy, MFT 
6.​ The ACT Workbook for OCD: Mindfulness, Acceptance, and Exposure Skills to Live Well 

with Obsessive-Compulsive Disorder by Marisa T. Mazza, PsyD 
7.​ Overcoming Unwanted Intrusive Thoughts: A CBT-Based Guide to Getting Over 

Frightening, Obsessive, or Disturbing Thoughts by Sally M. Winston, PsyD & Martin N. 
Seif, PhD 

Whatever approach you explore, treatment is not about performing mental-health techniques 
perfectly. The purpose of treatment is to increase your ability to participate in your life. 

 

Looking for support in healing from OCD? Reach out to work with one of our therapists! 

www.BrainBodyOCDCounseling.com 
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