
Practical lessons from research for improving CBT for OCD 

Reuven Dar, PhD. Tel Aviv University, ISRAEL 

This workshop would focus on the contribution of research on OCD to cognitive behavioral 

interventions for this disorder. I will start with implications of the current metacognitive models 

for treating obsessions and move on to implications of our own research for treating rituals. I will 

discuss these ideas in the context of case examples from my own clinic.  

One of the most important current models of OCD is the metacognitive model of obsessions. This 

model describes how intrusive thoughts are perpetuated and become obsessive due to the 

metacognitive beliefs associated with OCD. These beliefs are that thoughts are very important – 

for example, that violent images reflect violent urges, that thoughts can lead to actions or even to 

event in the world that are unrelated to one's actions. Directly related to the beliefs about the 

importance of thoughts are beliefs that thoughts should be and can be controlled. I find that 

Acceptance and Commitment Therapy (ACT) is a very good fit for tackling these problematic 

beliefs. ACT focuses on "defusing" the identification of people with their thoughts. It emphasizes 

that thoughts are often arbitrary and that people should not, and cannot, control their own 

thoughts. This message is communicated and practiced through various metaphors, examples and 

exercises. I will demonstrate and discuss some of these techniques and their utility for breaking 

the vicious cycle of obsessions in OCD.  

Our own research has demonstrated that people with OCD have an "illusion of control," so that 

they overestimate the amount of control they have over events. We hypothesized that this illusion 

of control provides relief from the anxiety that ensues from a lack of fit between high needs for 

control and the insufficient control all of us have over important life events. We suggest that OC 

rituals, especially those that are aimed to prevent harm to self or others, reflect an attempt to 

sustain that illusion of control. In the second part of the workshop I will outline how CBT for OCD 

can be improved by considering with the client this function of their rituals. I will illustrate how 

real – though limited – control can be substituted for illusory control and thus reduce the need for 

rituals. 

LEARNING OBJECTIVES  

Participants will learn how current models of OCD can help us not only to understand the disorder 

better but also to develop new and effective interventions that can improve psychological 

treatment of clients with OCD.  

 

 

 

 

 



The Use of Imaginal Exposure in OCD:  Why, When and How? 

Jonathan Huppert, PhD., The Hebrew University of Jerusalem, ISRAEL 

 

 

This workshop for practitioners treating OCD will focus on effective use of the technique of 

imaginal exposure. While in vivo exposure is a common component of most CBT treatments for 

the anxiety disorders, imaginal exposure has recently been emphasized mainly for the treatment 

of PTSD. However, imaginal exposure has been used in many forms over the years, including for 

the treatment of OCD, panic disorder, social anxiety, and GAD. I present data and a rationale for 

why imaginal exposure may be an important part of the therapist’s armamentarium when treating 

OCD including difficult to treat cases. Overall, imaginal exposure may facilitate habituation, 

decrease avoidance behaviors, promote positive emotion regulation strategies, facilitate 

acceptance of negative emotions, change cognitions, and facilitate the therapeutic alliance. Topics 

covered will include an overview of the theory of what maintains anxiety, the history of use of 

imaginal exposure, potential mechanisms of its action, the step-by step procedures utilized, and 

the specific adaptation of imaginal exposure to the individual subtypes of OCD.  Indications and 

contraindications for the use of imaginal exposure will be addressed.  Real case examples will be 

used to illustrate, and participation from workshop attendees will be encouraged. Written 

materials to assist therapists in utilizing imaginal exposure in therapy will be provided.   

  

 

 

 

 

 

 

 

 

 

 

 



Treating Children and Adolescents suffering from OCD using Exposure 

and Response Prevention Therapy 

Kitty Dahl PhD. 

Centre for Child and Adolescent Mental Health, Oslo, NORWAY 

ABSTRACT 

This workshop will focus on key factors in treating Children and Adolescents suffering from 

Obsessive-Compulsive Disorder using Exposure and Response Prevention Therapy. 

The presentation will be practical oriented. I will use clinical cases to demonstrate how to 1) 

evaluate the problem, 2) describe the treatment procedure, 3) make a treatment plan and 4) 

motivate and guide the children and adolescents to participate in the treatment. I will discuss how 

I work with the parents and close family. Since the close family members easily get negatively 

involved in the child’s OCD rituals, it is usually important to show both the parents and the child 

how to change the negative OCD cycle and how the parent best can support the child’s exposure 

training.  

The evaluation of the symptom severity will be based on the information obtained from the CY-

BOCS semi-structural interview (Children’s Yale-Brown obsessive Compulsive Scale) and through 

developing symptom hierarchies. In order to develop a good treatment plan the therapist need to 

understand how the child logic behind their obsessive-compulsive behavior. We need to know 

what the maintaining factors for the disorder by asking 1) Why the child have to do their rituals?, 

2) What do they think will happen if they cannot do their rituals in their specific way?, 3) Why do 

they have to do their rituals in certain ways?, and 4) Which situations trigger the obsessive 

thoughts and compulsive behavior? 

We want to separate the healthy child from the obsessive symptoms by externalizing OCD in 

attempt minimize guilt and blame, and focus more on positive goal orientation and strengthening 

on the child’s self-esteem. 

The treatment plan needs to be adjusted to age. I will discuss how different developmental 

themes may influence the OCD symptoms. 

LEARNING OBJECTIVES 

• Evaluate the child’s OCD symptoms: assess the child’s logic (cognitive distortion) 

• Make detailed system hierarchy based on the obsessive thoughts 

• Make a treatment plan 

• Guidelines for teaching and motivating the child and close family to change negative 

behavior patterns 

 



Don’t try harder. Try different. 

Introducing the Concepts of CBT and ERP in an Understandable Way to 

Your Patients and Their Families 

 

Patrick B. McGrath, Ph.D., Alexian Brothers Center for Anxiety and 
Obsessive- Compulsive Disorders, ILLINOIS, USA 

 

ABSTRACT 

 

It is VERY important to be able to get patients to buy in to utilizing Cognitive Behavioral Therapy 

and Exposure and Response Prevention treatment quickly. The most difficult part of doing this will 

be convincing a patient that the most important part of treatment is to actually do the very things 

that you are afraid of instead of Safety Seeking Behaviors (Avoidance, Reassurance Seeking, and 

Distraction).  

 

This talk will review presenting the rationale of CBT and ERP to a patient in a way that gives the 

most basic of information about CBT and ERP while also putting them at ease and motivating them 

to give CBT and ERP a chance to work.  

 

We will review how to present the following concepts to patients so that they will buy into 

treatment:  

 

• Why CBT is the way to progress in the treatment of OCD.  

 

• Why adding ERP to your treatment is the most important piece of treatment, with the main 

focus being on the Response Prevention piece of the treatment. 

  

• How to present CBT and ERP to patients in such a way that they will understand them 

(utilizing some simple charts and drawings to show patients a very basic rationale for CBT and 

ERP).  

 

• A format for presenting CBT and ERP to patients that will challenge basic cognitive 

distortions and motivate them to start their ERP and challenge their safety seeking behaviors. The 

main concept is called, “Don’t Try Harder, Try Different,” with the main idea being that people 

with OCD try harder and harder to make their obsessions go away, and the more they try to make 

the obsession go away, the worse they actually feel. So, treatment does not involve having people 

trying harder and harder to make the obsession go away; treatment involves having the patient 

doing the opposite of what they have been doing – they are to go and purposely face their fears 

instead of doing rituals.  

 

 

Basic Don’t Try Harder, Try Different Principles 

a. Should Thinking (All or Nothing Thinking) 

b. Beliefs of Can’t Versus Won’t 

c. Perfectionism 

d. The illusion of control 



e. The rules of the world apply to me differently to me than they do to all others 

f. Nothing is actually anxiety provoking, unless you think that it is 

 

• Discuss the effects of short term versus long term reinforcement and how we need to get 

people to work toward long term reinforcement instead of short term reinforcement. 

 

• Discuss the concept of the difference between possibility versus probability – just because 

the occurrence of the theme of the obsession is possible does not mean that the feared 

consequence is highly probable.  

 

• How to get people to do their first exposure – motivation to do treatment is the best 

predictor of the success of treatment, so how do we motivate people to challenge their OCD? 

 

• Maintaining the motivation and continuing to do CBT and ERP. 

 

• Relapse prevention and maintaining gains even after treatment is over.  

 

We will also review ways to help family members of those affected by OCD, and how to challenge 

treatment interfering behaviors that individuals with OCD often use.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Acceptance and Commitment techniques in the treatment of OCD. 

Cognitive Defusion in practice. 

Barbara Barcaccia, Psy.D. 

Associazione di Psicologia Cognitiva, Rome, Italy 
 

  

It is well known that cognitive behavioural therapy (CBT) has evolved in the last two decades and 

has proven to be one of the most effective treatments for several psychiatric disorders: it is 

considered the elective form of psychotherapy for many Axis I and for several Axis II disorders, as 

well as for many other clinically relevant problems (Rector, 2011). Obsessive-compulsive disorder 

can be effectively treated with CBT, although several patients still refuse to undergo 

Exposure/Response Prevention treatment.  

Particularly the latest developments of CBT have increasingly highlighted the pivotal role of the 

acceptance process in psychotherapy, at two different levels: 1) the level of external aversive 

events (loss, separation, physical illness, bereavement, etc.). 2) the level of internal negative 

states, i.e. negative emotions and thoughts (Hayes,2004; Hayes et al., 2006; Mancini e Barcaccia, 

2008; Saliani et al., 2011).  

In the course of this workshop participants will be presented with the newest available tools 

deriving from ACT (Acceptance and Commitment Therapy, part of the so-called “third wave” of 

CBT), particularly Cognitive Defusion. 

 In the ACT perspective most of human suffering stems from experiential avoidance, i.e. the 

attempt at avoiding or suppressing negative emotions, mental images, thoughts, etc. The 

strategies proposed by ACT result to fit well with the problems of Obsessive-Compulsive patients, 

who relentlessly try to suppress/neutralize their “nasty” thoughts.  These attempts can be 

effective just in the short term, but are utterly counterproductive and self-defeating in the 

medium and long term, and conversely contribute to the maintenance and the exacerbation of 

OCD. The new technical tool will be presented in an experiential way, in which participants will be 

invited to practice the proposed techniques. 

 

LEARNING OBJECTIVES: 

By the end of the workshop the trainers will be able to use at least 5/6 different ways of delivering 

“cognitive defusion” and will be capable of using them in therapy.  

 


