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Abstract
Obsessive-compulsive disorder (OCD) is a serious mental disorder that affects approximately 1% of all 
children and adolescents. OCD is characterized by intrusive and recurrent anxiety-provoking thoughts and 
images which cause the person to do repetitive behaviour or rituals in order to reduce the distressing 
fear. The disorder causes significant functional impairment and has a negative influence on the quality 
of life for the entire close family. Cognitive behavioural therapy (CBT) in the form of exposure and 
response prevention therapy (ERP) has provided good results for both children and adolescents suffering 
from OCD and is recommended as the first treatment of choice by several international guidelines. As 
a result of the large amount of empirical support for exposure therapy, Norwegian politicians have 
decided that all OCD patients in Norway will be offered cognitive behaviour therapy in the form of ERP 
as the first treatment approach. The purpose of the exposure exercises is to weaken the maintaining 
link between the obsessive thoughts and the compulsive behaviours by exposing themselves to anxiety 
provoking situations without doing any rituals. With therapeutic guidance the OCD patients will learn to 
reach attainable goals, which will lead to increased self-efficacy and sense of mastery. The current article 
describes the characteristics of the disorder and highlights the most important components in exposure 
and response therapy for OCD. Therapeutic recommendation will be given through clinical illustrations. 

Keywords: Obsessive Compulsive Disorder, Exposure and response prevention therapy, 
Therapeutic guidelines, Children and adolescents.

Riassunto
La terapia cognitivo-comportamentale del disturbo ossessivo-compulsivo in età 
evolutiva
Il disturbo ossessivo-compulsivo (DOC) è un disturbo mentale grave che colpisce circa l’1% dei bambini 
e degli adolescenti. Il DOC è caratterizzato da pensieri e immagini intrusivi e ansiogeni ricorrenti, che 
spingono la persona a mettere in atto comportamenti ripetitivi o rituali per poter ridurre la paura. Il 
disturbo causa significativi danni funzionali e ha un impatto negativo sulla qualità della vita di tutta la 
famiglia. La terapia cognitivo-comportamentale (TCC), in particolare l’esposizione con prevenzione della 
risposta (ERP), è efficace sia con i bambini che con gli adolescenti ossessivi, ed è il trattamento elettivo 
secondo molte linee guida internazionali. In virtù delle prove sperimentali di efficacia dell’esposizione, le 
istituzioni norvegesi hanno stabilito che tutti i pazienti ossessivi in Norvegia debbano essere sottoposti 
alla terapia cognitivo-comportamentale, come trattamento di prima linea. Gli esercizi di esposizione sono 
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finalizzati a indebolire il legame tra pensieri ossessivi e comportamenti compulsivi, grazie all’esposizione 
a situazioni ansiogene nelle quali ci si deve astenere dal mettere in atto i rituali. Tramite la terapia i 
pazienti apprenderanno a perseguire obiettivi raggiungibili, che li porteranno a sentirsi più capaci e 
a sperimentare un maggior senso di padronanza. In questo articolo si descrivono le caratteristiche del 
disturbo e si delineano le componenti più importanti nel trattamento di esposizione con prevenzione 
della risposta per il disturbo ossessivo-compulsivo in età evolutiva. Si presentano altresì delle indicazioni 
terapeutiche, illustrate tramite alcune vignette cliniche. 

Parole chiave: Disturbo ossessivo-compulsivo, Esposizione con prevenzione della risposta, 
Linee guida per la terapia, Bambini e adolescenti.

BACKgROunD

Obsessive compulsive disorder (OCD) affects a large number of children and adole-
scents and causes significant functional impairment and reduced quality of life for the 
entire close family. Without early treatment the disorder tends to be chronic and many 
children will continue to have the disorder as adults (Rasmussen & Tsuang, 1986), which 
consequently increases the risk of developing other psychological and social problems. 

OCD is characterized by involuntary and recurrent frightening obsessive thoughts that 
cause the person to do repetitive actions or mental rituals in an attempt to reduce anxiety 
or to make sure that nothing dangerous will happen. These compulsory actions, however, 
rarely produce a lasting anxiety reducing effect and the OCD person gets wrapped up in 
negative reinforcing circles of increased anxiety and rituals. Even though most OCD pa-
tients know that the rituals are meaningless, they are not able to ignore their fear or their 
urge to do repetitive behaviour. This often leads to feelings of helplessness and depression.

Not long ago it was believed that OCD was almost impossible to treat. Over the last 
decades, however, there have been large amounts of treatment studies for OCD. Cognitive be-
havioural therapy, mainly in the form of exposure and response prevention therapy, has shown 
very good results for both children and adults suffering from OCD (Abramowitz, Whiteside 
& Deacon, 2005; Franklin, Freeman & March, 2010; Rosa-Alcazar et al., 2008). Selective 
serotonin reuptake inhibitors (SSRI) have also been found to reduce OCD symptoms in 
children and adolescents (Geller et al., 2001; March et al., 1998; Riddle, Kastelic & Frosch, 
2001), but the reduction is usually less than 30-40% (Simpson et al., 2004). A meta-analysis 
of randomized controlled treatment studies of children and adolescents found CBT to give 
better results than medication alone (Watson & Rees, 2008). Even though the POTS study 
concluded that it might be better to combine ERP treatment with SSRI, the results from the 
University of Philadelphia did not find any addictive effect of SSRI to CBT (Franklin & Foa, 
2011; POTS, 2004). Other studies have found that children who only received ERP had as 
good or better treatment results than the children who received a combination of ERP and 
medications (de Haan et al., 1998; Nakatani et al., 2009; Piacentini et al., 2002). 

The main essence of exposure and response prevention therapy is to teach and guide 
the OCD patients to expose themselves to situations that create anxiety, without getting 
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any reassurance or do any action to reduce anxiety. Through successful exposure training 
the maintaining link between the obsessions and the anxiety reductive behaviour will 
gradually weaken (Foa & Kozak, 1986). Taking an active role in their own treatment by 
making realistic and attainable goals for the exposure exercises, the children become more 
self-assertive and reduce their tendency to avoid challenging and frightening situations. 

International guidelines recommend cognitive behavioural therapy as the first treatment 
of choice for children and adolescents (March et al., 1997; National Institute of Clinical 
Excellence, 2011). Despite these recommendations, many children are not offered this 
treatment. The main reason is the lack of skilled therapists with sufficient training and 
experience in ERP treatment of OCD (Abramowitz et al., 2005). As a result of much em-
pirical support for exposure therapy for OCD, the Norwegian Department of Health gave 
the Norwegian Association for Cognitive Therapy in 2010 an assignment to develop a na-
tional implementation to educate and supervise OCD therapist teams throughout Norway, 
starting in 2013, which will enable all Norwegian OCD patients to receive ERP therapy 
as their first treatment of choice (Hansen et al., 2010). 

The purpose of this article is to provide therapists with information that will help them 
to identify children who suffer from OCD as well as outline some guidelines in how to 
evaluate and treat OCD using exposure and response prevention training. I want the readers 
to get an understanding of the nature of OCD and how the disorder affects the quality of life 
for both the child and the entire close family, in addition to learning the basic components 
of exposure and response prevention therapy. In order to be able to make an individual 
treatment plan the therapist needs to know: 1) the nature of the obsessive thoughts and 
compulsions and 2) the maintaining and reinforcing link between the anxiety producing 
obsessive thoughts and the compulsions. 

OBsessive COmPuLsive DisORDeR

OCD is characterized by erroneous cognition of possible danger. The OCD person has 
a tendency to assign high probability of danger to situations that are relatively safe and 
exaggerate possible negative consequences in various situations. 

In order to meet the criteria for an OCD diagnosis the person must have intrusive repe-
titive obsessive thoughts and/or compulsions that cause marked stress, are time-consuming 
and interfere with daily functioning. According to APA the obsessions are defined as persi-
stent ideas, thoughts, impulses or images that are experienced as intrusive and inappropriate 
and cause marked anxiety and distress, while compulsions are defined as repetitive beha-
viours or mental acts, the goal of which is to prevent anxiety or distress (APA, 2000). Even 
though the diagnostic criteria allow an OCD diagnosis to be made when the person has 
either obsession or compulsion, this is not as common. In most cases the compulsions are 
carried out in order to reduce the anxiety produced by obsessive thoughts. If one does not 
find any link between the compulsive behaviours and some underlying fear, the repetitive 
behaviours may be associated with other problems rather than OCD.

Despite the fact that OCD often develops early in life, the symptoms are often disco-
vered and diagnosed late. Approximately half of adults suffering from OCD report having 
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similar symptoms as children, and almost 10% report having developed OCD before the 
age of 10 (Rasmussen & Eisen, 1992). Even though obsessive symptoms are common 
among young people only 0.5-2,0% of all children will have excessive symptoms that meet 
the criteria for an OCD diagnosis (Flament et al., 1990; Heyman et al., 2003). There are no 
known psychosocial causes for OCD, but several psychosocial factors may influence the 
development of the disorder. Family studies, however, have shown a tendency to increased 
incidence of OCD among close family members pointing towards a genetic predisposition 
for the disorder (Pauls, 2008).

It is a challenge that many of the OCD symptoms overlap with other disorders, such as 
Tourette’s syndrome, ADHD, Asperger’s syndrome, psychosis and other anxiety disorders. 
Children with other mental disorders, however, rarely show the reasoning pattern typical 
for OCD. Children with OCD usually have their own logical explanation for why they need 
to perform their rituals. Such a clear link between underlying anxiety provoking thoughts 
and the repetitive actions are seldom found in other disorders. OCD is often present with 
comorbid disorders. Approximately 50-60% of children with OCD also meet diagnostic 
criteria for other anxiety disorders, 10 to 26% meet criteria for depression and approxi-
mately 30% meet the criteria for ADHD (Ivarsson, 2008). The therapist needs to decide 
whether the symptoms of other disorders will interfere with the exposure treatment. In 
some case it may be necessary to treat or stabilize comorbid disorders before starting the 
OCD treatment. It is particularly important to distinguish tics from OCD rituals, since 
exposure exercises rarely have any treatment benefits for tics.

Children with OCD are easily misdiagnosed since they have a tendency to minimize 
or hide their symptoms due to a feeling of guilt or fear of talking about their obsessions. 
It is usually obvious that the child is struggling but instead of showing OCD symptoms, 
the child might appear tired, irritable or unable to concentrate. Rapoport et al. found that 
only four parents out of 35 parents of American OCD children knew about their children’s 
obsessive symptoms (Rapoport et al., 2000). The children usually know that their thoughts 
are unrealistic and their rituals are exaggerated or unnecessary, but are not able to ignore 
them. This creates a strong sense of guilt and shame. By avoiding situations and objects 
that trigger the obsessive symptoms, they are able to hide the extent of their problem, but 
the children can appear strange or difficult to their peers when they try to hide their rituals 
or refuse to participate in social activities.

evALuATiOn

The establishment of a good therapeutic alliance is essential in order to establish con-
fidence, hope and motivation for treatment. It may take some time before the children 
experience enough trust to open up and give sufficient information about the underlying 
fear and the nature of their obsessions.

It is important to do a thorough evaluation of the OCD symptoms before starting the 
exposure treatment. The most commonly used instrument for evaluating the severity of the 
OCD symptoms is the Children’s Yale-Brown Obsessive Compulsive Scale (Scahill et al., 
1997). The CY-BOCS is a semi-structured interview designed to evaluate the nature and 
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the extent of obsessions and compulsions as well as their impact on daily functioning. The 
initial interview takes approximately 1½-2 hours and the severity of the disorder is scored 
on a scale from 1-40. The information obtained from the CY-BOCS interview provides 
information about the OCD symptoms necessary for developing a symptom hierarchy and 
a treatment plan.

Both children and parents need to get a good rational for the treatment as well as a good 
description of the disorder and the differences between obsessions and compulsions. The 
children may for example do rituals like neutralizing thoughts, such as repeating words, 
numbers, questions or mental images in order to reduce anxiety. If one has not been able 
to distinguish which thoughts are intended to reduce anxiety (compulsions) from the an-
xiety producing thoughts (obsessions), one can run the risk of reinforcing the disorder by 
exposing the neutralizing thoughts instead of the obsessions.

nATuRe Of OCD

The obsessions are usually unrealistic and there is very little chance that the perceived 
danger will happen. One of the reasons why OCD patients experience the obsessive thou-
ghts as unpleasant and frightening is because the obsessions often represent something 
incompatible with their nature and values and are often the worst thing they can imagine. 
Examples are thoughts of killing people they love the most, such as their parents.

Almost all people will sometimes have intrusive unpleasant thoughts about danger. 
Most people will, however, dismiss such thoughts as excessive or unrealistic. Instead of 
dismissing these thoughts, OCD patients will rather think, «since I have these thoughts, 
there must be something to them» or «if these thoughts were not real I would not have 
them». This way of reasoning increases their fear and their tendency to do rituals. But the 
rituals which started out as anxiety-reducing become distressing after some time. Most OC 
patients feel familiar with the sentence «I will not do rituals, but I have to». The resulting 
feeling of helplessness and a sense of loss of power lead to depressive symptoms that may 
meet the diagnostic criteria for depression. The depressive symptoms are a result of the 
OCD symptoms and often disappear with successful exposure therapy.

OCD children are rarely carefree and playful children who leave worries to the adults. 
Most children with OCD are very responsible, which often is not seen as an early warning 
sign (Salkovskis & Forrester, 2002). They are overly concerned about preventing anything 
bad from happening. They look for potential dangers, even when they are very small, and 
do not trust reassurances from others if they believe there is a slight possibility of danger. 
The children are overly concerned about what is right and wrong, but usually doubt their 
own judgment and ask for confirmation and reassurance from others. The rituals give 
them short-lived feelings of security and a sense of control, but over time the rituals make 
them increasingly tired and insecure. The children get trapped in negative reinforcing OC 
circles where thoughts, emotions, body sensations and behaviour reinforce each other and 
they become mentally exhausted and stressed of having to think of likely consequences 
of their actions. 

I want to use one clinical case to illustrate some of the factors involved in OCD:
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Amy was 16 years old when she sought help for her OCD problems. She was an 
only child who lived at home with both her parents. She was described as a clever girl 
with top grades in both school and sports activities. Teachers and parents had become 
increasingly worried about her change in behaviours. She had become more of a loner. 
Her behaviour was rigid and she became easily irritated and upset if her parents did 
not help her with her many rituals. Her parents were feeling helpless and frustrated 
since most of the family activities were centred on her rituals. Attempts to help Amy 
change her behaviour had resulted in major conflicts. Amy had a wasteful amount 
of rituals. She had to make sure that nothing «dirty» from outside could enter their 
house. None of the things she had used at school or at the gym could come further 
into the house than the hall. She changed to clean clothes, which her mum made 
ready for her in sealed plastic bags, in the hall. She did all her homework at a desk 
placed in the hall. Nobody other than herself and her mum could enter her bedroom, 
which she kept surgically tidy. She had to sit by herself on the school bus and needed 
to have her school things in a specific order. Amy always had her hair in a ponytail 
and she only showered at home. The family never invited any guests to the house.

Parental involvement

Parents and close family members almost always get involved in the child’s OCD 
rituals, but they are seldom aware of how much they adapt to the child’s OCD symptoms 
since the involvement helps the family to function better on a day to day basis. The family 
adaptation is often crucial for the family to be able to participate in social activities and 
maintain school and work. As the OCD problems worsen, the family involvement increases 
and it is difficult to break the negative circle. Children with OCD easily get very upset and 
angry if they can’t do their rituals. If parents, like Amy’s parents, refuse to help the child it 
often results in major confrontations and conflicts (Piacentini, 2008). Parents’ assistance in 
the rituals can thus be seen as a necessary coping strategy to deal with everyday function in 
the short term, but unfortunately this will enhance and maintain the disorder in the long run.

Developmental level

The content of the obsessions often reflect the child’s level of development. Young 
children often have obsessive thoughts relating to separation from their parents while 
adolescents that have entered puberty often have obsessive thoughts related to sexuality or 
moral issues. Puberty is a time of large physical and mental changes with much emphasis 
on personal and sexual identity. Sexuality is a sensitive subject that young people rarely 
talk about in therapy without being asked directly.

The content of the underlying anxiety provoking thoughts are often difficult to guess 
from the nature of the compulsion. Amy’s case is an example where several people had 
wrongly concluded that her obsessions were related to fear of dirt and fear of getting sick: 

Amy was not particularly afraid of contaminating the house with dirt and 
bacteria but had intrusive and frightening thoughts about sex, sexuality and 
males. She tried to avoid all contact with the opposite gender and tried to prevent 
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any «boy-particles» entering their house. The need for constant control of her 
belongings and her need to have her hair in a ponytail were attempts to minimize 
contact with these particles. 

Despite the high degree of parental involvement in Amy’s rituals, her parents did not 
know the nature of Amy’s obsessive thoughts and it took some time before she trusted the 
therapist enough to reveal the content of her obsessions. 

Symptom hierarchy 

When preparing a treatment plan it is essential to get a thorough understanding of the 
nature of the child’s OCD symptoms as well as creating a detailed symptom hierarchy. We 
need to know: 1) What rituals are they doing?, 2) Why do they have to do these rituals?, 
3) What are they afraid will happen if they can’t do their rituals?, 4) How do they do their 
rituals?, 5) Why do they perform their rituals in certain ways? and 6) Which situations or 
objects trigger the obsessions and rituals?

By forming a detailed symptom hierarchy one is able to map how threatening the chil-
dren experience various situation. A symptom hierarchy is based on the degree of anxiety 
or distress the children feel in various situations without doing any rituals. By forming the 
symptom hierarchy the child learns to describe and grade their fear. It is quite common that 
children initially are unable to scale their anxiety, but think that they are either afraid or not 
afraid. Therefore they usually need some guidance when scaling their anxiety on a scale 
from 0 to 10. The therapist should be sensitive to the child’s reactions since talking about 
the obsessions can be quite difficult for children. I like to find at least 5 to 10 situations on 
each level of the hierarchy which will help the child to form realistic and attainable goals for 
later exposure exercises. The table 1 shows a shortened version of Amy’s symptom hierarchy.

Table 1 – Short summary of Amy’s symptom hierarchy

The anxiety thermometer indicates the level of anxiety or distress Amy imagined she would experi-
ence in various situations without doing any anxiety reducing rituals. The table gives an indication 
of how difficult she thought it would be for her to not do any rituals in the given situation.

Anxiety thermometer (0-10) Anxiety provoking situations

10 Max anxiety:  
«Not a chance»

• Leaving school books, etc. on her bed
• Reading textbooks about sexual education 
• Looking at erotic artwork
• Taking a shower at the gym

9 • Doing homework in the living room
• Leaving clothes that had been used at school on when sit-

ting in the living room
• Sitting beside a boy on the school bus
• Asking a boy about homework
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Anxiety thermometer (0-10) Anxiety provoking situations

8 • Wearing hair loose
• Inviting a girlfriend home

7 High degree of anxiety:
«I do not believe I can»

• Eating lunch in the lunchroom at school
• Sitting beside a girl on the school bus
• Playing basketball with both girls and boys

6 • Leaving school books on the table while leaving the class-
room

• Going to a movie with parents sitting on either side

5 Quite a lot of anxiety:
«May be», «Half the 

time»

• Borrowing a pen from a girl at school
• Playing baseball with only girls

4 • Sitting close to a girl at school

3 Some anxiety:
«I am a little unsure»

• Wearing a tight T-shirt on a hot day
• Watching a romantic film at home

2 • Wearing clothes in the house that have been used in the 
garden

1 • Wearing her hair loose inside the home

0 Calm, no anxiety or 
distress

• Watching TV at home

Exposure and response prevention

Exposure and response prevention therapy for children and adolescents with OCD 
(Freeman et al., 2007; March & Mulle, 1998) is based on experience from treatments on 
adults (Foa & Franklin, 1998; Foa & Kozak, 1986; Kozak & Foa, 1997). ERP treatment of 
children and adolescents is based on basic CBT principles with emphasis on a systematic 
exploratory approach, but puts more direct emphasis on the behavioural and less emphasis 
on the cognitive approach. Through exposure training and by externalization of the disorder 
the children change behaviour patterns and their cognition. The change in cognition occurs 
as a result of the child’s participation in the treatment by 1) mapping the OCD symptoms, 
2) creating the treatment goals and 3) experiencing successful exposure exercises. 

The children change basic assumptions about themselves and the outside world, which 
strengthens their self-efficacy and sense of mastery. When children learn that their efforts 
give positive results their motivation for further training increases and they can hope for 
a future without OCD.

A supportive network increases the chances of achieving good treatment results. The 
parents and the child need to share a common understanding of the underlying problem and 
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what strengthens and what weakens the disorder. Parental involvement should focus on what 
is best for the child. The parents need to learn how they can be supportive without partici-
pating in the rituals. Parental role in the therapy will vary depending on the child’s age and 
OCD symptoms. Separate sessions with the parent are recommended, allowing more time 
to discuss parental involvement. Most parents feel helpless and frustrated after countless 
unsuccessful attempts to stop the child from doing rituals. The mail goal for these sessions 
is to help the parents work together as a team where the focus is on what is best for the child 
and remove attention from other on-going conflicts in the family (Piacentini et al., 2011).

We try to get the children to instruct their parents how they can best support them inste-
ad of supporting OCD. To enforce the collaboration it may be appropriate for the parents 
and children to make an agreement or contract where they agree on how the parents shall 
provide their support. The treatment should focus on the most relevant to the child’s OCD 
problem and the therapist should avoid going into conflicts that will take the attention away 
from the exercises necessary for successful treatment outcome. If there are major conflicts 
in the family which interfere with the exposure therapy one should consider whether it is 
possible to do the ERP training at this time. 

Treatment plan

The prerequisite for a successful treatment outcome is a thorough evaluation and a 
good therapeutic collaboration with shared understanding of the treatment goal. By un-
derstanding the child’s OCD symptoms and his or her reasoning for having to do rituals, 
the therapist is able to motivate the child to follow the therapist’s expertise and guidance.

A good psychoeducation makes the foundation for the treatment. We want the child to 
be an active participant who defines the treatment goals with the therapist. The therapist 
needs to: 1) describe the disorder and explain what the maintaining factors are, 2) externa-
lize OCD in order to separate the disorder from the healthy child, 3) explain the framework 
of ERP and the effort required for exposure training and 4) what timeline is expected to 
reach the treatment goals. 

Separating the healthy child from OCD by externalizing the disorder is very helpful 
since both the child and the parents have a tendency to use blame and guilt. OCD is then 
viewed as the problem and not a negative side of the child, which can contribute to feelings 
of shame and low self-esteem. When a child says he wants to do certain rituals, the therapist 
can ask the child whether it is OCD or him that wants to do the rituals. The child usually 
becomes aware that they would have acted differently in the same situation if they had 
not been struggling with OCD. This insight increases the child’s motivation to withstand 
OCD in new exposure exercises. 

Exposure exercises 

It is quite easy to design exposure exercises if you have developed a detailed symptom 
hierarchy. It is better to use time to make a thorough hierarchy instead of starting out with 
exposure therapy too soon. By creating the symptom hierarchy the child and the therapist 
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develop an active collaborative relationship where they can test out the extent of the OCD 
problems through a dialogue before actively starting the exposure exercises. The goal of the 
exposure exercises is to get the child to experience fear and to take risks without knowing 
whether or not any bad things may happen. After some time in a frightening situation, the 
child will usually experience a habituation effect, where the anxiety declines without the 
child engaging in any rituals. 

Exposure therapy can be seen as a paradoxical approach. I tend to tell the children 
that «they have to give up control to gain control», or that they «have to practice to be 
afraid in order to be less afraid». The exercises are designed to create anxiety and are not 
necessarily training in normal behaviour. For example, a child who has obsessions about 
contamination and needs to wash his hands many times during the day may train on drop-
ping hand washing after visiting the restroom for an extensive period of time. Similarly, 
a child who is afraid of killing his parents with a knife may have to have a knife close to 
him when he is sitting by his parents. 

Exposure exercises are performed in two ways, either 1) in vivo, which is when the child 
actively exposes himself to difficult situation, or 2) mental exposure where the child imagines 
difficult situations. The children usually achieve very high anxiety through mental exposure. 
One of the advantages with mental exposure is that one can be exposed to situations which 
are difficult to achieve in real life. Performing mental exposure exercises to difficult situations 
before performing real life exposure to similar situations is recommended. It is important 
that the child starts out with easy exposure exercises that will lead to the experience of early 
success. The children should aim to do exposure exercises from the top of their hierarchy if 
they are to get rid of their OCD. As a general rule, the children should reach the top of the 
hierarchy several sessions before the end of the therapy, leaving time to train at this difficulty 
level as well as leaving of plenty of time to deal with relapse prevention issues. 

The children are taught simple cognitive techniques that they use as help to restructure 
their negative automatic thoughts and shape positive future-oriented thoughts. They learn 
to: 1) praise themselves, 2) tell other people of the achievements they are proud of, 3) ask 
for praise from others, 4) talk back to OCD, 5) give themselves motivational «pep-talks» 
for why they do not want OCD to control them and 6) use humour in connection with the 
exposure exercises.

The therapist needs to evaluate whether the child achieves the desired effect from the 
exercises. The child needs to be reminded that it is important to stay in the threatening 
situation as long as it takes for the anxiety to decrease to a minimum without doing any 
rituals. Many children will have a tendency to do other rituals or use neutralizing thoughts 
in order to reduce the anxiety. In these cases the exposure exercises will be counterpro-
ductive and rather strengthen the disorder. 

Therapists also need to consider whether they have personal barriers that could prevent 
them from helping the children developing appropriate exposure exercises. Some therapists 
may find it unethical or irresponsible to carry out certain exercises that might be crucial for 
the treatment outcome. Examples which some therapists find difficult could be cases where 
the OCD patients have an obsessional fear of causing fire and the appropriate exercises 
could involve leaving the house with the electric stove on for some time. 
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Relapse prevention

In the final phase of therapy the focus is on factors that may cause a relapse of the 
OCD symptoms. We want to be sure that the children are aware of their own contribution 
to successful treatment outcome by actively breaking the reinforcing link between the 
rituals and the underlying anxiety (Franklin, Ledley & Foa, 2009). We want the children 
to identify potential OCD triggers early and to continue using the techniques they have 
learned and not fall into the attempt to start doing rituals again. The children have a 
tendency to undermine their accomplishments and how much they used to struggle with 
the OCD symptoms. It is therefore important to remind them of 1) how the situation was 
before entering therapy, 2) the positive changes they have achieved and 3) their effort and 
techniques used in reaching their goals. 

The children should be aware that there will most likely be situations in the future where 
they will perform rituals but that it is then important to remind them to continue with the 
exposure techniques in order not to get full rebound of the disorder. 

COnCLusiOns

A thorough evaluation of the OCD symptoms and using time to explain the elements in 
exposure and response prevention is essential for achieving successful treatment. Spending 
enough time with the child making the treatment plan will create realistic expectations and 
motivation for the therapy. The therapist has to express sincere interest in understanding the 
way the child reasons by asking direct questions addressing the nature of the frightening 
thoughts and the reason why the child have to do the rituals. The therapist needs to know: 
1) why the children have to do their rituals, 2) what will happen if they can’t perform the 
rituals and 3) why they have to the rituals in a certain way.

The children should be praised for daring to seek frightening situations. The therapist 
has to make the child understand that the purpose of the exposure exercises is for the child 
to seek situations that will increase anxiety and distress. Anxiety reduction is a consequence 
of the fact that they manage to be in scary situations over time. Therapists should avoid 
the classic question «how did the exercise go?», since most children will answer that the 
exercises has gone well if they have not experienced anxiety. If the child did not experience 
anxiety, the goal of the exposure exercise has not been reached. Either the exercise was too 
easy or the child may have performed some actions to reduce anxiety. In order to figure 
out whether the child had a successful exposure exercise the therapist should rather ask 
the following questions: 1) did you manage to get anxious in the situation?, 2) did you 
manage to stay in the scary situations? or 3) did you manage to stay in the situation until 
the anxiety went down without doing any form of rituals?

The good results we have achieved treating OCD patients with exposure and prevention 
therapy is very promising. By increasing the awareness and the available expertise of this 
treatment approach many children will have a chance to live a normal healthy life without 
struggling with OCD. 
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